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USING  THE  HOME  HEALTH  AGENCY  MANUAL 

Use  It  for  Reference 

The  manual  covers  not  only  routine  information  for  your  day-to-day  operations  but 
tries  to  anticipate  infrequent  situations  that  could  occur.    Use  it  for  reference. 

Keep  It  Available 

Pages  are  punched  for  any  standard-size  3-ring  hardback  binder.  Keep  it  handy 
and  ask  for  as  many  extra  copies  as  you  need. 

Keep  It  Up-to-Date 

Insert  or  replacement  pages  for  additions  and  revisions  will  be  furnished  through 
your  intermediary.    Maintain  a  control  on  all  manuals  to  assure  immediate  updating. 

Use  Chapter  Subjects 

A  detailed  index  to  facilitate  locating  of  specific  information  will  be  sent  later.  The 
general  subject  listing  for  each  chapter  will  help  by  giving  designated  section  heads. 


FOREWORD 


This  manual  is  designed  for  use  by  home  health  agencies  which  will  be  billing  for 
services  furnished  under  the  provisions  of  the  Health  Insurance  for  the  Aged  Act  of  1965. 
It  contains  informational  and  procedural  material  the  home  health  agency  will  need  to 
assist  in  prompt  and  efficient  payment  of  claims  and  to  answer  questions  which  patients 
may  ask  about  the  program.  This  issuance  should  help  to  assure  that  the  law  is  uniformly 
applied  nationally  without  regard  to  where  covered  services  are  furnished.  This  manual 
is  not  intended  to  supersede  "The  Conditions  of  Participation  for  Home  Health  Agencies." 
Both  issuances  are  to  be  used  for  home  health  agency  reference  purposes.  The  home  health 
agency's  intermediary  will  issue  any  necessary  supplementary  instructions  on  matters  which 
concern  the  relationship  between  agencies  and  intermediaries. 

The  manual  does  not  have  the  effect  of  regulations,  but  a  careful  effort  has  been  made 
to  insure  that  the  provisions  of  the  law  and  proposed  regulations  are  accurately  reflected. 

The  procedures  described  in  this  manual  have  been  devised  to  satisfy  the  administra- 
tive needs  of  the  program  with  a  minimum  of  inconvenience  to  beneficiaries,  and  to  home 
health  agencies  and  their  intermediaries.  We  believe  that  the  vast  majority  of  claims  will 
lend  themselves  to  simple,  routine  handling. 

The  manual  is  designed  to  accommodate  new  pages  as  further  interpretations  of  the 
law  and  changes  in  procedures  are  made.  Accordingly,  revised  sections,  pages  or  chapters 
will  be  issued  as  the  need  presents  itself. 

Your  intermediary  will  answer  any  questions  you  may  have  about  policies  and  pro- 
cedures in  the  program.  Home  health  agencies  dealing  directly  with  the  Social  Security 
Administration  may  direct  any  questions  to  the  servicing  social  security  district  office  for 
reply  or  refer  them  to  the  Bureau  of  Health  Insurance  Regional  Representative. 

Arthur  E.  Hess,  Director, 
\jt^5  i  Bureau  of  Health  Insurance.  ^ 
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Chapter  I 


GENERAL  INFORMATION  ABOUT  THE  PROGRAM 


100.  INTRODUCTION 

The  Health  Insurance  for  the  Aged  Act,  Title  XVIII 
of  the  Social  Security  Act  has  made  available  to  nearly 
every  American  65  years  of  age  and  older  a  broad 
program  of  health  insurance  designed  to  assist  the 
Nation's  elderly  to  meet  hospital,  medical,  and  other 
health  costs.  The  program  includes  two  related  health 
insurance  programs — hospital  insurance  (Part  A  of 
the  law)  and  voluntary  supplementary  medical  insur- 
ance (Part  B  of  the  law). 

The  conduct  of  the  program  has  been  delegated  by 
the  Secretary  of  Health,  Education,  and  Welfare  to  the 
Commissioner  of  Social  Security.  Congress  has  pro- 
vided substantial  administrative  roles  for  the  States 
and  for  voluntary  insurance  organizations  in  recog- 
nition of  their  experience  in  the  health  care  and  insur- 
ance fields. 

The  law  specifically  prohibits  the  Federal  Govern- 
ment from  exercising  supervision  or  control  over  the 
practice  of  medicine,  the  manner  in  which  medical 
services  are  provided,  and  the  administration  or  oper- 
ation of  medical  facilities.  The  patient  is  free  to  choose 
any  qualified  institution,  agency,  or  person  offering  him 
services.  The  responsibility  for  his  treatment  and  the 
control  of  his  care  remains  with  his  physician  and  the 
home  health  agency  or  other  facility  furnishing  him 
services.  The  individual  may  keep  or  obtain  any  other 
health  insurance  he  desires. 

102.  DISCRIMINATION  PROHIBITED 

Participating  providers  of  services  under  the  hos- 
pital insurance  program,  i.e.,  hospitals,  extended  care 
facilities,  and  home  health  agencies,  must  comply  with 
the  requirements  of  Title  VI  of  the  Civil  Rights  Act  of 
1964.  Under  the  provisions  of  that  Act,  a  participat- 
ing home  health  agency  is  prohibited  from  making  a 
distinction  on  the  ground  of  race,  color,  or  national 
origin  in  the  acceptance  and  treatment  of  patients;  the 
services  provided;  the  use  of  equipment  and  other 
facilities;  and  the  assignment  of  personnel  to  provide 
services. 

The  Department  of  Health,  Education,  and  Welfare 
is  responsible  for  investigating  complaints  of 
noncompliance. 


104.  DISCLOSURE  OF  INFORMATION 

Records  and  information  acquired  in  the  adminis- 
tration of  the  Social  Security  Act  are  confidential  and 
may  be  disclosed  only  under  the  conditions  prescribed 
in  regulations  or  on  the  express  authorization  of  the 
Commissioner  of  Social  Security.  The  regulations  of 
the  Department  of  Health,  Education,  and  Welfare 
regarding  the  confidentiality  of  records  and  informa- 
tion apply  not  only  to  governmental  agencies  but  also  to 
public  and  private  agencies  participating  in  the  ad- 
ministration of  the  program,  as  well  as  those  institu- 
tions, facilities,  agencies,  and  persons  providing 
services,  and  those  furnishing  services  under  arrange- 
ments with  a  provider  of  services.  However,  the 
medical  records  of  a  patient  (other  than  those  obtained 
from  the  Social  Security  Administration)  are  the  prop- 
erty of  the  home  health  agency  and  are  not  subject  to 
these  rules  and  regulations  even  though  the  patient 
receives  benefits  under  this  program.  These  records, 
however,  may  be  subject  to  State  or  local  laws  or 
home  health  agency  rules  governing  disclosure. 

Disclosure  by  a  provider  of  records  or  information 
is  permitted  when  necessary  in  connection  with  a  claim 
under  health  insurance  and  for  the  proper  performance 
of  the  duties  of  any  officer  or  employee  of  a  public  or 
private  agency,  or  organization  which  has  entered  into 
an  agreement  with  the  Social  Security  Administration 
to  carry  out  the  health  insurance  provisions  of  the  law. 

Program  information  furnished  by  a  provider  of  serv- 
ices to  a  State  agency  certifying  providers  in  the  health 
insurance  program  may,  with  the  approval  of  the 
Department  of  Health,  Education,  and  Welfare  be  dis- 
closed by  the  State  agency  to  the  State  licensing  au- 
thority if  the  information  relates  to  the  provider's 
compliance  or  noncompliance  with  the  licensure 
requirements. 

Program  information  and  records  may  not  be  dis- 
closed to  others  not  enumerated  above  except  under 
the  conditions  prescribed  by  regulations. 

110.  HOSPITAL  INSURANCE— A  BRIEF 
DESCRIPTION 

Payment  for  the  services  and  items  provided  under 
hospital  insurance  described  below  is  always  made  di- 
rectly to  the  provider  of  service;  i.e.,  hospital,  extended 
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care  facility,  or  home  health  agency,  on  behalf  of  the 
patient.  The  amount  of  such  payment  is  based  on  the 
reasonable  cost  to  the  provider  for  furnishing  these 
covered  services  and  items  to  the  patient. 

110.1  Inpatient  Hospital  Services. — The  items 
and  services  covered  include :  bed  and  board  in  a  semi- 
private  (2  to  4  beds)  accommodation,  unless  a  private 
room  is  medically  necessary;  nursing  and  other  related 
services;  use  of  hospital  facilities  and  medical  social 
services  ordinarily  furnished  by  the  hospital  for  the 
care  and  treatment  of  inpatients;  drugs,  biologicals, 
supplies,  appliances,  and  equipment  for  use  in  the  hos- 
pital, which  are  ordinarily  furnished  by  the  hospital; 
diagnostic  or  therapeutic  items  or  services  furnished 
by  the  hospital  or  by  others  under  arrangements  made 
by  the  hospital;  services  by  interns  or  residents-in-train- 
ing if  they  are  under  a  teaching  program  approved  by 
the  American  Medical  Association,  American  Osteo- 
pathic Association,  or  American  Dental  Association; 
and  cost  of  whole  blood  after  the  first  3  pints  in  a  spell  of 
illness  and  all  costs  of  administering  the  blood. 

The  patient  is  entitled  to  payment  on  his  behalf  for 
up  to  90  days  of  inpatient  hospital  services  in  each  spell 
of  illness.  There  is  an  inpatient  hospital  deductible  of 
$40  in  each  spell  of  illness  and  a  coinsurance  amount  of 
$10  per  day  after  the  60th  day  and  through  the  90th 
day.  The  deductible  and  coinsurance  amounts  are 
subject  to  change  on  January  1,  1969,  and  on  the  first 
day  of  each  odd  year  thereafter. 

Inpatient  tuberculosis  hospital  services  are  covered 
if  the  services  furnished  to  the  individual  are  services 
which  can  reasonably  be  expected  to  improve  his  condi- 
tion or  render  it  noncommunicable.  Inpatient  psychi- 
atric hospital  services  are  covered  if  the  services  fur- 
nished to  the  patient  are  furnished  when  he  is  receiving 
intensive  treatment,  or  are  necessary  for  medically  re- 
quired inpatient  diagnostic  study.  Where  an  individual 
is  in  a  qualified  tuberculosis  or  psychiatric  hospital  on 
the  first  day  of  the  first  month  for  which  he  is  entitled 
to  hospital  insurance  benefits,  the  days  on  which  he  was 
an  inpatient  of  such  a  hospital  in  the  90-day  period  im- 
mediately before  his  first  day  of  entitlement  must  be 
counted  in  determining  the  90-day  limit  on  inpatient 
hospital  services  in  his  first  spell  of  illness.  In  addi- 
tion, there  is  a  lifetime  limitation  of  190  days  for  pay- 
ment for  inpatient  psychiatric  hospital  services.  A 
period  spent  in  a  psychiatric  hospital  prior  to  entitle- 
ment, however,  does  not  count  against  the  190  days. 

110.2  Outpatient  Hospital  Diagnostic  Serv- 
ices.-— Outpatient  hospital  diagnostic  services  covered 
under  hospital  insurance  include — 

A.  diagnostic  tests  and  related  services  to  the  extent 
that  they  would  not  be  excluded  if  performed  on  an 
inpatient  basis; 

R.  drugs  and  biologicals  necessary  for  diagnostic 
study; 


C.  the  services  rendered  in  connection  with  a 
diagnostic  study  by  an  intern  or  resident-in-training 
under  an  approved  teaching  program;  and 

D.  other  services  and  supplies  if  customarily  fur- 
nished to  outpatients  for  purposes  of  diagnostic  study. 

Benefits  are  payable  on  the  basis  of  a  diagnostic  study 
period,  which  is  a  period  of  20  consecutive  days  begin- 
ning with  the  first  day,  not  included  in  a  previous  diag- 
nostic study,  on  which  the  patient  receives  outpatient 
diagnostic  services. 

The  deductible  for  outpatient  hospital  diagnostic 
services  during  each  diagnostic  study  is  one-half  the  in- 
patient hospital  deductible,  or  $20.  This  deductible 
amount  counts  as  an  incurred  expense  for  individuals 
with  supplementary  medical  insurance  coverage.  After 
satisfying  the  $20  deductible,  the  patient  is  responsible 
for  a  coinsurance  amount  equal  to  20  percent  of  the 
reasonable  charges,  not  in  excess  of  the  amount  cus- 
tomarily charged,  for  the  outpatient  hospital  diagnostic 
services  rendered  during  the  diagnostic  study. 

110.3  Posthospital  Extended  Care  Services. — 

A  patient  is  entitled  to  up  to  100  days  of  posthospital 
extended  care  services  in  a  spell  of  illness.  The  patient 
must  have  been  a  hospital  inpatient  for  at  least  3  con- 
secutive eakra-da-r  days  before  his  discharge  and  must  be 
admitted  to  the  extended  care  facility  within  14  calendar 
days  after  the  date  of  hospital  discharge.  Benefits 
for  posthospital  extended  care  are  payable  for  services 
furnished  on  or  after  January  1,  1967.  Discharge 
from  the  hospital  must  occur  after  June  30,  1966,  or  on 
or  after  the  first  day  of  the  month  in  which  the  bene- 
ficiary attains  age  65,  whichever  is  later.  The  program 
will  pay  the  reasonable  cost  of  services  for  up  to  100 
days  in  each  spell  of  illness,  except  that  there  is  a  $5 
per  day  coinsurance  amount  for  each  day  of  extended 
care  services  after  the  first  20  days. 

Covered  services  include  room  and  board;  skilled 
nursing  care  by  or  under  the  supervision  of  a  registered 
professional  nurse;  physical,  occupational,  or  speech 
therapy  either  by  the  extended  care  facility  or  under 
arrangements  made  by  the  facility;  drugs,  biologicals, 
supplies,  appliances,  and  equipment  furnished  for  use 
in  the  extended  care  facility  which  are  ordinarily  fur- 
nished for  the  care  and  treatment  of  inpatients;  and 
other  services  ordinarily  furnished  by  the  facility. 
No  payment  may  be  made  for  custodial  care  or  for 
items  or  services  which  would  not  be  covered  in  a 
hospital,  e.g.,  physicians'  services  and  private  duty 
nursing.  The  services  of  residents-in-training  and  in- 
terns under  an  approved  teaching  program  of  a  hospital 
with  which  the  facility  has  a  transfer  agreement  (see 
§  112.2),  and  other  diagnostic  and  therapeutic  services 
furnished  by  such  a  hospital  are  covered  if  furnished 
under  arrangements  made  by  the  facility. 

110.4  Posthospital  Home  Health  Services. — 

Home  health  services  are  provided  under  hospital  in- 
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surance  and  also  under  supplementary  medical  insur- 
ance. (For  a  complete  discussion  of  these  services, 
see  chapter  II.) 

112.  HOSPITAL  INSURANCE  DEFINITIONS 
RELATING  TO  PART  A  HOME  HEALTH 
SERVICES 

112.1  Hospital. — A  hospital  is  an  institution 
which- — 

A.  is  primarily  engaged  in  providing,  by  or  under 
the  supervision  of  physicians,  to  inpatients — 

1.  diagnostic  and  therapeutic  services  for  medical 
diagnosis,  treatment,  and  care  of  injured,  disabled,  or 
sick  persons,  or 

2.  rehabilitation  services  for  the  rehabilitation  of 
injured,  disabled,  or  sick  persons. 

B.  maintains  clinical  records  on  all  patients; 

C.  has  bylaws  in  effect  concerning  its  staff  of 
physicians ; 

D.  has  a  requirement  that  every  patient  must  be 
under  the  care  of  a  physician ; 

E.  provides  24-hour  nursing  service  by  or  supervised 
by  a  registered  professional  nurse  and  has  a  licensed 
practical  nurse  or  registered  professional  nurse  on  duty 
at  all  times; 

F.  has  in  effect  a  hospital  utilization  review  plan ; 

G.  is  licensed  or  is  approved  by  the  State  or  local 
licensing  agency  as  meeting  the  standards  established 
for  such  licensing;  and 

H.  meets  other  health  and  safety  requirements  of  the 
Secretary  of  the  Department  of  Health,  Education,  and 
Welfare.  (These  additional  requirements  may  not  be 
higher  than  comparable  ones  prescribed  for  accredita- 
tion by  the  Joint  Commission  on  Accreditation  of  Hos- 
pitals with  certain  exceptions  specified  in  the  law.) 

L  is  not  primarily  for  the  care  and  treatment  of 
mental  diseases  or  tuberculosis. 

112.2  Extended  Care  Facility. — An  extended 
care  facility  is  one  which  provides  skilled  nursing  care 
and  related  services  for  patients  who  require  medical 
or  nursing  care;  or  rehabilitation  services  for  injured, 
disabled,  or  sick  persons.  It  may  be  either  a  separate 
institution  (such  as  a  nursing  home)  or  a  part  of  an 
institution  ( such  as  a  convalescent  wing  of  a  hospital ) , 
licensed  or  approved  for  licensing  under  State  or  local 
law,  and  meet  the  health  and  safety  conditions  pre- 
scribed by  the  Secretary  of  the  Department  of  Health, 
Education,  and  Welfare.  The  extended  care  facility 
must  have  a  written  transfer  agreement  with  one  or 
more  participating  hospitals  providing  for  the  transfer 
of  patients  between  the  hospital  and  the  facility  and  for 
the  interchange  of  medical  and  other  information.  If 
an  otherwise  qualified  facility  has  failed  in  an  attempt, 
in  good  faith,  to  enter  into  such  an  agreement,  the 
agreement  requirement  may  be  waived  by  the  State 
agency.    A  facility  primarily  for  the  care  and  treat- 


ment of  mental  disease  or  tuberculosis  may  not  qualify 
as  a  participating  extended  care  facility  in  the  health 
insurance  program. 

Qualified  facilities  must  enter  into  the  required  agree- 
ment with  the  Secretary  to  participate  as  providers  of 
services  in  the  health  insurance  program. 

A  patient  can  meet  the  prior  stay  requirement  for 
"posthospital"  home  health  services  (see  chapter  II) 
by  a  covered  stay  in  a  participating  extended  care 
facility.  See  §  110.3  for  the  conditions  of  a  covered 
stay. 

112.3  Spell  of  Illness  Defined. — A  spell  of  illness 
is  a  period  of  consecutive  days  that  begins  with  the  first 
day  (not  included  in  a  previous  spell  of  illness)  on 
which  a  patient  is  furnished  inpatient  hospital  or  ex- 
tended care  services  by  a  qualified  provider  in  a  month 
for  which  the  patient  is  entitled  to  hospital  insurance 
benefits.  A  qualified  hospital  ( including  a  psychiatric 
or  tuberculosis  hospital)  or  extended  care  facility  is 
one  that  has  been  certified  as  meeting  all  the  require- 
ments of  the  definition  of  such  an  institution.  A  hos- 
pital which  meets  the  requirements  in  the  definition  of 
a  hospital  except  for  F  and  H  in  §  112.1  is  also  a  quali- 
fied hospital  for  purposes  of  beginning  a  spell  of  illness 
when  such  hospital  furnishes  the  patient  covered 
inpatient  emergency  services.  Thus,  generally,  the 
spell  of  illness  begins  when  covered  inpatient 
services  are  initially  furnished  to  an  entitled 
individual. 

The  spell  of  illness  ends  with  the  close  of  a  period 
of  60  consecutive  days  during  which  the  patient  was 
neither  an  inpatient  of  a  hospital  nor  an  inpatient  of  an 
extended  care  facility.  It  is  important  to  note  that 
for  purposes  of  continuing  a  spell  of  illness,  the 
hospital  or  extended  care  facility  in  which  the 
stay  occurs  need  not  meet  all  of  the  requirements 
that  are  necessary  for  starting  a  spell  of  illness. 

Inpatient  services  will  prolong  the  beneficiary's  spell 
of  illness  if  the  hospital  is  primarily  engaged  in  pro- 
viding, by  or  under  the  supervision  of  physician  (s) , 
to  inpatients  ( 1 )  diagnostic  and  therapeutic  services 
for  medical  diagnosis,  treatment,  and  care  of  injured, 
disabled,  or  sick  persons,  or  rehabilitation  services  for 
injured,  disabled,  or  sick  persons;  or  (2)  psychiatric 
services  for  the  diagnosis  and  treatment  of  mentally  ill 
persons;  or  (3)  medical  services  for  the  diagnosis  and 
treatment  of  tuberculosis. 

Similarly,  inpatient  services  in  an  extended  care 
facility  will  prolong  a  beneficiary's  spell  of  illness  if  the 
facility  (including  one  primarily  for  the  care  and 
treatment  of  mental  diseases  or  tuberculosis)  meets  at 
least  the  requirement  that  it  is  primarily  engaged  in 
providing  to  inpatients  skilled  nursing  care  and  related 
services  for  patients  who  require  medical  or  nursing 
care,  or  rehabilitation  services  for  injured,  disabled,  or 
sick  persons. 
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An  individual  may  be  discharged  from  and  re- 
admitted to  a  hospital  or  extended  care  facility  several 
times  during  a  spell  of  illness  and  still  be  in  the  same 
spell  if  60  days  have  not  elapsed  between  discharge  and 
readmission.  The  stay  need  not  be  for  related  physical 
or  mental  conditions. 

As  long  as  a  person  continues  to  be  entitled  to  hos- 
pital insurance,  there  is  no  limit  to  the  number  of  spells 
of  illness  he  may  have. 

Example  1:  X  was  born  August  9,  1902.  On 
July  28,  1967,  X  entered  a  participating  general  hos- 
pital. After  he  had  been  in  the  hospital  for  2  weeks  X 
was  discharged  on  August  11,  1967.  On  his  doctor's 
orders  X  entered  a  participating  nursing  home  on  Au- 
gust 15,  1967,  and  remained  there  until  his  discharge  on 
October  27,  1967.   He  had  no  further  inpatient  stays  in 

1967.  X's  spell  of  illness  began  on  August  1,  1967, 
the  first  day  of  the  month  he  attained  age  65  and  was 
entitled  to  hospital  insurance.  The  spell  of  illness 
ended  December  26,  1967,  60  days  after  his  last 
discharge. 

Example  2:  Y,  over  age  65,  entered  a  participating 
general  hospital  on  July  28,  1968,  for  treatment  of  a 
heart  condition.    He  was  discharged  on  August  11, 

1968.  On  August  20,  1968,  Y  entered  a  nonpartici- 
pating  nursing  home,  which  provided  primarily 
skilled  nursing  care  and  related  services.  Y  remained 
in  this  facility  until  his  discharge  on  October  27,  1968. 
On  December  25,  1968,  Y  was  again  admitted  to  a 
participating  hospital  because  of  injuries  suffered  in  an 
accident.  He  was  discharged  on  January  13,  1969,  and 
had  no  further  inpatient  stays  in  1969.  Y's  spell  of  ill- 
ness began  on  July  28,  1968.  His  stay  in  the  nursing 
home  began  less  than  60  days  after  his  hospital  dis- 
charge and  the  spell  was  continued  even  though  the 
stay  was  not  covered.  The  subsequent  hospital  stay  be- 
gan less  than  60  days  after  the  nursing  home  discharge 
and  continued  the  spell  of  illness  although  the  condi- 
tion treated  was  unrelated  to  his  prior  stays.  The  spell 
ended  on  March  14, 1969. 

115.  SUPPLEMENTARY  MEDICAL  INSUR- 
ANCE— A  BRIEF  DESCRIPTION 
115.1  Benefits. — The  voluntary  medical  insurance 
plan  is  designed  to  supplement  the  basic  hospital  in- 
surance coverage.  It  provides  coverage  effective  July 
1,  1966,  for  (a)  home  health  services  (a  full  discussion 
of  the  coverage  under  this  phase  of  the  program  is  con- 
tained in  chapter  II),  and  (b)  medical  and  other  health 
services. 

Medical  and  other  health  services  include: 
A.  Physicians'  services  (see  definition  of  "physi- 
cian" below)  including  surgery,  consultation,  and  home, 
office,  and  institutional  calls. 

Regardless  of  the  actual  expenses  for  physician  serv- 
ices incurred  in  the  treatment  of  mental,  psychoneu- 
rotic, or  personality  disorders  of  persons  who  are  not 


inpatients  of  hospitals,  the  amount  of  such  expenses 
that  can  be  counted  in  a  calendar  year  is  limited  to  the 
lesser  of  $312.50  or  62.5  percent  of  the  actual  expenses. 

Physician  means  a  doctor  of  medicine  or  oste- 
opathy (including  osteopathic  practitioner)  legally  au- 
thorized to  practice  by  a  State  in  which  he  performs  the 
function  or  action.  A  doctor  of  dental  surgery  or 
dental  medicine  having  State  authorization  to  practice 
is  also  defined  as  a  physician  but  only  for  surgery  re- 
lated to  the  jaw  or  any  structure  contiguous  to  the  jaw, 
or  the  reduction  of  a  fracture  of  the  jaw  or  any  facial 
bone.  (These  services  must  be  services  that  could  be 
performed  by  either  a  qualified  physician  or  dentist; 
routine  dental  care  is  not  included.)  The  services  per- 
formed by  physicians  within  these  definitions  are  sub- 
ject to  any  limitations  imposed  by  the  State  on  the  scope 
of  practice. 

B.  Services  and  supplies  (including  drugs  and  bio- 
logicals  which  cannot  be  self-administered)  incident 
to  physicians'  professional  services  and  of  kinds  com- 
monly furnished  by  a  physician  in  his  office  and  which 
are  commonly  rendered  without  charge  or  included  in 
his  bill.  The  services  include  hospital  services  (includ- 
ing drugs  and  biologicals  which  cannot  be  self- 
administered)  incident  to  physicians'  services  rendered 
to  outpatients. 

C.  Diagnostic  X-ray,  laboratory,  and  other  diagnostic 
tests. 

D.  X-ray,  radium,  and  radioactive  isotope  therapy 
(including  material  and  services  of  technicians) . 

E.  Surgical  dressings,  and  splints,  casts,  and  other 
devices  used  for  reduction  of  fractures  and  dislocations. 

F.  Rental  (for  use  in  the  patient's  residence,  includ- 
ing an  institution  used  as  his  home)  of  such  durable 
medical  equipment  as  iron  lungs,  oxygen  tents,  wheel- 
chairs, and  special  beds. 

G.  Ambulance  service,  where  the  use  of  other  trans- 
portation is  contraindicated  by  the  patient's  condition. 
(Transportation  service  from  place  of  residence  to  a 
facility  to  receive  home  health  services  on  an  outpatient 
basis  is  excluded.) 

H.  Prosthetic  devices  (other  than  dental)  replacing 
all  or  part  of  an  internal  body  organ,  including  replace- 
ment of  such  devices. 

I.  Leg,  arm,  back,  and  neck  braces,  and  artificial 
legs,  arms,  and  eyes,  including  replacements  if  required 
because  of  a  change  in  physical  condition. 

115.2  Basis  for  Payment. — Payment,  based  on 
reasonable  charges,  may  be  made  to  or  on  behalf  of 
individuals  covered  by  medical  insurance  for  services  of 
physicians  and  other  nonprovider  services  furnished 
under  the  plan.  In  determining  the  reasonableness  of 
charges  the  carrier  takes  into  consideration  the  cus- 
tomary charges  of  the  physician  (or  other  person  ren- 
dering the  service)  as  well  as  the  prevailing  charges  in 
the  locality  generally  made  for  similar  services.  A 
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charge  is  not  reasonable  if  it  is  higher  than  the  charge 
applicable  for  a  comparable  service  and  under  compar- 
able circumstances  to  the  intermediary's  own  policy- 
holders or  subscribers. 

Payment  for  services  rendered  by  or  under  arrange- 
ments made  by  a  home  health  agency  or  other  provider 
of  services  under  medical  insurance  is  based  on  the 
reasonable  cost  of  the  services  and  is  made  only  to  the 
provider  of  services.  This  is  the  same  basis  for  re- 
imbursement as  under  the  hospital  insurance  plan  and 
accords  with  the  provider's  undertaking  in  the  partici- 
pation agreement  to  accept  reasonable  cost  as  full  pay- 
ment for  services  rendered. 

115.3  Deductible  and  Coinsurance. — There  is  a 
deductible  consisting  of  the  first  $50  of  covered  in- 
curred expenses  in  a  calendar  year  (expenses  applied 
toward  the  deductible  in  the  last  3  months  of  a  year 
may  also  be  applied  toward  the  deductible  in  the  fol- 
lowing year) .  After  the  deductible  has  been  satisfied, 
payment  by  the  supplementary  medical  insurance  pro- 
gram will  be  made  for  80  percent  of  the  reasonable 
charge  or  cost. 

120.  ENTITLEMENT  TO  HOSPITAL 
INSURANCE 

A.  An  individual  is  automatically  entitled  to  hos- 
pital insurance  beginning  with  the  first  day  of  the 
month  he  attains  age  65  if  he  has  applied  for  and  been 
determined  to  be  entitled  to  monthly  social  security 
benefits  (although  he  may  not  actually  be  receiving 
benefit  payments,  e.g.,  he  has  not  retired) .  Automatic 
entitlement  also  extends  to  qualified  beneficiaries  under 
the  Railroad  Retirement  Act.  ( For  social  security  pur- 
poses, a  person  attains  age  65  on  the  day  before  his 
65th  birthday.)  Example:  If  birth  date  is  August  1, 
attainment  date  is  July  31,  and  health  insurance  en- 
titlement date  is  July  1. 

A  social  security  applicant  who  applies  for  monthly 
benefits  after  the  month  he  reaches  age  65  is  entitled 
to  retroactive  hospital  insurance  benefits  beginning  with 
the  first  month  in  which  he  had  attained  age  65  and  met 
all  the  requirements  for  monthly  benefits,  but  not  for 
more  than  12  months  before  the  month  in  which  he 
filed  his  application. 

Entitlement  to  hospital  insurance  benefits  ends  with 
the  month  the  individual  ceases  to  be  entitled  to  social 
security  monthly  benefits  or  ceases  to  be  a  qualified 
railroad  beneficiary  (for  example,  a  woman  whose 
wife's  benefits  are  terminated  by  divorce).  A  person 
who  ceases  to  be  a  social  security  or  railroad  retire- 
ment beneficiary  but  who  meets  the  requirements  of  the 
special  transitional  provision  described  below  may 
reinstate  his  hospital  insurance  by  filing  a  proper  ap- 
plication under  the  transitional  provision. 

Hospital  insurance  coverage  continues  for  the  month 
of  death,  although  no  monthly  cash  benefits  are  payable 
for  that  month. 


B.  A  special  transitional  provision  in  the  law  per- 
mits persons  65  years  of  age  and  over,  who  cannot 
qualify  for  monthly  social  security  or  railroad  retire- 
ment benefits,  to  obtain  hospital  insurance  upon  filing 
application.  Such  an  individual  must  be  a  resident  of 
the  United  States  and  either  a  citizen  or  an  alien  law- 
fully admitted  for  permanent  residence  who  has  resided 
in  the  United  States  continuously  for  5  years.  He  may 
not  be  an  active  or  retired  Federal  employee  (or  spouse 
of  one)  who  is  or  could  have  been  covered  by  the  Fed- 
eral Employees  Health  Benefit  Act  of  1959.  He  may 
not  be  a  member  of  a  communist  organization  nor  have 
been  convicted  of  a  crime  against  the  security  of  the 
United  States. 

For  coverage  under  the  transitional  provision,  a 
person  attaining  age  65  after  1967  must  have  three 
quarters  of  coverage  for  each  year  elapsing  between 
1965  and  the  year  in  which  he  attains  age  65. 

Hospital  insurance  under  the  transitional  provision 
can  also  be  retroactive  for  as  many  as  12  months  be- 
fore the  month  of  application,  provided  the  individ- 
ual meets  all  the  other  requirements  during  the  period 
of  retroactivity. 

122.  ENTITLEMENT  TO  SUPPLEMENTARY 
MEDICAL  INSURANCE 

A.  Enrollment.  To  obtain  supplementary  medical 
insurance  coverage  an  individual  must  voluntarily  en- 
roll in  the  plan  and  pay  the  required  premiums.  He 
is  eligible  to  enroll  if  he  is  entitled  to  hospital  insur- 
ance benefits  or  is  65  years  of  age  and  otherwise  meets 
the  requirements  for  hospital  insurance  coverage  under 
the  transitional  provision  of  the  law.  Active  or  re- 
tired Federal  employees  and  their  spouses  are  eligible 
to  enroll  whether  or  not  covered  under  the  Federal 
Employees  Health  Benefit  Act.  (For  social  security 
purposes  an  individual  attains  age  65  on  the  day  before 
his  65th  birthday.) 

By  agreement,  States  may  enroll  in  the  supplementary 
medical  insurance  plan  eligible  individuals  who  are 
receiving  money  payments  under  certain  public  assist- 
ance programs.  Such  persons  who  are  entitled  to 
monthly  social  security  or  railroad  retirement  benefits 
may  be  included  at  the  option  of  the  State. 

B.  Enrollment  Periods.  Enrollment  is  possible 
only  during  specified  enrollment  periods. 

1.  During  the  initial  general  enrollment  pe- 
riod an  opportunity  to  enroll  was  afforded  to  all  eligible 
persons  age  65  and  over  before  March  1,  1966.  This 
enrollment  period  ended  May  31,  1966.  (An  eligible 
individual  who  for  good  cause  failed  to  enroll  before 
June  1,  1966,  may  enroll  before  October  1,  1966.) 

2.  For  persons  first  eligible  on  or  after  March  1, 
1966,  the  initial  enrollment  period  is  7  months.  It 
begins  3  calendar  months  before  and  ends  3  calendar 
months  after  the  month  in  which  the  individual  first 
meets  all  enrollment  requirements. 
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3.  General  enrollment  periods  occur  October  1 
through  December  31  of  each  odd-numbered  year  be- 
ginning with  1967.  Those  who  failed  to  enroll  dur- 
ing their  initial  enrollment  periods  and  those  whose 
enrollment  has  terminated  may  enroll  in  these  periods. 

4.  States  which  desire  to  enroll  eligible  indi- 
viduals receiving  public  assistance  must  request 
coverage  before  January  1968,  and  enter  into  an  agree- 
ment with  the  Government. 

An  individual  who  fails  to  enroll  for  medical  insur- 
ance within  the  3-year  period  after  the  close  of  his 
initial  enrollment  period  may  not  enroll  thereafter. 

An  individual  whose  enrollment  has  terminated 
may  re-enroll  only  once — in  a  general  enrollment  period 
which  begins  within  3  years  after  the  termination  of  his 
prior  enrollment. 

Payment  may  be  made  for  covered  services  if  the 
individual  was  enrolled  at  the  time  the  services  were 
furnished,  even  though  at  the  time  the  request  for  pay- 
ment is  filed  with  the  intermediary  his  enrollment  had 
been  terminated. 

122.1  Premiums. — Initially,  the  premium  is  $3  per 
month.  The  law  permits  the  Secretary  of  Health, 
Education,  and  Welfare  to  adjust  the  premium  amount 
if  medical  costs  rise.  No  increase  in  the  premium  is 
permitted  before  1968,  and  increases  thereafter  can  be 
no  oftener  than  every  2  years.  To  take  into  account  the 
higher  cost  of  insuring  older  individuals,  premiums 
payable  by  a  person  who  enrolls  after  the  first  enroll- 
ment period  open  to  him,  or  who  re-enrolls  after  his 
initial  enrollment  was  terminated,  are  increased  by  10 
percent  for  each  year  he  could  have  been  but  was  not 
enrolled. 

A  grace  period  has  been  provided  for  payment  of 
premiums.  This  period  extends  for  2  calendar  months 
after  the  month  in  which  the  premium  is  due. 

Social  security  and  railroad  retirement  beneficiaries 
and  civil  service  annuitants  (except  those  enrolled  by 
the  State  as  public  assistance  recipients)  who  elect  to 
enroll  will  have  the  premiums  withheld  from  their 
monthly  checks.  The  State  pays  the  premiums  for  the 
public  assistance  recipients  it  enrolls. 

Other  enrollees  must  make  premium  payments  di- 
rectly to  the  Social  Security  Administration.  Enrollees 
who  make  direct  premium  payment  will  generally  be 
billed  quarterly.  However,  State  or  local  government 
organizations,  employers,  unions,  or  other  organiza- 
tions may  under  certain  conditions  pay  premiums  for 
their  members  as  a  group. 

122.2  Beginning  of  Coverage 

A.  Enrollment  during  the  initial  general  enrollment 
period — coverage  begins  July  1,  1966. 

B.  Enrollment  during  an  entitled  individual's  initial 
enrollment  period — coverage  begins: 


1.  First  day  of  the  month  in  which  the  individual 
becomes  age  65,  if  he  enrolls  before  the  month  that  he 

becomes  65. 

2.  First  day  of  the  month  following  the  month  that 
he  becomes  age  65,  if  he  enrolls  in  the  month  that  he 
becomes  65. 

3.  First  day  of  the  second  month  after  the  month 
of  enrollment,  if  he  enrolls  in  the  month  after  he  be- 
came age  65. 

4.  First  day  of  the  third  month  after  the  month  of 
enrollment,  if  he  enrolls  more  than  one  month  after 
the  month  in  which  he  became  age  65.  (However,  indi- 
viduals who  become  age  65  in  March  1966,  and  enroll  in 
May  1966,  will  have  coverage  effective  July  1,  1966) . 

C.  Enrollment  during  one  of  the  general  enrollment 
periods — coverage  begins  the  following  July  1. 

D.  Enrollment  by  a  State  of  its  welfare  recipients — 
coverage,  begins  on  the  latest  of  the  following  but  not 
later  than  January  1,  1968: 

1.  July  1, 1966; 

2.  First  day  of  the  third  month  after  the  month  of 
the  agreement  with  the  State ; 

3.  First  day  of  the  first  month  in  which  the  indi- 
vidual is  both  eligible  and  a  member  of  the  group. 

4.  The  date  specified  in  the  agreement. 

122.3     End  of  Coverage 

A.  An  individual  whose  medical  insurance  premiums 
are  being  deducted  may  notify  the  Social  Security  Ad- 
ministration in  writing  during  a  general  enrollment 
period  that  he  no  longer  wants  medical  insurance. 
His  coverage  period  will  be  terminated  with  the  close 
of  the  year  in  which  his  notice  is  submitted. 

B.  Enrollment  under  medical  insurance  is  terminated 
because  of  nonpayment  of  premiums.  Termination 
is  effective  with  the  end  of  the  grace  period  provided 
for  payment  of  premiums. 

C.  If  an  individual  is  enrolled  under  a  Federal-State 
agreement,  his  coverage  under  the  agreement  ends  on 
whichever  of  the  following  first  occurs: 

1.  The  end  of  the  month  in  which  he  becomes 
ineligible  (as  determined  by  the  State)  for  welfare 
money  payments;  or 

2.  The  end  of  the  month  before  the  first  month 
for  which  he  becomes  entitled  to  monthly  social  security 
or  railroad  retirement  benefits,  unless  the  State  exercises 
its  option  to  enroll  such  welfare  recipients;  or 

3.  The  month  in  which  the  agreement  terminates. 
If  an  individual's  coverage  under  a  Federal-State 

enrollment  agreement  is  terminated,  his  coverage  con- 
tinues without  interruption  if  he  is  a  social  security 
or  railroad  retirement  beneficiary  or  continues  pay- 
ment of  premiums. 

D.  An  individual  will  have  coverage  through  the 
month  in  which  he  dies. 
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130.  FEDERAL  GOVERNMENT  ADMINISTRA- 
TION OF  THE  HEALTH  INSURANCE 
PROGRAM 

The  Department  of  Health,  Education,  and  Wel- 
fare has  been  given  overall  responsibility  for  admin- 
istration of  the  hospital  insurance  and  voluntary  supple- 
mentary medical  insurance  programs.  Three  major 
agencies  of  the  Department — the  Social  Security  Ad- 
ministration, Public  Health  Service,  and  Welfare  Ad- 
ministration— are  involved. 

130.1  The  Social  Security  Administration  has 

the  responsibility  for  policy  formulation  and  the  gen- 
eral management  and  operational  aspects  of  the  pro- 
gram. Briefly,  these  include:  determination  of  the 
individual's  entitlement  to  benefits  and  the  nature  and 
duration  of  services  for  which  benefits  may  be  paid: 
establishment,  maintenance,  and  administration  of 
agreements  with  State  agencies,  providers  of  services 
and  intermediaries;  in  consultation  with  the  Public 
Health  Service  and  the  Welfare  Administration,  the 
formulation  of  major  policies  regarding  conditions  of 
participation  for  providers;  the  development  and 
maintenance  of  statistical  research  and  actuarial  pro- 
grams; and  the  general  financial  management  of  the 
program.  The  Administration  also  makes  determina- 
tions of  reasonable  costs  and  amounts  to  be  paid  to 
providers  who  have  elected  to  deal  directly  with  the 
Government. 

130.2  The  Public  Health  Service  has  the  princi- 
pal responsibility  for  the  professional  health  aspects 
of  the  program.  These  include:  professional  consul- 
tation and  recommendation  to  the  Social  Security  Ad- 
ministration in  development  of  health  and  safety,  and 
other  guidelines  for  determining  whether  providers  of 
services  meet  the  conditions  for  participation  under  the 
program;  consultation  and  advice  to  State  agencies 
concerning  the  application  of  standards  for  providers, 
and  in  the  coordination  of  program  activities  with  other 
health  services  and  activities  in  the  State;  and  activities 
necessary  in  studying  the  utilization  of  hospital  and 
other  medical  care  services  under  the  program. 

130.3.  The  Welfare  Administration  has  the  pri- 
mary role  in  hospital  and  medical  insurance  program 
planning,  coordination,  and  evaluation  in  matters  that 
affect  other  federally  aided  assistance  programs;  in 
assisting  State  agencies  to  achieve  a  coordinated  ap- 
proach with  other  medical  care  plans  under  the  Social 
Security  Act;  and  in  all  aspects  of  program  adminis- 
tration affecting  public  welfare  agencies. 

131.  ADVISORY  GROUPS 

The  law  provides  for  the  appointment  of  two  non- 
Governmental  advisory  groups  to  assist  the  Secretary. 

131.1  The  Health  Insurance  Benefits  Advisory 
Council,  consisting  of  persons  outstanding  in  hospital, 


medical,  and  other  health  activities,  and  at  least  one 
representative  of  the  general  public,  advises  the  Secre- 
tary on  general  policy  in  administering  the  program 
and  in  the  formulation  of  regulations.  The  Secretary 
must  consult  with  the  Council  in  determining  conditions 
of  participation  for  providers  of  services  in  addition  to 
the  requirements  specifically  enumerated  in  the  law. 

131.2     The  National  Medical  Review  Committee 

is  to  be  selected  from  people  who  are  representative  of 
professional  organizations  and  associations  in  the  field 
of  medicine  and  other  individuals  who  are  outstanding 
in  the  field  of  medicine  or  in  related  fields.  At  least  one 
member  will  represent  the  general  public  and  a  major- 
ity of  the  committee  are  physicians.  The  committee 
studies  the  utilization  of  hospital  and  other  medical 
services  under  the  program  and  makes  any  recom- 
mendations to  the  Secretary  and  to  Congress  that  it 
considers  appropriate. 

132.  STATE  AGENCIES 

The  States  are  accorded  important  administrative 
functions  to  the  extent  that  each  is  willing  and  able  to 
undertake  them  by  agreement  with  the  Secretary. 

A.  Certifications  are  made  by  State  agencies  to  the 
Department  of  Health,  Education,  and  Welfare  indi- 
cating whether  hospitals,  extended  care  facilities,  home 
health  agencies,  and  independent  laboratories  meet  and 
continue  to  meet  their  respective  conditions  of  partici- 
pation. This  function  is  intended  to  be  a  natural 
adjunct  to  ongoing  State  activities,  such  as  licensing 
of  health  facilities  and  other  standard  setting  activities. 

B.  Consultation  services  are  rendered  by  State 
agencies  if  their  agreements  provide  for  it.  Consulta- 
tion with  hospitals,  extended  care  facilities,  and  home 
health  agencies  that  need  and  request  assistance  to 
meet  the  conditions  of  participation  is  an  integral  part 
of  the  certification  process. 

C.  Coordination  by  the  State  relates  its  activities 
in  the  performance  of  its  functions  under  the  pro- 
gram to  the  various  other  programs  in  the  State  that 
have  to  do  with  payment  for  health  care,  quality  of 
care,  and  distribution  of  health  facilities.  Coordina- 
tion of  such  activities  is  designed  effectively  and  eco- 
nomically to  utilize  existing  State  facilities  and  trained 
personnel  and  to  prevent  duplication  of  effort. 

D.  State  Agency  as  a  Medical  Insurance  Inter- 
mediary.— Where  a  State  enters  into  an  agreement 
with  the  Government  to  pay  the  medical  insurance 
premium  on  behalf  of  its  aged  welfare  recipients,  as 
explained  in  122B  of  this  chapter,  the  agreement  may 
provide  for  a  designated  State  agency  to  serve  as  an 
intermediary  on  behalf  of  its  welfare  recipients. 

135.  HOSPITAL  FNSURANCE  INTERMEDI- 
ARffiS 

Under  the  hospital  insurance  plan,  groups  or  associ- 
ations of  providers,  on  behalf  of  their  members,  may 
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nominate  a  national,  State,  or  other  public  or  private 
agency,  or  organization  to  serve  as  intermediary  in 
the  claims  process.  A  member  of  an  association  is 
free,  however,  to  receive  payment  from  an  approved 
intermediary  other  than  its  association's  nominee,  if 
agreeable  to  the  Social  Security  Administration  and  to 
the  intermediary  selected.  A  provider  may  deal  di- 
rectly with  the  Social  Security  Administration. 

The  law  permits  the  Administration  to  enter  into  an 
agreement  with  a  nominated  organization  if  it  finds 
this  to  be  consistent  with  effective  and  efficient  ad- 
ministration of  the  hospital  insurance  program.  The 
intermediary  makes  payments  to  providers  for  covered 
items  and  services  on  the  basis  of  reasonable  cost  de- 
terminations and  assists  in  the  application  of  safe- 
guards against  unnecessary  utilization  of  covered 
services.  The  agreement  may  also  call  for  furnishing 
consultative  services  to  assist  providers  to  establish  and 
maintain  necessary  fiscal  records  and  otherwise  qualify 
as  providers  of  services;  serving  as  a  center  for  com- 
municating with  providers;  and  making  audits  of  pro- 
vider records. 

Generally  speaking,  the  Social  Security  Administra- 
tion will  utilize  the  services  of  the  hospital  insurance 
intermediary  in  making  payments  for  home  health  and 
other  provider  services  under  medical  insurance. 

137.  MEDICAL  INSURANCE  CARRIERS 

The  law  requires  the  Secretary  to  enter  into  contracts 
with  carriers  selected  to  serve  as  intermediaries  for 
the  performance  of  specified  administrative  functions 
under  the  medical  insurance  program.    The  prin- 


cipal function  of  this  intermediary  is  to  determine 
whether  physicians'  charges  are  reasonable  and  to  make 
payment.  Section  134D  of  this  chapter  explains  the 
conditions  under  which  a  State  agency  may  act  as  a 
supplementary  medical  insurance  intermediary. 

140.  FINANCING  HOSPITAL  INSURANCE 
PROGRAM 
The  hospital  insurance  program  is  financed 
through  separate  payroll  contributions  paid  by  em- 
ployees, employers,  and  self-employed  persons.  The 
proceeds  are  earmarked  for  the  Federal  Hospital  Insur- 
ance Trust  Fund  to  keep  them  separate  from  other  social 
security  contributions.  The  law  permits  their  use  only 
for  the  payment  of  hospital  insurance  benefits  and  ad- 
ministrative expenses.  The  cost  of  providing  hospital 
insurance  benefits  to  persons  who  are  not  social  secu- 
rity or  railroad  retirement  beneficiaries  is  met  by  ap- 
propriations to  the  Federal  Hospital  Insurance  Trust 
Fund  from  general  revenues. 

142.  FINANCING    SUPPLEMENTARY  MEDI- 
CAL INSURANCE  PROGRAM 
The  supplementary  medical  insurance  plan  is 

financed  by  the  monthly  premiums  of  those  who  enroll 
under  the  plan,  matched  by  an  equal  contribution  from 
general  revenues.  All  premiums  and  Government  con- 
tributions for  this  plan  are  placed  in  a  separate  fund 
known  as  the  Federal  Supplementary  Medical  Insur- 
ance Trust  Fund.  This  fund  is  devoted  exclusively  to 
the  payment  of  medical  insurance  benefits  and  admin- 
istrative expenses. 
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CHAPTER  II 


COVERAGE  OF  HOME  HEALTH  SERVICES 


200.  HOME  HEALTH  AGENCY 

A  home  health  agency  is  a  public  agency  or  private 
organization,  or  a  subdivision  of  such  an  agency  or 
organization,  which  meets  the  following  requirements: 

A.  It  is  primarily  engaged  in  providing  skilled  nurs- 
ing services  and  other  therapeutic  services,  such  as 
physical,  speech,  or  occupational  therapy,  medical  so- 
cial services,  and  home  health  aide  services.  A  public 
or  voluntary  nonprofit  health  agency  may  qualify  by — 

1.  furnishing  both  skilled  nursing  and  at  least  one 
other  therapeutic  service  directly  to  patients,  or 

2.  furnishing  directly  either  skilled  nursing  serv- 
ices or  at  least  one  other  therapeutic  service  and  having 
arrangements  with  another  public  or  voluntary  non- 
profit agency  to  furnish  the  services  which  it  does  not 
provide  directly. 

A  proprietary  agency  can  qualify  only  by  providing 
directly  both  skilled  nursing  services  and  at  least  one 
other  therapeutic  service. 

B.  It  has  policies  established  by  a  professional  group 
associated  with  the  agency  or  organization  (including 
at  least  one  physician  and  at  least  one  registered  pro- 
fessional nurse)  to  govern  the  services,  and  provides 
for  supervision  of  such  services  by  a  physician  or  a 
registered  professional  nurse. 

C.  It  maintains  clinical  records  on  all  patients. 

D.  It  is  licensed  in  accordance  with  State  or  local 
law  or  is  approved  by  the  State  or  local  licensing  agency 
as  meeting  the  licensing  standards  (where  State  or  local 
law  provides  for  the  licensing  of  such  agencies  or 
organizations) . 

E.  It  meets  other  conditions  found  by  the  Secretary 
of  Health,  Education,  and  Welfare  to  be  necessary  for 
health  and  safety. 

A  private  organization  which  is  not  exempt  from 
Federal  income  taxation  under  section  501  of  the  Inter- 
nal Revenue  Code  of  1954  (sometimes  referred  to  as  a 
"proprietary"  organization)  must  be  licensed  pursuant 
to  State  law.  If  the  State  has  no  licensing  law  for  such 
organizations,  a  proprietary  agency  cannot  participate 
in  the  health  insurance  program. 

For  services  under  hospital  insurance,  the  term 
"home  health  agency"  does  not  include  any  agency  or 
organization  which  is  primarily  for  the  care  and  treat- 
ment of  mental  disease.  There  is  no  such  restriction 
under  supplementary  medical  insurance. 


200.1  Subdivision  of  Agencies. — When  the  sub- 
division of  an  agency,  such  as  the  home  care  depart- 
ment of  a  hospital  or  the  nursing  division  of  a  health 
department,  wishes  to  participate  as  a  home  health 
agency,  the  subdivision  must  meet  the  conditions  of  par- 
ticipation and  must  maintain  records  in  such  a  way  that 
subdivision  activities  and  expenditures  attributable  to 
services  provided  under  the  health  insurance  program 
are  identifiable. 

200.2  Arrangements  by  Home  Health 
Agencies 

A.  Arrangements  made  by  a  home  health  agency 
with  others  to  furnish  items  or  services  must  be  such 
that  receipt  of  payment  by  the  home  health  agency  for 
the  services  (whether  in  its  own  right  or  as  agent)  dis- 
charges the  liability  of  the  beneficiary  or  any  other 
person  to  pay  for  the  services. 

Whether  the  services  and  items  are  furnished  by  the 
home  health  agency  itself  or  by  another  agency  under 
arrangements  made  by  the  home  health  agency,  both 
must  agree  not  to  charge  the  patient  for  covered  services 
and  items  and  must  also  agree  to  return  money  in- 
correctly collected. 

There  are  3  situations  in  which  a  home  health  agency 
may  have  arrangements  with  another  health  organiza- 
tion or  person  to  provide  home  health  services  to 
patients: 

1.  Where  an  agency  or  organization,  in  order  to 
be  approved  to  participate  in  the  program,  makes  ar- 
rangements with  another  agency  or  organization  to 
provide  the  nursing  or  other  therapeutic  services  which 
it  cannot  provide  directly. 

2.  Where  an  agency  or  organization,  which  is 
already  approved  for  participation,  makes  arrange- 
ments with  others  to  provide  services  it  does  not  provide. 

3.  Where  an  agency  or  organization,  which  is 
already  approved  for  participation,  makes  arrange- 
ments with  a  hospital,  extended  care  facility,  or  re- 
habilitation center  for  services  on  an  outpatient  basis 
because  the  services  involve  the  use  of  equipment  which 
cannot  be  made  available  to  the  patient  in  his  place  of 
residence. 

B.  If  an  agency's  subdivision  (acting  in  its  capac- 
ity as  a  home  health  agency)  makes  an  arrangement 
with  its  parent  agency  for  the  provision  of  these  items 
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and/or  services  there  need  not  be  a  contract  or  formal 
agreement.  If,  However,  the  arrangement  is  made  be- 
tween the  home  health  agency  and  another  provider 
participating  in  the  health  insurance  program  (hospital, 
extended  care  facility,  or  home  health  agency),  there 
must  be  a  written  statement  regarding  the  services  to  be 
provided  and  the  financial  arrangements. 

C.  If  the  arrangements  are  with  an  agency  or 
organization  which  is  not  a  qualified  provider  of 
services,  there  must  be  a  written  contract  which  in- 
cludes all  of  the  following: 

1.  A  description  of  the  services  to  be  provided. 

2.  The  duration  of  the  agreement  and  how  fre- 
quently it  is  to  be  reviewed. 

3.  A  description  of  how  personnel  will  be  super- 
vised. 

4.  A  statement  that  the  contracting  organization 
will  provide  its  services  in  accordance  with  the  plan  of 
treatment  established  by  the  patient's  physician  in  con- 
junction with  the  home  health  agency's  staff. 

5.  A  description  of  the  contracting  organization's 
standards  for  personnel,  including  qualifications,  func- 
tions, supervision,  and  inservice  training. 

6.  A  description  of  the  method  of  determining 
reasonable  costs  and  reimbursements  by  the  home 
health  agency  for  the  specific  services  to  be  provided 
by  the  contracting  organization. 

7.  An  assurance  that  the  contracting  organization 
will  comply  with  Title  VI  of  the  Civil  Rights  Act. 

200.3  Rehabilitation  Centers. — When  the  serv- 
ices are  of  such  a  nature  that  they  cannot  be  adminis- 
tered at  the  patient's  residence  and  are  administered  at 
a  rehabilitation  center  which  is  not  participating  in  the 
program  as  a  hospital,  extended  care  facility,  or  home 
health  agency,  the  rehabilitation  center  must  meet  cer- 
tain standards.  The  physical  plant  and  equipment  of 
such  a  rehabilitation  center  must  meet  all  applicable 
State  and  local  legal  requirements  for  construction, 
safety,  health,  and  design,  including  safety,  sanitation 
and  fire  regulations,  building  codes,  and  ordinances. 

205.  COVERED  HOME  HEALTH  SERVICES 

A  patient  may  be  eligible  for  home  health  service 
under  both  hospital  insurance  and  supplementary  medi- 
cal insurance.  All  services  furnished  by  a  home  health 
agency,  whether  provided  directly  by  the  home  health 
agency  or  under  arrangements  with  others,  must  be 
furnished  by  qualified  personnel.  The  following  items 
and  services  when  provided  by  the  home  health  agency, 
or  by  others  under  arrangements  with  the  home  health 
agency,  are  covered  under  both  programs. 

205.1     Part-Time     or     Intermittent  Nursing 

Care. — Nursing  care  is  professional  nursing  service 
provided  by  a  registered  professional  nurse  preferably 
a  qualified  public  health  nurse,  in  accordance  with  a 


physician's  orders,  or  the  practical  nursing  service  pro- 
vided by  a  licensed  practical  or  licensed  vocational 
nurse  working  under  the  supervision  of  a  registered 
professional  nurse.  (See  conditions  of  participation 
for  home  health  agencies  for  qualifications  required  for 
nurses.) 

Part-time  or  intermittent  care  is  usually  service  for  a 
few  hours  a  day  several  times  a  week.  Occasionally, 
service  for  a  full  day  may  be  provided  for  a  short  period 
when,  because  of  unusual  circumstances,  neither  the 
alternative  of  part-time  care  nor  hospitalization  is 
feasible. 

205.2  Physical,  Occupational,  and  Speech 
Therapy  , 

A.  Physical  Therapy 

Physical  therapy  is  service  provided  in  accordance 
with  a  physician's  orders  by  or  under  the  supervision 
of  a  qualified  physical  therapist. 

A  qualified  physical  therapist  is  licensed  or  regis- 
tered by  the  State  when  licensure  laws  are  applicable, 
and  meets  the  following  criteria: 

1.  Graduation  from  a  physical  therapy  curriculum 
approved  by  the  American  Physical  Therapy  Associa- 
tion from  1928  to  1936,  or  by  the  Council  on  Medical 
Education  and  Hospitals  of  the  American  Medical  Asso- 
ciation from  1936  to  1960,  or  by  the  Council  on  Medical 
Education  of  the  American  Medical  Association  in 
collaboration  with  the  American  Physical  Therapy  As- 
sociation since  1960;  or 

2.  Membership  in  the  American  Physical  Therapy 
Association  or  registration  by  the  American  Registry 
of  Physical  Therapists;  or 

3.  If  the  physical  therapist  was  trained  outside 
the  United  States : 

a.  Graduation  since  1928  from  a  physical  therapy 
curriculum  approved  in  the  country  in  which  the  curri- 
culum was  located,  and  the  curriculum  must  have  been 
in  a  country  in  which  there  is  a  member  organization 
of  the  World  Confederation  for  Physical  Therapy;  and 

b.  Membership  in  a  member  organization  of  the 
World  Confederation  for  Physical  Therapy;  and 

c.  Completion  of  1  year's  experience  under  the 
supervision  of  an  active  member  of  the  American 
Physical  Therapy  Association ;  and 

d.  Successful  completion  of  a  qualifying  examina- 
tion as  prescribed  by  the  American  Physical  Therapy 
Association. 

An  individual  who  graduated  from  any  school  before 
its  physical  therapy  curriculum  was  approved  by  the 
appropriate  organization  mentioned  in  1.  above  is  not 
a  qualified  physical  therapist  unless,  of  course,  he  is  a 
member  of  the  American  Physical  Therapy  Association 
or  is  registered  by  the  American  Registry  of  Physical 
Therapists. 
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B.  Speech  Therapy 

Speech  therapy,  that  is  service  in  speech  pathology 
or  audiology,  is  service  provided  in  accordance  with  a 
physician's  orders  and  furnished  by  or  under  the  super- 
vision of  a  qualified  speech  therapist. 

A  qualified  speech  therapist  is  one  certified  by  the 
American  Speech  and  Hearing  Association,  or  who  has 
completed  the  academic  requirements  and  is  in  the 
process  of  accumulating  the  necessary  supervised  work 
experience  required  for  such  certification.  (The  term 
"speech  therapist"  includes  a  speech  pathologist.) 

C.  Occupational  Therapy 

Occupational  therapy  is  service  given  in  accordance 
with  a  physician's  orders  and  by  or  under  the  super- 
vision of  a  qualified  occupational  therapist. 

A  qualified  occupational  therapist  is  one  registered 
by  the  American  Occupational  Therapy  Association  or 
is  a  graduate  of  a  program  in  such  therapy  approved  by 
the  Council  on  Medical  Education  of  the  American 
Medical  Association  in  collaboration  with  the  American 
Occupational  Therapy  Association,  and  is  engaged  in 
the  required  supervised  clinical  experience  period  pre- 
requisite to  the  registration  by  the  American  Occupa- 
tional Therapy  Association. 

An  occupational  therapy  assistant  is  one  who  works 
under  the  supervision  of  a  qualified  occupational 
therapist  and  has  successfully  completed  a  training 
course  approved  by  the  American  Occupational 
Therapy  Association,  and  is  certified  by  that  body  as 
a  certified  occupational  therapy  assistant. 

205.3  Medical  Social  Services. — These  services 
must  be  under  the  direction  of  a  physician  and  must 
be  given  by  or  under  the  supervision  of  a  qualified 
medical  or  psychiatric  social  worker. 

A  qualified  medical  or  psychiatric  social  worker 
is  a  graduate  of  a  school  of  social  work  accredited  by 
the  Council  on  Social  Work  Education,  and  has  had 
social  work  experience  in  a  hospital,  outpatient  clinic, 
medical  rehabilitation,  or  medical  care  program. 

A  social  work  assistant  is  one  who  works  under  the 
supervision  of  a  qualified  medical  or  psychiatric  social 
worker,  and  has  a  baccalaureate  degree,  and  has  re- 
ceived or  is  receiving  on-the-job  training  in  medical 
social  service  tasks  and  assignments  from  the  agency. 

205.4  Part-Time  or  Intermittent  Services  of  a 
Home  Health  Aide. — The  services  of  a  home  health 
aide  are  directed  toward  the  personal  care  of  a  patient 
and  are  given  in  accordance  with  physician's  orders 
and  under  the  supervision  of  a  registered  professional 
nurse,  or,  if  appropriate,  a  physical,  speech,  or  occupa- 
tional therapist.  The  assignment  of  a  home  health 
aide  to  a  particular  case  must  be  made  in  accordance 
with  a  plan  of  treatment.  The  specific  personal  care 
services  to  be  provided  by  the  home  health  aide  must 


be  determined  by  a  registered  professional  nurse,  and 
not  by  the  home  health  aide. 

The  duties  performed  are  essentially  personal  health 
care  for  the  patient,  i.e.,  helping  the  patient  to  bathe, 
get  in  and  out  of  bed  and  exercise,  retraining  the  patient 
in  the  necessary  household  skills,  assisting  him  with 
medications  that  ordinarily  are  self-administered  and 
which  have  been  specifically  ordered  by  a  physician, 
and  performing  incidental  household  services  which  are 
essential  to  the  patient's  health  care  at  home  and  neces- 
sary to  prevent  or  postpone  institutionalization.  The 
discussion  of  "part-time  or  intermittent"  services  in 
§  205.1  above  is  also  applicable  to  home  health  aides. 

205.5  Medical  Supplies  (Except  for  Drugs  and 
Biologicals)  and  the  Use  of  Medical  Appli- 
ances.— Medical  supplies  are  items  which  are  essential 
to  enable  the  home  health  agency  to  carry  out  effectively 
in  the  home  the  kinds  of  care  which  the  physician  has 
ordered.  Medical  supplies  include  (but  are  not  limited 
to)  gauze,  cotton,  adhesive  bandage,  surgical  dressings, 
catheters,  surgical  gloves,  rubbing  alcohol,  irrigating 
solutions,  intravenous  fluids,  and  oxygen. 

Medical  appliances  are  items  owned  or  rented  by 
the  home  health  agency  and  loaned  to  the  patient  to 
facilitate  his  treatment  and  rehabilitation.  They  in- 
clude, but  are  not  limited  to,  such  items  as  bedpans, 
wheelchairs,  crutches,  hospital  beds,  trapeze  bars,  oxy- 
gen tents,  intermittent  positive  pressure  machines,  and 
air  pressure  mattresses. 

Drugs  and  biologicals  are  excluded  from  coverage 
as  items  or  services  administered  by  home  health  agen- 
cies, under  either  hospital  insurance  or  medical  insur- 
ance. They  may,  in  certain  cases,  be  covered  under 
medical  insurance,  when  administered  by  a  physician  as 
a  part  of  his  professional  services  and  are  not  capable  of 
being  self-administered. 

205.6  Services  Of  Interns  and  Residents-In- 
Training. — These  are  medical  services  of  interns  and 
residents-in-training  under  an  approved  hospital  teach- 
ing program  (if  the  agency  has  an  affiliation  with  or  is 
under  common  control  of  a  hospital  providing  such 
medical  services) .  "Approved"  means  approved  by 
the  Council  on  Medical  Education  of  the  American 
Medical  Association,  or  in  the  case  of  an  osteopathic 
hospital,  the  Committee  on  Hospitals  of  the  Bureau 
of  Professional  Education  of  the  American  Osteopathic 
Association,  and,  in  the  case  of  an  intern  or  resident- 
in-training  in  the  field  of  dentistry,  approved  by  the 
Council  on  Dental  Education  of  the  American  Dental 
Association. 

205.7  Outpatient  Services. — Outpatient  services 
include  any  of  the  items  or  services  described  above 
which  are  provided  under  arrangements  on  an  out- 
patient basis  at  a  hospital,  extended  care  facility,  re- 
habilitation center,  or  outpatient  department  affiliated 
with  a  medical  school,  and  (1)  which  require  equip- 
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ment  not  readily  available  at  the  patient's  place  of  resi- 
dence or  (2)  which  are  furnished  while  he  is  at  the 
facility  to  receive  the  services  described  in  (1).  The 
hospital,  extended  care  facility,  or  outpatient  depart- 
ment affiliated  with  a  medical  school  must  all  be  quali- 
fied providers  of  services.  However,  there  are  special 
provisions  for  the  use  of  the  facilities  of  rehabilitation 
centers  (see  §  200.3).  The  cost  of  transporting  an 
individual  to  a  facility  cannot  be  reimbursed. 

208.  CONDITIONS  FOR  COVERAGE  FOR 
HOME  HEALTH  SERVICES  UNDER 
BOTH  HOSPITAL  AND  MEDICAL  IN- 

SURANCE 

208.1  Patient  Must  Be  Under  Care  Of  A  Physi- 
cian.— Items  and  services  must  be  furnished  to  an  indi- 
vidual who  is  under  the  care  of  a  physician.  This 
physician  may  be  the  patient's  private  physician;  or,  a 
physician  on  the  staff  of  the  home  health  agency;  or 
a  physician  working  under  an  arrangement  with  the 
institution  which  is  the  patient's  residence;  or  if  the 
agency  is  hospital-based,  a  physician  on  the  hospital  or 
agency  staff.  The  attending  physician  establishes  the 
plan  of  treatment  and  also  certifies  to  the  necessity  for 
home  health  services. 

208.2  Services  Must  Be  Furnished  By 
Agency. — Items  and  services  must  be  furnished  by  a 
participating  home  health  agency  or  by  others  under 
arrangements  made  by  the  agency.  (See  §  200.2  for 
definition  of  "under  arrangements.") 

208.3  Services  Must  Be  Furnished  Under  A 
Plan. — Items  and  services  must  be  furnished  under  a 
plan  established  and  periodically  reviewed  by  a  physi- 
cian and  which  relates  the  items  and  services  to  the 
patient's  condition.  A  plan  is  "established"  when  it  is 
reduced  to  writing  by  the  physician  and  is  made  avail- 
able to  the  home  health  agency  which  has  accepted 
the  patient  as  a  client.  The  plan  must  specify  the  types 
of  services  required  and  should,  as  far  as  possible,  pro- 
vide a  long-range  forecast  of  likely  changes  in  the 
patient's  condition.  It  should  include  diagnosis,  when 
and  what  nursing  services  are  needed,  drugs  and  medi- 
cations to  be  used,  diet,  activity  permitted,  rehabilita- 
tion, therapy  needed,  medical  social  services  needed, 
home  health  aide  services  needed,  and  supplies  and 
appliances  needed. 

The  plan  must  be  signed  by  the  attending  physician 
and  incorporated  into  the  agency's  permanent  record 
for  the  patient.  Any  changes  must  be  made  in  writing 
and  signed  by  the  physician  or  by  a  registered  pro- 
fessional nurse  on  the  staff  of  the  agency  pursuant  to 
the  physician's  oral  orders.  All  changes  in  orders  for 
dangerous  drugs  and  narcotics  must  be  signed  by  the 
physician. 

The  plan  must  be  reviewed  by  the  attending  physi- 
cian, in  consultation  with  agency  professional  person- 
nel, at  such  intervals  as  the  severity  of  the  patient's 


illness  requires  but  at  least  every  2  months.  Each  re- 
view of  a  patient's  plan  should  contain  the  initials  of 
the  physician  and  show  the  date  performed.  The 
agency's  record  need  not  be  forwarded  to  the  inter- 
mediary for  review  but  will  be  retained  in  the  agency's 
file. 

When  an  individual  has  coverage  under  both  Part 
A  and  Part  B,  home  health  plans  under  both  parts 
should  not  operate  concurrently.  For  example,  a  plan 
of  treatment  is  established  after  hospitalization  for  a 
condition  for  which  the  patient  was  hospitalized,  and 
the  patient  later  requires  home  health  services  for  a 
condition  unrelated  to  the  previous  hospitalization  but 
while  the  original  plan  of  treatment  is  still  in  effect. 
The  original  plan  of  treatment  should  be  modified  to 
take  into  account  the  required  home  health  services  for 
the  condition  not  related  to  previous  hospitalization. 
Otherwise,  there  would  be  administrative  difficulties 
in  counting  home  health  visits,  particularly  if  two  home 
health  agencies  become  involved.  Of  course,  if  the 
patient  does  not  have  Part  B  coverage,  the  original  plan 
of  treatment  cannot  be  modified  to  provide  home  health 
services  not  related  to  prior  hospitalization. 

When  benefits  under  hospital  insurance  have  been 
exhausted  and  a  change  to  benefits  under  medical  in- 
surance is  made,  it  is  not  necessary  for  the  physician  to 
change  the  plan  of  treatment. 

208.4  Services  Furnished  On  a  Visiting 
Basis. — Items  and  services  must  be  furnished  on  a  visit- 
ing basis  in  the  place  of  residence  used  as  the  indi- 
vidual's home.  There  must  be  a  medical  judgment  that 
the  patient  must  be  confined  for  health  reasons,  and 
requires  home  health  services  on  a  part-time  or  inter- 
mittent visiting  basis,  even  though  the  patient  may  be 
ambulatory  to  some  extent  and  may  on  occasion  be  able 
to  leave  his  place  of  residence  with  or  without  aid. 

If  the  services  cannot  be  provided  at  the  patient's 
residence,  because  they  require  equipment  which  can- 
not be  made  available  in  the  patient's  home,  they  may 
be  provided  elsewhere  (see  §  200.2A3  and  §  205.7). 

210.  SPECIAL  CONDITIONS  FOR  COVERAGE 
OF  HOME  HEALTH  SERVICES  UNDER 
HOSPITAL  INSURANCE 

In  addition  to  the  conditions  listed  in  §  208,  the 
following  conditions  must  be  met  for  coverage  under 
hospital  insurance. 

210.1  Time  Limitation  for  Establishment  of 
Plan. — The  plan  for  home  health  services  must  be 
established  within  14  days  after  discharge  from  a  hos- 
pital of  which  the  beneficiary  was  an  inpatient  for  at 
least  3  consecutive  ea4e«aa-rJdays  fa-stay  -loi-a  part  e$ 
a  day-is;  eonsider^d-4<gJae-a=4alU^y  tor-thio  purpooe)-, 
or,  from  a  covered  stay  in  a  participating  extended  care 
facility  (see  §  112.2  for  definition  of  extended  care 
facility) . 
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The  discharge  from  the  hospital  which  is  required 
to  qualify  home  health  services  for  payment  under 
hospital  insurance  must  occur  after  June  30,  1966,  and 
in  a  month  in  which  the  patient  has  attained  age  65. 
Since  the  extended  care  facility  discharge  must  be  from 
a  covered  stay,  it  must  occur  after  December  31,  1966. 

There  must  be  an  actual  discharge  from  a  hospital  or 
extended  care  facility.  If,  for  example,  a  patient  is 
discharged  from  an  approved  extended  care  facility 
to  another  section  of  the  facility  which  he  uses  as  his 
home,  he  may,  if  otherwise  eligible,  receive  home  health 
services.  If,  however,  a  nursing  home  approved  as  an 
extended  care  facility  has  no  separate  wing  or  building 
for  use  as  a  place  of  residence  after  discharge,  the  indi- 
vidual will  be  considered  as  still  an  inpatient  of  the  ex- 
tended care  facility  and  consequently  cannot  receive 
home  health  services. 

210.2  Related  Illness  or  Impairment. — In  order 
for  home  health  services  to  be  covered  under  hospital 
insurance,  a  doctor  must  certify  that  the  patient  needs 
intermittent  nursing  care  or  physical  or  speech  therapy 
for  any  condition  for  which  he  was  receiving  inpatient 
hospital  or  extended  care  services. 

210.3  Transfer  of  Patient. — If  it  becomes  neces- 
sary for  the  patient  to  transfer  to  a  different  physician 
or  home  health  agency  (in  a  different  locality)  after 
the  timely  establishment  of  a  physician's  plan  require- 
ment was  met,  the  original  plan  may  be  continued  in 
the  new  locality  if: 

A.  There  is  a  referral  by  the  patient's  physician 
in  the  old  locality  of  both  the  patient  and  the  plan  to  a 
physician  in  the  new  locality. 

B.  The  patient's  physician  in  the  new  locality  accepts 
the  original  plan  of  treatment  and  assumes  the  respons- 
ibility of  conducting  the  required  periodic  reviews  of 
the  plan.  The  plan  could  be  modified  from  time  to 
time  as  determined  necessary  by  the  patient's  physician 
in  the  new  locality. 

C.  A  participating  home  health  agency  in  the  new 
locality  accepts  the  patient. 

D.  The  number  of  posthospital  home  health  visits 
already  used  in  the  old  locality  in  the  (applicable)  year 
would  be  taken  into  account  in  determining  when  the 
limit  of  100  visits  under  the  hospital  plan  is  reached. 

Example:  A  health  insurance  beneficiary  has  re- 
ceived 40  home  health  visits  under  Part  A  when  it  is 
decided  that  his  overall  recovery  would  be  hastened  if 
he  moved  to  a  relative's  home  in  a  city  100  miles  away. 
However,  the  physician  who  established  and  is  review- 
ing his  home  health  plan  recommends  that  the  physical 
therapy  treatments  he  has  been  receiving  be  continued. 
A  physician  in  the  distant  city  concurs  and  agrees  to 
take  responsibility  for  continuance  of  the  plan.  When 
the  patient  moves,  the  plan  is  submitted  to  a  home 
health  agency  in  that  city  and  services  continue  as  be- 
fore.  The  patient  is  entitled  to  the  remaining  60  home 


health  visits  in  the  applicable  year  under  Part  A  at  his 
new  residence. 

212.  SPECIAL  CONDITIONS  FOR  COVERAGE 
OF  HOME  HEALTH  SERVICES  UNDER 
SUPPLEMENTARY  MEDICAL  INSUR- 
ANCE 

212.1  Non-Eligibility  under  Hospital  Insur- 
ance.— For  home  health  services  to  be  covered  under 
supplementary  medical  insurance,  the  patient  must  be 
currently  enrolled  in  the  medical  insurance  plan  and 
where  the  home  health  services  to  be  provided  are 
covered  under  hospital  insurance,  not  be  eligible  to 
receive  such  services  under  hospital  insurance.  Where 
a  patient  is  eligible  for  home  health  services  which  are 
covered  under  both  programs,  the  services  are  charge- 
able under  hospital  insurance.  When  the  benefits  pay- 
able under  hospital  insurance  are  exhausted,  he  may 
then  utilize  the  benefits  available  under  the  supple- 
mentary medical  insurance  program.  A  plan  covering 
services  under  the  medical  insurance  program  must  be 
established  by  the  physician,  but  it  may  be  established 
at  any  time. 

Prior  inpatient  care  in  a  hospital  or  extended  care 
facility  is  not  required  for  coverage  of  home  health 
services  under  the  supplementary  medical  insurance 
plan. 

212.2  Change  to  Medical  Insurance  Home 
Health  Services  on  Change  of  Residence. — A 

patient  who  changes  residence  before  exhausting  his 
100  home  health  visits  under  hospital  insurance  can 
receive  further  home  health  services  only  under  the 
medical  insurance  program  if  there  is  no  further  eligi- 
bility for  home  health  services  under  the  hospital  in- 
surance plan.  This  might  occur,  for  example,  in  the 
following  situations: 

A.  The  physician  in  the  old  locality  does  not  refer 
the  patient  to  a  physician  in  the  new  locality  or  termi- 
nates the  posthospital  home  health  plan,  or 

B.  There  is  no  physician  in  the  new  locality  who 
agrees  to  accept  both  the  patient  and  the  plan,  e.g., 
the  new  physician  wants  to  establish  an  entirely  new 
plan. 

For  coverage  under  medical  insurance  in  these  cir- 
cumstances, the  new  physician  must  establish  a  new 
plan. 

See  §  210.3  for  conditions  under  which  home  health 
services  under  hospital  insurance  may  continue  in  the 
new  locality. 

215.  DURATION  OF  HOME  HEALTH 
SERVICES 

Under  hospital  insurance  the  patient  is  entitled 
to  up  to  100  visits  in  the  1-year  period  following  the 
most  recent  discharge  from  a  3-day  hospital  stay  or, 
if  later,  in  the  1-year  period  after  a  discharge  from  a 
covered  stay  in  an  extended  care  facility.    It  is  impor- 
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tant  to  note  that  under  hospital  insurance,  coverage 
extends  to  only  that  number  of  visits  (100  or  less)  as 
are  furnished  after  the  beginning  of  one  spell  of  illness 
and  before  the  beginning  of  the  next.  Both  the  "stay" 
and  "timely  establishment  of  plan"  requirements  must 
be  met  in  the  new  spell  of  illness  to  provide  coverage 
for  a  new  series  of  home  health  visits. 

If  an  individual  is  released  from  a  hospital  and  has 
a  timely  home  health  plan  established,  his  subsequent 
return  in  the  same  spell  of  illness  to  a  hospital  for  a 
period  of  3  or  more  days  or  to  a  covered  stay  in  a 
participating  extended  care  facility,  extends  the  1-year 
period  for  his  visits,  dated  from  the  most  recent  dis- 
charge. The  total  number  of  visits  available  before 
the  next  spell  of  illness  begins  remains  unchanged. 

The  end  of  the  year  for  hospital  insurance  purposes  is 
determined  as  follows : 

Count  365  days  (366  when  February  29  is  included) 
beginning  with  the  later  of  the  following: 

a.  The  date  of  discharge  after  June  30,  1966,  from 
a  3-day  stay  in  any  hospital,  or 

b.  The  date  of  discharge  after  December  31,  1966, 
from  an  extended  care  facility  stay  for  which  post- 
hospital  extended  care  benefits  were  payable  on  the 
patient's  behalf. 

Under  supplementary  medical  insurance  a  pa- 
tient is  entitled  to  100  visits  in  a  calendar  year.  En- 
titlement to  visits  under  supplementary  medical  insur- 
ance is  related  to  the  calendar  year  and  is  unaffected 
by  the  patient's  spell (s)  of  illness.  If  entitled  to  serv- 
ices under  both  hospital  insurance  and  supplementary 
medical  insurance,  the  visits  must  first  be  charged 
against  the  hospital  insurance. 

The  end  of  the  year  under  medical  insurance  is  De- 
cember 31. 

Example  1.  Jones  is  hospitalized  on  February  10 
and  discharged  on  March  15,  1967;  he  has  no  other 
hospital  or  extended  care  facility  stay  in  1967,  or  1968. 
He  has  100  home  health  visits  beginning  the  latter  part 
of  March  and  ending  on  February  20,  1968.  All  100 
visits  are  paid  for  under  hospital  insurance  since  the 
1-year  period  runs  from  March  15,  1967,  the  date  of  the 
hospital  discharge,  to  March  14,  1968.  Although 
Jones'  spell  of  illness  ended  on  May  14,  1967,  60  days 
after  the  hospital  discharge,  home  health  eligibility  was 
unaffected  since  a  new  spell  of  illness  did  not  begin 
subsequently. 

Example  2.  Robinson  was  an  inpatient  in  a  hos- 
pital four  times  during  the  same  spell  of  illness,  i.e., 
there  was  no  period  of  60  consecutive  days  during 
which  he  was  not  hospitalized.  He  was  discharged 
from  the  hospital,  which  meets  the  requirements  to 
qualify  subsequent  home  health  services  for  payment 
under  hospital  insurance,  on  March  15,  1967,  May  14, 
1967,  July  13,  1967,  and  September  12,  1967.  Each 
hospital  stay  was  for  at  least  3  consecutive  days  except 


the  last  one.  He  had  home  health  visits  beginning  with 
May  23,  1967,  based  on  a  plan  established  after  his 
hospital  discharge  of  May  14.  The  1-year  period  for 
home  health  services  under  hospital  insurance  be- 
gan May  14,  1967,  the  date  of  his  most  recent  discharge 
(in  relation  to  the  first  home  health  visit  in  the  spell 
of  illness)  from  a  hospital  after  a  stay  of  3  days;  it  can 
end  no  later  than  July  13,  1968,  1  year  after  the  latest 
discharge  from  a  hospital  stay  of  at  least  3  consecutive 
days.  Thus,  in  some  situations,  the  "1-year  period" 
during  which  an  individual  may  have  up  to  100  home 
health  visits  may  in  fact  exceed  a  year  overall. 

Example  3.  Smith  is  hospitalized  on  February  10 
and  discharged  on  March  15.  He  reenters  the  hos- 
pital on  July  4.  He  had  30  home  health  visits  between 
March  15  and  July  4.  Since  he  had  been  out  of  the 
hospital  for  more  than  60  days  after  his  discharge  on 
March  15,  a  new  spell  of  illness  began  on  July  4,  when 
he  reentered  the  hospital.  Therefore,  he  is  not  entitled 
to  any  additional  home  health  visits  under  hospital 
insurance  based  on  his  February-March  hospital  stay. 
However,  an  additional  100  home  health  visits  under 
hospital  insurance  may  begin  based  on  his  hospitaliza- 
tion beginning  July  4,  if  he  is  confined  for  at  least  3 
days.  If  it  is  for  less  than  3  days,  he  will  not  qualify 
for  home  health  visits  under  hospital  insurance  in  the 
new  spell  of  illness.  However,  if  he  is  enrolled  in  the 
supplementary  medical  insurance  program  he  is  en- 
titled to  an  additional  100  visits  under  Part  B  through 
December  31,  subject  to  the  deductible  provisions. 

Example  4.  Brown  is  discharged  from  a  hospital 
on  February  15,  1967,  after  a  3-day  stay.  He  begins 
receiving  home  health  visits  on  February  18,  1967. 
He  has  until  February  14,  1968,  to  use  his  100  visits 
under  hospital  insurance.  In  July,  however,  he 
receives  his  100th  visit,  exhausting  the  number  of  visits 
to  which  he  is  entitled  under  hospital  insurance. 
Coverage  of  his  home  health  visits  may  continue  un- 
broken, if  he  is  enrolled  under  supplementary  medical 
insurance.  In  that  event,  he  may  receive  an  additional 
100  visits  under  medical  insurance  through  Decem- 
ber. In  January,  1968,  he  becomes  entitled  to  an 
additional  100  visits  under  supplementary  medical  in- 
surance for  the  calendar  year  of  1968. 

218.  COUNTING  VISITS  UNDER  THE  HOS- 
PITAL AND  MEDICAL  PLANS 

The  number  of  visits  are  counted  in  the  same  man- 
ner under  both  the  hospital  plan  and  medical  plan. 

218.1  Visit  Denned. — A  visit  is  a  personal  contact 
in  the  place  of  residence  of  a  patient  made  for  the  pur- 
pose of  providing  a  covered  service  by  a  health  worker 
on  the  staff  of  the  home  health  agency  or  by  others 
under  contract  or  arrangement  with  the  home  health 
agency;  or  a  visit  by  a  patient  on  an  outpatient  basis 
to  a  hospital,  extended  care  facility,  or  rehabilitation 
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center,  or  outpatient  department  affiliated  with  a  med- 
ical school  when  arrangements  have  been  made  by  the 
home  health  agency  for  one  or  more  of  the  covered 
services.    (See  §  200.) 

218.2  Counting  Visits. — If  a  visit  is  made  simul- 
taneously by  two  or  more  persons  from  the  home 
health  agency  to  provide  a  single  service,  for  which 
one  person  supervises  or  instructs  the  other,  it  is 
counted  as  one  visit.  (See  example  1.)  If  one  per- 
son visits  the  patient's  home  more  than  once  during  a 
day  to  provide  services,  each  visit  is  recorded  as  a  sep- 
arate visit  ( see  example  2 ) .  If  a  visit  is  made  by  two 
or  more  persons  from  the  home  health  agency  for  the 
purpose  of  providing  separate  and  distinct  types  of 
services,  each  is  recorded — i.e.,  two  or  more  visits 
(see  example  3) .  If  the  patient  is  taken  elsewhere  for 
the  service  because  the  service  could  not  be  furnished 
in  his  residence,  one  visit  is  counted  for  each  service 
he  receives  (see  example  4) . 

Example  1.  If  an  occupational  therapist  and  an 
occupational  therapy  assistant  visit  the  patient  together 
to  provide  therapy  and  the  therapist  is  there  to  super- 
vise the  assistant,  one  visit  is  counted. 

Example  2.  If  a  nurse  visits  the  patient  in  the 
morning  to  dress  a  wound  and  later  must  return  to  re- 
place a  catheter,  two  visits  are  counted. 

Example  3.  If  the  therapist  visits  the  patient  for 
treatment  in  the  morning  and  the  patient  is  later  visited 
by  the  assistant  for  additional  treatment,  two  visits  are 
counted. 

Example  4.  If  an  individual  is  taken  to  a  hospital 
to  receive  outpatient  therapy  that  could  not  be  fur- 
nished in  his  own  home  (e.g.,  hydrotherapy)  and,  while 
at  the  hospital  receives  speech  therapy  and  other  serv- 
ices, two  or  more  visits  would  be  charged. 

Example  5.  Many  home  health  agencies  provide 
home  health  aide  services  on  an  hourly  basis  (ranging 
from  1  to  8  hours  a  day).  However,  in  order  to  allo- 
cate visits  properly  against  a  patient's  maximum  allow- 
able visits,  home  health  aide  services  are  to  be  counted 
in  terms  of  visits.  Thus,  regardless  of  the  number  of 
continuous  hours  a  home  health  aide  spends  in  a  pa- 
tient's home  on  any  given  day,  one  "visit"  is  counted 
for  each  such  day.  If,  in  a  rare  situation,  a  home 
health  aide  visits  a  paitent  for  an  hour  or  two  in  the 
morning,  and  again  for  an  hour  or  two  in  the  after- 
noon, two  visits  are  counted. 

Under  both  hospital  insurance  and  supplementary 
medical  insurance,  visits  count  toward  the  100-visit 
maximums  only  if  payment  was  made  for  the  visits  by 
the  program  or,  if  payment  would  be  made  if  requested 
by  the  patient,  and  the  certification  requirements  (see 
§§  240ff.)  were  met.  Visits  by  personnel  other  than 
those  providing  covered  services  are  not  counted.  Sal- 
aries of  personnel  employed  by  the  agency  to  assist  in 
overall  operation  of  the  program  (e.g.,  a  nutritionist) 


may  be  taken  into  consideration  in  computing  overhead 
costs  of  the  agency  when  claiming  reimbursement. 

Important  item  to  remember  about  visits 
under  supplementary  medical  insurance:  visits 
provided  a  patient  during  the  period  in  which  he  is 
incurring  sufficient  expenses  to  satisfy  the  deductible 
will  count  toward  the  100-visit  maximum,  even 
though  reimbursement  is  not  possible  because  the  $50 
deductible  has  not  been  satisfied. 

220.  DEDUCTIBLE  AND  COINSURANCE  UN- 
DER SUPPLEMENTARY  MEDICAL  IN- 
SURANCE 

Note:  If  the  patient  is  receiving  home  health  services 
under  the  hospital  insurance  program,  he 

does  not  need  to  meet  any  deductible  or  coin- 
insurance  requirements.  The  home  health 
agency  will  receive  payment  under  the  program 
for  covered  services  based  on  the  determined 
reasonable  costs. 

220.1  Deductible. — Where  the  patient  is  eceiving 
services  under  the  supplementary  medical  insurance 
program,  a  $50  deductible  requirement  must  first  be 
met.  Only  expenses  incurred  by  the  use  of  covered 
services  under  supplementary  medical  insurance  can 
be  used  to  satisfy  the  deductible.  Exception:  The 
$20  deductible  applicable  to  each  outpatient  diagnostic 
study  under  hospital  insurance  may  be  used  to  help 
satisfy  the  $50  deductible  under  supplementary  medical 
insurance. 

Expenses  incurred  in  the  last  3  months  of  the  year 
which  were  applied  toward  the  deductible  in  that  year 
may  also  be  applied  toward  the  deductible  in  the  follow- 
ing year.  If  the  patient  has  already  satisfied  the  de- 
ductible in  the  calendar  year,  this  will  be  indicated  on 
the  Notice  of  Medical  Insurance  Utilization  he  receives 
from  the  Social  Security  Administration  after  a  Part  B 
home  health  services  claim  is  processed,  or  on  the  Ex- 
planation of  Benefits  form  he  receives  from  the  inter- 
mediary after  other  Part  B  claims  are  processed  (see 
§  304) .  The  agency  should  attempt  to  ascertain 
whether  or  not  the  patient  has  satisfied  the  de- 
ductible before  charging  him  for  this  amount. 

220.2  Coinsurance. — After  sufficient  expenses  have 
been  incurred  to  satisfy  the  deductible,  the  home  health 
agency  will  be  reimbursed  by  the  program  for  80  per- 
cent of  the  reasonable  cost  of  covered  services  which 
it  provided  or  for  which  it  made  arrangements.  The 
patient  is  responsible  for  a  coinsurance  amount  of  20 
percent  of  the  reasonable  charges. 

225.  PROVD3ER-BASED  PHYSICIANS' 
SERVICES 

The  medical  insurance  program  covers  charges  for 
physicians'  services  rendered  to  individual  benefici- 
aries.   The  charges  of  provider-based  physicians  (e.g., 
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those  having  a  contractual  relationship  with  a  provider) 
for  services  directed  to  the  medical  care  of  the  individual 
patient  must  be  specially  billed.  Reimbursement  is 
made  on  a  reasonable  charge  basis  by  the  supple- 
mentary medical  insurance  (Part  B)  intermediary. 
(The  services  of  interns  and  residents-in-training  are 
reimbursed  on  a  reasonable  cost  basis  by  the  hospital 
insurance  intermediary.)  Thus  the  charges  for  physi- 
cians' services  rendered  individual  beneficiaries  are 
allocated  to  the  medical  insurance  program  and  dis- 
tinguished from  provider  services  payable  under  either 
the  hospital  or  medical  insurance  plan.  Claims  for 
such  physicians'  services  rendered  in  connection  with 
home  health  agency  services  will  be  made  by  the  physi- 
cian, if  he  accepts  assignment  from  the  patient,  or  by 
the  patient  directly,  on  Form  SSA-1490,  Request  for 
Payment. 

Provider-based  physicians  often  perform  services 
other  than  those  clearly  directed  to  the  medical  care  of 
individual  patients.  These  may  involve  teaching  and 
administrative  services,  and  services  that  benefit  the 
home  health  agency's  patients  as  a  group.  Such  physi- 
cian services,  not  directly  related  to  an  individual  pa- 
tient, must  be  considered  in  computing  reimbursable 
agency  costs  and,  as  such,  will  be  reflected  in  amounts 
payable  to  the  agency  for  services  rendered  program 
beneficiaries. 

230.  SPECIFIC    EXCLUSIONS    FROM  COV- 
ERAGE AS  HOME  HEALTH  SERVICES 

In  addition  to  the  general  exclusions  from  coverage 
under  health  insurance  listed  in  §  232,  the  following 
are  also  excluded  from  coverage  as  home  health 
services: 

a.  Services  or  items  which  would  not  be  paid  for  if 
provided  to  an  inpatient  of  a  hospital,  such  as  private 
duty  nursing  service,  or  items  of  comfort  which  are  not 
necessary  for  treatment,  e.g.,  television. 

b.  Meals-on-wheels  or  similar  food  service  arrange- 
ments. 

c.  Domestic  or  housekeeping  services  which  are  un- 
related to  patient  care. 

d.  Transportation  services,  e.g.,  from  place  of  resi- 
dence to  a  facility  to  receive  home  health  services  on  an 
outpatient  basis. 

232.  GENERAL  EXCLUSIONS 

No  payment  may  be  made  under  either  the  hospital 
insurance  plan  or  supplementary  medical  insurance  plan 
for  the  following  items  and  services: 

232.1  Items  and  services  which  are  not  reason- 
able and  necessary  for  the  diagnosis  or  treatment  of 
illness  or  injury  or  to  improve  the  functioning  of  a 
malformed  body  member. 

232.2  Items  and  Services  for  Which  There  Is 
No  Legal  Obligation  to  Pay. — This  exclusion  does 
not  apply  if  the  patient  has  a  legal  obligation  to  pay, 


or  some  other  person  or  organization  has  a  legal  obli- 
gation to  pay  for  or  provide  the  items  or  services. 
Thus,  for  example,  the  exclusion  does  not  apply  to  care 
provided  or  paid  for  by  a  prepayment  plan. 

Free  services  are  excluded  from  coverage,  e.g.,  free 
chest  X-rays  provided  by  health  organizations.  In  ap- 
plying this  exclusion  the  determining  factor  is  that  there 
is  no  legal  obligation  to  pay  for  the  items  or  services, 
and  not  merely  the  fact  that  the  patient  is  not  charged 
because  of  other  considerations.  This  exclusion,  there- 
fore, does  not  prohibit  program  payment  for  services 
rendered  to  members  of  religious  orders  who  are  not 
charged  because  of  a  vow  of  poverty  or  to  indigents  who 
are  not  charged  because  of  their  inability  to  pay. 

Covered  services  furnished  to  residents  of  a  home  for 
the  aged  are  not  excluded  where  payment  is  sought 
from  the  resident  for  maintenance  and  health  services  to 
the  extent  of  his  ability  to  pay.  This  would  be  the  case, 
for  example,  where  at  the  time  of  admission  the  resident 
assigns  to  the  home  any  assets  or  income  he  may  have. 
However,  where  all  services  are  furnished  by  the  home 
on  a  purely  charitable  basis  (i.e.,  no  payment  is  ac- 
cepted from  residents  regardless  of  their  ability  to  pay) , 
payment  could  not  be  made  under  the  health  insurance 
program  for  items  and  services  furnished  by  the  home. 
In  this  situation,  however,  payment  could  be  made  for 
services  furnished  by  a  source  independent  of  the  home 
if  that  source  customarily  charges  for  such  services. 
Thus,  payment  could  be  made  for  services  furnished  by 
an  independent  hospital  to  which  a  resident  of  the  home 
is  sent. 

Certain  union  homes  accept  no  payment  from  resi- 
dents regardless  of  their  ability  to  pay.  Payment  may, 
nevertheless,  be  made  for  services  provided  by  such 
homes  where  admission  to  the  home  and  access  to  the 
services  is  a  matter  of  right  for  union  members  who 
meet  the  necessary  qualifications. 

Payment  may  also  be  made  for  services  to  a  patient 
whose  need  for  services  resulted  from  the  act  or  negli- 
gence of  another  who  is  or  may  be  legally  liable  for  the 
patient's  medical  expenses.  The  existence  of  a  third 
person's  liability  does  not  affect  the  patient's  obligation 
to  pay  for  the  services  he  receives. 

232.3  Items  and  services  which  are  paid  for  by 
a  governmental  entity  other  than  under  the  Social 
Security  Act  or  under  a  health  benefits  or  insurance 
plan  for  employees  of  the  governmental  entity.  The 
Secretary  of  Health,  Education,  and  Welfare  may 
specify  other  exceptions  to  this  exclusion.  The  Sec- 
retary has  approved  payment  for  items  and  services 
(otherwise  covered)  even  though  provided  free: 

1.  If  furnished  in  qualified  State  or  local  govern- 
ment-operated hospitals,  including  psychiatric  and  tu- 
berculosis hospitals,  where  the  hospital  is  a  general  or 
special  hospital  serving  the  general  community; 

2.  If  paid  for  by  a  State  or  local  governmental  en- 
tity and  furnished  an  individual  as  a  means  of  control- 
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ling  infectious  diseases  or  because  of  the  individual's 
medical  indigence.  These  services  need  not  be  fur- 
nished in  a  hospital. 

232.4  Items  and  services  which  are  not  pro- 
vided within  the  United  States  (except  for  emer- 
gency inpatient  hospital  services  furnished  outside  the 
United  States  under  certain  conditions  and  payment 
on  behalf  of  railroad  beneficiaries  for  covered  hospital 
insurance  services  furnished  in  Canadian  hospitals). 
The  United  States  includes  the  50  States,  the  District  of 
Columbia,  the  Commonwealth  of  Puerto  Rico,  the  Vir- 
gin Islands,  Guam,  and  American  Samoa. 

232.5  Items  and  services  which  are  required 
as  a  result  of  war,  or  of  an  act  of  war,  occurring 
after  the  effective  date  of  the  patient's  current  coverage. 

232.6  Personal  Comfort  Items. — These  are  items 
which  do  not  contribute  meaningfully  to  the  treatment 
of  an  illness  or  injury  or  the  functioning  of  a  malformed 
body  member.  Charges  for  special  items  requested  by 
the  patient  such  as  radio,  television,  telephone,  and  air 
conditioner,  and  beauty  and  barber  services  are  ex- 
cluded from  coverage.  Items  such  as  heat  lamp  treat- 
ments and  massages  are  covered  only  when  ordered  by 
a  physician. 

232.7  Routine  physical  checkups,  eyeglasses  or 
eye  examinations  for  the  purpose  of  prescribing, 
fitting,  or  changing  eyeglasses,  hearing  aids  or  re- 
lated examinations,  or  immunizations.  Routine 
physical  checkups  include  (a)  examinations  performed 
without  relationship  to  treatment  or  diagnosis  of  a 
specific  illness,  symptom,  complaint,  or  injury,  and 
( b )  examinations  required  by  third  parties  such  as 
insurance  companies,  business  establishments,  or  Gov- 
ernment agencies. 

The  exclusions  apply  to  eyeglasses  or  contact  lenses, 
and  eye  examinations  solely  for  the  purpose  of  pre- 
scribing, fitting,  or  changing  eyeglasses  or  contact 
lenses  for  refractive  errors.  The  exclusions  do  not 
apply  to  examinations  performed  in  conjunction  with 
an  eye  disease  such  as  glaucoma  or  cataracts,  or  to  post- 
surgical eyeglasses  which  are  customarily  used  during 
convalescence  from  eye  surgery,  or  to  prosthetic  lenses 
required  by  the  aphakic  patient.  In  the  last  situation, 
the  prosthetic  lens  is  a  replacement  for  an  internal  body 
organ — the  lens  of  the  eye. 

Vaccinations  or  inoculations  are  excluded  as  "im- 
munizations" unless  they  are  directly  related  to  the 
treatment  of  an  injury  or  direct  exposure  such  as  anti- 
rabies  treatment,  tetanus  antitoxin  or  booster  vaccine, 
botulin  antitoxin,  antivenin  sera,  or  immune  globulin. 

232.8  Orthopedic  Shoes  or  Other  Supportive 
Devices  for  the  Feet. — The  exclusion  of  orthopedic 
shoes  does  not  apply  to  such  a  shoe  if  it  is  an  integral 
part  of  a  leg  brace. 


232.9  Custodial  Care.- — The  custodial  care  exclu- 
sipn  precludes  payment  for  patient  care  which  pri- 
marily requires  protective  services  rather  than  definitive 
medical  and  skilled  nursing  care. 

232.10  Cosmetic  Surgery  or  Expenses  In- 
curred in  Connection  With  Such  Surgery. — Cos- 
metic surgery  includes  any  surgical  procedure  directed 
at  improving  appearance,  except  when  required  for  the 
prompt  (as  soon  as  medically  feasible)  repair  of  acci- 
dental injury  or  for  the  improvement  of  the  function- 
ing of  a  malformed  body  member.  For  example,  this 
exclusion  does  not  apply  to  surgery  in  connection  with 
treatment  of  severe  burns  or  repair  of  the  face  follow- 
ing a  serious  automobile  accident  or  surgery  for  thera- 
peutic purposes,  which  coincidentally  also  serves  some 
cosmetic  purpose. 

232.11  Charges  Imposed  by  Immediate  Rela- 
tives of  the  Patient  or  Members  of  His  House- 
hold. 

232.12  Items  and  services  in  connection  with 
the  care,  treatment,  filling,  removal,  or  replace- 
ment of  teeth  or  structures  directly  supporting  the 
teeth.  Payment  may  be  made,  however,  for  (a)  sur- 
gery related  to  the  jaw  or  any  structure  contiguous  to 
the  jaw,  or  (b)  the  reduction  of  any  fracture  of  the  jaw 
or  any  facial  bone,  including  dental  splints  or  other 
appliances  used  for  this  purpose. 

232.13  Items  and  services  to  the  extent  that  pay- 
ment has  been  made,  or  can  reasonably  be  expected  to 
be  made  for  items  or  services  under  a  workmen's 
compensation  law  or  plan  of  the  United  States  or  a 
State.  Payments  made  for  items  and  services  under 
the  health  insurance  program  are  subject  to  repayment 
to  the  appropriate  trust  fund  if  notice  or  information  is 
received  that  payment  has  been  made  for  the  items  and 
services  under  a  workmen's  compensation  plan  (see 
§§  250  ff.)  . 

232.14  Items  and  services  which  the  provider 
is  obligated  by  a  law  of  or  because  of  a  contract  with 
the  Federal  Government  to  render  at  public  ex- 
pense. 

232.15  Items  and  services  furnished  by  a  Fed- 
eral provider  of  services  or  other  Federal  agency 
except  (a)  for  emergency  inpatient  hospital  services  and 
emergency  outpatient  hospital  diagnostic  services  fur- 
nished by  a  Federal  hospital  meeting  certain  require- 
ments; or  (b)  when  the  Federal  provider  of  services 
has  been  determined  by  the  Secretary  of  Health,  Edu- 
cation, and  Welfare  to  be  providing  services  to  the 
public  generally  as  a  community  institution  or  agency. 

235.  PATIENT'S  REQUEST  FOR  PAYMENT 

Before  payment  can  be  made  for  home  health  ser- 
vices, a  written  request  for  payment  signed  by  the 
patient  or  by  another  person  qualified  to  do  so  on  his 
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behalf  must  be  filed.  For  convenience,  the  request  for 
payment  has  been  made  a  part  of  the  billing  form. 

235.1  Execution  of  the  Request  For  Pay- 
ment.— If  at  all  practicable,  the  request  should  be 
signed  by  the  beneficiary. 

In  certain  circumstances,  it  would  be  impracticable 
for  an  individual  to  sign  the  request  for  payment  him- 
self if,  when  he  begins  home  health  services,  he  is 
incompetent,  or  otherwise  in  such  a  condition  that  he 
should  not  be  asked  to  transact  any  business.  In  this 
situation,  his  representative  payee  (i.e.,  a  person  desig- 
nated by  the  Social  Security  Administration  to  receive 
monthly  benefits  on  the  patient's  behalf),  a  relative, 
legal  guardian,  or  a  representative  of  an  institution  usu- 
ally responsible  for  his  care,  or  a  representative  of  a 
government  entity  providing  welfare  assistance  should, 
if  present  at  the  time  services  begin  be  asked  and  per- 
mitted to  sign  on  his  behalf. 

When  no  request  for  payment  is  obtained  at  the  time 
of  start  of  services,  the  home  health  agency  should 
attempt  to  obtain  such  a  request  later,  if  possible,  from 
the  patient  or  other  person  as  described  above  who 
may  be  at  the  patient's  home.  If  this  is  not  practicable, 
when  the  agency  would  ordinarily  submit  its  bill  to  the 
intermediary,  an  authorized  official  of  the  agency  may 
sign  the  request  on  his  behalf. 

When  someone  other  than  the  patient  signs  the  re- 
quest for  payment,  the  signer  will  submit  a  brief  state- 
ment explaining  his  relationship  to  the  patient  and  the 
circumstances  which  made  it  impracticable  for  the 
patient  to  sign,  and  the  agency  will  forward  the  state- 
ment with  its  billing.  The  intermediary  will  generally 
accept  such  a  statement  as  representing  the  true  facts  of 
the  case  in  the  absence  of  evidence  to  the  contrary. 

The  agency  should  not  routinely  sign  the  request  on 
behalf  of  any  patient.  If  experience  reveals  an  un- 
usual frequency  of  such  agency-signed  requests  from  a 
particular  agency,  the  matter  will  be  subject  to  review 
by  the  intermediary. 

If  a  fully  competent  and  capable  patient  refuses  to 
sign  the  request  for  payment  necessary  for  the  agency 
to  obtain  reimbursement  for  the  services  it  furnished, 
the  agency  may  charge  the  patient  or  other  person  for 
covered  services. 

235.2  Filing  of  the  Request  For  Payment. — 

The  request  for  payment  must  be  filed  with  the  inter- 
mediary, or  with  the  Social  Security  Administration 
where  the  agency  deals  directly  with  the  Government. 
It  is  desirable  to  have  the  request  signed  at  the  start 
of  care;  the  request  must  be  filed  prior  to  or  in  con- 
nection with  the  first  billing  for  services.  Home  health 
services  for  the  purposes  of  requests  for  payment  will  be 
considered  continuous  and  will,  except  as  indicated  be- 
low, require  only  a  single  request  for  payment. 

A  subsequent  signed  request  for  payment  will  be  re- 
quired if : 


a.  There  is  an  interruption  of  60  days  or  more  in 
home  health  visits  furnished  by  the  same  agency  or 

b.  There  is  a  transfer  of  the  patient's  care  from  one 
home  health  agency  to  another. 

240.  CERTIFICATION    AND  RECERTIFICA- 
TION  BY  PHYSICIANS 

240.1  Content  of  the  Physician's  Certifica- 
tion.— Under  both  the  hospital  insurance  and  the  sup- 
plementary medical  insurance  programs,  no  payment 
can  be  made  for  covered  home  health  services  unless 
a  physician  certifies  that: 

a.  the  home  health  services  are  or  were  required 
because  the  individual  is  or  was  confined  to  his  home 
(except  when  receiving  outpatient  services)  ; 

b.  the  individual  needed  skilled  nursing  care  on  an 
intermittent  basis  or  needed  physical  or  speech  therapy; 

c.  a  plan  for  furnishing  such  services  to  the  individ- 
ual has  been  established  and  is  periodically  reviewed 
by  a  physician;  and, 

d.  the  services  are  or  were  furnished  while  the  in- 
dividual was  under  the  care  of  a  physician. 

In  addition,  for  services  received  under  hospital  in- 
surance, the  physician  must  also  certify  that  services 
were  needed  to  treat  any  of  the  conditions  for  which 
the  beneficiary  received  inpatient  hospital  or  post- 
hospital  extended  care  services  during  the  related  hos- 
pital or  extended  care  facility  stay.  Where  services  are 
provided  under  supplementary  medical  insurance,  it  is 
not  necessary  to  relate  the  need  for  these  services  to 
a  period  of  prior  hospitalization  or  a  stay  in  an  extended 
care  facility. 

Since  the  certification  is  closely  associated  with  the 
plan  of  treatment,  the  same  physician  who  establishes 
the  plan  must  also  certify  to  the  necessity  for  home 
health  services.  Certifications  must  be  obtained  at  the 
time  the  plan  of  treatment  is  established  or  as  soon 
thereafter  as  possible. 

240.2  Method  and  Disposition  of  Certifica- 
tions.— There  is  no  requirement  that  the  certification, 
or  recertification  discussed  below,  be  entered  on  any 
specific  form  or  handled  in  any  specific  way,  as  long  as 
the  intermediary  can  determine,  where  necessary,  that 
the  certification  and  recertification  requirements  are 
met.  The  certification  by  the  physician  will  be  retained 
by  the  home  health  agency,  but  the  agency  must  certify 
on  the  billing  form  that  the  requisite  certification  and 
recertifications  have  been  made  by  the  physician  and 
are  on  file  in  the  agency  when  it  forwards  the  request 
for  reimbursement  to  the  intermediary. 

240.3  Recertification. — Under  both  the  hospital 
insurance  and  supplementary  medical  insurance  pro- 
grams, when  services  are  continued  for  a  period  of  time, 
the  physician  must  recertify  at  intervals  of  at  least  once 
every  2  months  that  there  is  a  continuing  need  for 
services  and  should  estimate  how  long  services  will  be 
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needed.  The  recertification  should  be  obtained  at  the 
time  the  plan  of  treatment  is  reviewed  since  the  same 
interval  (at  least  once  every  two  months)  is  required 
for  the  review  of  the  plan.  Recertifications  must  be 
signed  by  the  physician  who  reviews  the  plan  of  treat- 
ment. The  form  of  the  recertification  and  the  manner 
of  obtaining  timely  recertifications  is  up  to  the  in- 
dividual agency. 

240.4  Delayed  Certification. — The  home  health 
agency  should  obtain  certifications  and  recertifications 
as  promptly  as  possible.  Payment  will  not  be  made 
unless  the  necessary  certifications  have  been  secured. 
In  addition  to  complying  with  the  usual  content  re- 
quirements, delayed  certifications  and  recertifications 
must  include  an  explanation  for  the  delay  and  any  other 
evidence  the  agency  considers  necessary  in  the  case. 
The  format  of  delayed  certifications  and  recertifications 
and  the  method  by  which  they  are  obtained,  will  be  left 
to  the  agency. 

245.  REFUNDS 

In  its  participation  agreement  the  home  health  agency 
agrees  not  to  charge  for  items  or  services  for  which  an 
individual  is  entitled  to  have  payment  made  on  his 
behalf.  Thus,  when  the  patient's  eligibility  is  verified, 
the  agency  in  order  to  have  payment  made  under  health 
insurance,  is  obliged  to  refund  to  the  proper  party  any 
payments  previously  collected  from  beneficiaries,  other 
insurance  carriers,  welfare,  or  others  for  covered  serv- 
ices, except  for  deductibles,  coinsurance  amounts,  and 
noncovered  charges.  When  payment  is  made  under 
medical  insurance  and  the  intermediary  is  aware  that 
the  beneficiary  previously  paid  part  of  the  reimbursable 
medical  insurance  expenses,  the  intermediary  will  de- 
duct that  part  from  the  home  health  agency  reimburse- 
ment and  will  refund  the  amount  to  the  beneficiary. 

250.  WORKMEN'S  COMPENSATION 

Payment  is  excluded  for  any  items  or  services  to  the 
extent  that  payment  has  been  made,  or  can  reasonably 
be  expected  to  be  made  under  a  workmen's  compensa- 
tion law  or  plan  of  the  United  States  or  a  State.  Health 
insurance  payment  for  items  or  services  is  conditioned 
on  reimbursement  to  the  hospital  or  supplementary 
medical  insurance  trust  fund  when  notice  or  other  in- 
formation is  received  that  payment  for  them  has  been 
made  under  workmen's  compensation. 

250.1  Effect  of  Workmen's  Compensation 
Payments  on  Spell  of  Illness. — An  individual's 
spell  of  illness  will  begin  with  the  first  day  he  receives 
inpatient  services  from  a  qualified  hospital  or  extended 
care  facility  even  though  workmen's  compensation  cov- 
erage, rather  than  the  health  insurance  program,  pays 
for  these  services,  if  he  is  entitled  to  hospital  insurance 
benefits  in  that  month. 


250.2  General  Procedures  in  Workmen's  Com- 
pensation Cases. — When  the  home  health  agency  is 
told  that  the  patient's  illness  or  injury  is  employment- 
related,  this  will  be  indicated  on  the  billing  form,  and 
the  employer's  name  and  address  given. 

If  the  agency  knows  that  a  workmen's  compensation 
payment  has  already  been  made  for  the  current  illness 
or  injury  (e.g.,  for  prior  hospitalization)  it  should  fur- 
nish the  intermediary  whatever  information  is  available 
with  the  start  of  care  notice,  since  it  is  possible  that 
subsequent  care  for  the  same  injury  or  disease  will  also 
be  compensable  under  workmen's  compensation.  If 
there  is  a  possibility  of  workmen's  compensation  cover- 
age for  home  health  care,  the  agency  should  file  its  claim 
with  the  workmen's  compensation  carrier. 

Even  though  workmen's  compensation  payment  has 
been  or  probably  will  be  made,  the  agency  should  sub- 
mit its  bill  for  covered  health  insurance  services  in  the 
usual  manner  to  the  intermediary,  or  to  the  Social 
Security  Administration  if  the  agency  is  dealing 
directly  with  the  Government. 

a.  If  the  agency  has  received  a  workmen's  compensa- 
tion payment,  the  intermediary  will  deduct  the  amount 
of  that  payment  which  was  for  covered  health  insurance 
services  from  the  agency's  bill.  The  agency  will  be 
notified  by  the  intermediary  of  the  extent  to  which  its 
bill  was  covered  by  workmen's  compensation.  The 
patient  will  also  be  notified  of  this  action. 

b.  If  there  is  a  reasonable  likelihood  that  the  agency 
will  be  paid  by  workmen's  compensation  for  the  pa- 
tient's care  the  intermediary  will  notify  the  agency  that 
health  insurance  payments  are  precluded  because  of  the 
expected  workmen's  compensation  payment.  The  pa- 
tient is  also  notified  of  this  decision. 

If  workmen's  compensation  does  not  pay  or  pays  only 
in  part  for  covered  services,  the  agency  may  reopen  the 
question  of  its  bill  with  the  intermediary. 

c.  If  the  intermediary  determines  that  workmen's 
compensation  payments  cannot  reasonably  be  expected, 
it  will  pay  the  agency  for  covered  health  insurance  serv- 
ices on  condition  that  the  payment  will  be  refunded  if 
workmen's  compensation  later  pays  for  the  services. 
No  conditional  payment  will  be  made  unless  workmen's 
compensation  payment  is  doubtful  (e.g.,  where  the  em- 
ployer is  contesting  his  liability  under  workmen's  com- 
pensation or  his  liability  for  the  expenses  in  question) . 

255.  HOME  HEALTH  AGENCY  PROTEST  OF 
PAYMENT  DETERMINATION 

The  home  health  agency  and  its  intermediary  should 
attempt  to  resolve  mutually  any  differences  involving 
payment  for  services  that  arise  from  the  application  of 
the  cost  formula  or  the  amount  payable  in  a  specific 
case.  While  no  appeal  is  available  for  home  health 
agencies  or  other  providers  from  intermediary  deter- 
minations involving  payments,  provider  complaints  and 
protests  will  be  considered  in  Social  Security  Adminis- 


23 


tration  review  of  the  intermediary's  application  of  the 
cost  formula  or  its  compliance  with  the  other  terms  of 
its  agreement  with  the  Government. 

257.  BENEFICIARY  PROTESTS  AND  AP- 
PEALS OF  PAYMENT  DETERMINA- 
TIONS 

A.  Hospital  Insurance  Program. — An  individual 
dissatisfied  with  any  determination  of  the  amount  of 
benefits  payable  on  his  behalf  under  hospital  insurance 
may  have  his  claim  reconsidered  by  the  Social  Security 
Administration.  If  he  is  not  satisfied  with  the  recon- 
sideration determination  and  the  amount  in  controversy 
is  $100  or  more,  he  may  request  a  hearing  by  the  Social 
Security  Administration.  If  the  amount  in  controversy 
is  $1,000  or  more  and  he  is  dissatisfied  with  the  hearing 
decision,  the  individual  may  initiate  action  for  Federal 
court  review  of  the  claim. 

B.  Medical  Insurance  Program. — An  individual 
dissatisfied  with  denial  of  a  request  for  payment  of 
medical  insurance  benefits,  or  with  the  amount  of  med- 
ical insurance  benefits  paid,  or  with  the  promptness  with 
which  his  request  for  payment  is  acted  upon  is  entitled 
to  an  opportunity  for  a  review  by,  and  if  still  dissatis- 


fied, to  a  fair  hearing  by  the  medical  insurance  inter- 
mediary. Since  the  home  health  agency  is  paid  for  the 
medical  insurance  services  it  furnishes  by  the  same 
intermediary  that  makes  hospital  insurance  payments  to 
the  home  health  agency,  this  intermediary  is  responsible 
for  the  review  and  hearing  under  medical  insurance. 

A  patient  dissatisfied  with  a  payment  for  the  services 
of  a  provider-based  physician  is  entitled  to  a  review  by 
and,  if  still  dissatisfied,  to  a  fair  hearing  by  the  medical 
insurance  intermediary  to  whom  the  bill  for  the  physi- 
cian's services  was  submitted  for  payment. 

C.  Patient  protests  concerning  entitlement  to 
health  insurance  benefits,  or  the  denial,  amount,  or 
promptness  of  payment  for  items  op  services  furnished 
by  the  home  health  agency  under  hospital  or  medical 
insurance  should  be  handled,  if  simply  amenable  to 
explanation  or  correction,  by  the  home  health  agency. 
If  he  is  still  dissatisfied,  the  patient  should  be  referred 
to  his  social  security  district  office.  The  district  office 
can  offer  assistance  to  the  beneficiary  in  determining 
his  appeal  rights  and  can  answer  specific  questions 
about  the  appeal  procedures.  The  district  office  can 
also  assist  the  individual  in  completing  the  necessary 
forms  for  requesting  reconsideration  or  hearing. 
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CHAPTER  III 


START  OF  CARE  PROCEDURES 


300.  SUMMARY  OF  START  OF  CARE 
PROCEDURES 

The  purpose  of  this  section  is  to  give  a  brief  outline  of 
routine  handling  of  admissions.  Detailed  instructions 
on  procedures  as  well  as  descriptions  of  special  situ- 
ations are  given  in  subsequent  sections. 

The  first  step  in  preparing  the  start  of  care  notice 
for  home  health  services  is  to  ask  the  patient  for  his 
health  insurance  card.  It  is  very  important  that  the 
claim  number  on  this  card  be  accurately  re- 
corded on  the  start  of  care  notice  since  the  case 
cannot  be  processed  if  the  number  is  missing  or 
incorrect. 

If  you  cannot  obtain  the  health  insurance 
claim  number  from  the  patient,  you  should  get 
in  touch  with  the  Social  Security  Administra- 
tion district  office  for  help  in  securing  a  claim 
number  for  the  patient. 
The  second  step  is  to  record  information  about  the 
patient's  prior  hospital  or  extended  care  facility  stays, 
or  any  prior  home  health  services  furnished,  and  the 
date  the  present  home  health  plan  was  established. 
This  information  will  help  the  intermediary  to  deter- 
mine the  patient's  eligibility.    Your  intermediary  (or 
the  Social  Security  Administration,  if  you  are  dealing 
directly  with  the  Government)  will  make  any  necessary 
verification  of  prior  stays. 

The  third  step  is  to  fill  in  the  other  items  on  the  start 
of  care  notice,  have  the  patient  sign  the  form,  and  send 
the  information  to  your  intermediary,  or  the  social 
security  district  office  if  you  deal  directly. 

Your  intermediary  will  check  the  Social  Security 
Administration  central  record,  verify  a  prior  stay  if 
necessary,  then  send  you  a  reply  which  will  show 
whether  the  patient  is  eligible  under  hospital  or  medical 
insurance,  the  number  of  visits  remaining,  and  deduc- 
tible status.  With  this  information  you  will  be  able  to 
prepare  your  billing  form.  (If  the  visits  are  to  be 
charged  to  medical  insurance,  care  will  have  to  be  exer- 
cised in  collecting  the  $50  deductible  or  any  part  of  it.) 

302.  HEALTH  INSURANCE  CARD 

The  Social  Security  Administration  maintains  in 
Baltimore,  Maryland,  the  records  of  all  persons  entitled 
to  health  insurance.  After  entitlement  is  established 
each  beneficiary  is  issued  a  health  insurance  card  by 


the  central  office  of  the  Social  Security  Administration 
(or  in  some  cases  by  the  Railroad  Retirement  Board) 
for  use  in  obtaining  hospital  insurance  benefits,  medical 
insurance  benefits,  or  both.  The  health  insurance 
claim  number  on  the  card  is  essential  in  locating  the 
patient's  record  when  a  claim  for  benefit  payment  is 
made.  No  start  of  care  notice  or  billing  form 
should  be  forwarded  without  the  correct  claim 
number.  Exhibit  1  of  this  chapter  shows  the  health 
insurance  cards  and  briefly  explains  the  numbering 
system  as  an  aid  in  recognizing  valid  numbers. 

The  home  health  agency  should  ask  each  patient  who 
gives  his  age  as  65  or  older  for  his  health  insurance  card 
to  determine  his  health  insurance  entitlement  status  and 
obtain  the  correct  health  insurance  claim  number.  If  a 
patient  is  within  three  months  of  age  65  and  has  not  yet 
applied  for  health  insurance  entitlement,  it  will  be  help- 
ful if  he,  or  someone  on  his  behalf,  is  advised  to  contact 
the  social  security  district  office.  The  home  health 
agency  may  wish  to  arrange  with  the  district  office  to 
bring  such  cases  routinely  to  the  attention  of  the  district 
office. 

A  health  insurance  card  is  acceptable  without  a  sig- 
nature. However,  the  patient  should  be  asked  to  sign 
the  card  if  he  has  not  already  done  so. 

304.  NOTICE  OF  HOSPITAL  (OR  MEDICAL) 
INSURANCE  UTILIZATION  OR  EXPLA- 
NATION OF  BENEFITS 

If  the  patient  cannot  furnish  his  health  insurance 
card,  he  may  have  a  health  insurance  utilization  form 
which  shows  his  claim  number.  Form  SSA-1533, 
Notice  of  Hospital  Insurance  Utilization  (see  Exhibit 
2)  is  mailed  to  a  beneficiary  from  the  Social  Security 
Administration  in  Baltimore  shortly  after  Part  A 
inpatient  hospital,  extended  care,  or  home  health 
benefits  have  been  paid  on  his  behalf.  Form  SSA- 
1533A,  Notice  of  Medical  Insurance  Utilization  (see 
Exhibit  3) ,  is  mailed  to  a  beneficiary  by  SSA  after  pay- 
ment of  Part  B  home  health  benefits.  An  Explana- 
tion of  Benefits  is  sent  to  a  beneficiary  by  the  Part  B 
intermediary  after  payment  of  a  supplementary  medi- 
cal insurance  claim.  The  Part  A  intermediary  sends 
the  beneficiary  a  utilization  notice  after  payment  on  his 
behalf  for  Part  A  or  Part  B  outpatient  hospital  services. 
These  forms,  if  current,  may  indicate  to  the  home 
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health  agency  the  patient's  remaining  eligibility  under 
hospital  or  medical  insurance,  recent  hospitalization,  or 
deductible  status  under  medical  insurance.  However, 
a  start  of  care  notice  must  always  be  sent  when 
home  health  services  start  regardless  of  the 
currency  of  any  of  these  forms. 

306.  CONTACTS  WITH  THE  SSA  DISTRICT 
OFFICE  TO  OBTAIN  HEALTH  INSUR- 
ANCE CLAIM  NUMBERS 

When  a  patient  cannot  furnish  the  health  insurance 
claim  number,  it  will  be  requested  from  the  SSA  district 
office.  Ordinarily,  the  social  security  district  office  will 
have  arranged  with  the  home  health  agency  for  handling 
these  requests.  If  it  has  not,  the  home  health  agency 
should  get  in  touch  with  the  nearest  SSA  district  office 
to  make  such  arrangements.  Apart  from  assisting  in 
determining  correct  claim  numbers,  the  district  office 
can  help  a  beneficiary  to  replace  a  lost  health  insurance 
card. 

306.1  Information  Required  by  SSA  District 
Office. — If  the  patient's  social  security  account  num- 
ber is  available,  the  district  office  will  usually  require 
no  additional  information  to  locate  the  claim  number  or 
determine  that  the  patient  has  not  established  health 
insurance  entitlement. 

If  the  patient  has  ever  been  employed  or  self-em- 
ployed, or  sought  employment,  or  filed  Federal  Income 
Tax  returns,  he  should  have  a  social  security  card.  This 
card  contains  his  social  security  account  number  which 
consists  of  9  digits,  000-00-0000,  but  does  not  have  the 
letter  prefix  or  suffix  which  distinguishes  the  health  in- 
surance claim  number.     (See  Exhibit  1.) 

A  social  security  account  number  is  not  sufficient 
for  processing  a  claim. 

If  the  account  number  is  not  available,  the  following 
information  should  be  furnished. 

a.  The  patient's  name  and  statement  as  to  whether 
or  not  he  ever  applied  for  social  security  monthly  bene- 
fits, railroad  retirement  benefits,  or  for  hospital  insur- 
ance benefits; 

b.  If  the  patient  says  he  applied,  the  name  of  the  per- 
son on  whose  social  security  account  the  application  was 
based,  e.g.,  his  own  account  or  the  account  of  a  hus- 
band or  a  wife; 

c.  The  patient's  father's  full  name,  mother's  maiden 
name,  and  the  patient's  date  and  place  of  birth; 

d.  Patient's  address. 

If  the  home  health  agency  cannot  give  all  the  identi- 
fying information  required  from  the  beneficiary,  it 
should  furnish  as  much  as  it  has  to  the  SSA  district 
office. 

306.2  The  SSA  District  Office  Reply.— The  SSA 

district  office  will  furnish  the  health  insurance  claim 
number  as  soon  as  possible.    If  the  claim  number  is 


not  available,  it  will  inform  the  home  health  agency  of 
the  action  it  is  taking. 

If  an  application  for  health  insurance  benefits  is  taken 
as  a  result  of  the  request  to  the  district  office  for  a  claim 
number  or  is  pending  when  the  home  health  agency  re- 
quests a  claim  number,  the  district  office  will  inform  the 
agency  when  processing  is  completed.  It  will  give 
the  agency  the  claim  number  if  the  patient  is  entitled. 
The  agency  may  then  send  the  start  of  care  notice  in- 
formation to  the  intermediary  (or  to  the  district  office 
if  the  hospital  deals  directly  with  SSA). 

310.  START  OF  CARE  NOTICE 

When  a  patient  65  years  or  older  begins  home  health 
services,  the  home  health  agency  will  complete  the  start 
of  care  notice  part  (items  1-16)  of  Form  SSA-1487, 
Home  Health  Agency  Report  And  Billing  Form.  When 
signed,  this  represents  the  patient's  request  for  payment 
of  benefits.    See  §§  235  ff. 

When  these  items  are  completed,  furnish  the  start 
of  care  information  to  the  intermediary  (or  to  the 
appropriate  Social  Security  Administration  district  of- 
fice if  the  agency  deals  with  SSA).  This  information 
may  be  forwarded  by  mail,  messenger,  or  telephone  de- 
pending on  prior  arrangements  made  with  the  inter- 
mediary or  the  SSA  district  office.  The  bottom  two 
copies  of  Form  SSA-1487  can  be  sent  to  the  inter- 
mediary as  the  start  of  care  notice  if  the  arrangement 
so  provides.  If  some  other  means  of  transmitting 
start  of  care  information  to  the  intermediary  is  used, 
these  copies  of  the  form  may  be  discarded. 

310.1  Completing  Home  Health  Agency  Start 
Of  Care  Notice,  Form  SSA-1487. — Use  a  type- 
writer for  all  entries  on  the  form,  and  show  month, 
day,  and  year  in  six-digit  numbers,  e.g.,  07/01/66. 
( See  Exhibit  4  for  a  sample  of  the  start  of  care  notice.) 

Item  1.  Patient's  Name.  Enter  the  patient's 
name.  It  should  be  the  same  as  that  shown  on  his  health 
insurance  card,  with  the  last  name  first.  The  master 
computer  record  is  kept  under  this  name.  It  is  im- 
portant to  use  the  same  name  on  the  form  even  though 
the  beneficiary  may  have  changed  his  name. 

Item  2.  Health  Insurance  Claim  Number.  En- 
ter the  patient's  health  insurance  claim  number  shown 
on  his  health  insurance  card,  utilization  notice,  or  as  re- 
ported by  the  social  security  district  office. 

Item  3.  Patient's  Address.  Enter  the  patient's 
mailing  address. 

Item  4.  Date  of  Birth.  Enter  the  patient's  date 
of  birth. 

Item  5.  Sex.    Enter  "X"  in  the  appropriate  block. 

Items  6  and  7.  Home  Health  Agency  Identifi- 
cation. Enter  the  name  and  address  of  the  agency  and 
the  agency's  assigned  health  insurance  provider  num- 
ber. This  information  may  be  preprinted  on  all  copies 
of  the  agency's  supply  of  these  forms. 
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Item  8.  Medical  Record  No.  Enter  the  patient's 
medical  record  number  if  one  is  assigned  by  the  agency 
and  the  number  is  needed  for  association  of  files  and 
referral  by  the  agency. 

Item  9.  Attending  Physician.  Enter  the  name 
and  address  of  the  attending  physician.  The  name 
should  be  that  of  the  physician  who  established  the 
plan  and  will  certify  and  recertify  the  medical  necessity 
of  the  home  health  visits. 

Item  10.  Date  Care  Started.  Enter  the  date  on 
which  home  health  services  began. 

Items  1 1  and  1 2.  Name  and  Address  of  Institu- 
tion, If  Any,  Caring  For  Condition  Later  Requir- 
ing Home  Health  Services  and  Verified  Dates  of 
Stay.  In  order  for  home  health  visits  to  be  paid  for 
on  a  posthospital  (Part  A)  basis,  the  physician's  plan 
for  treatment  of  the  condition  must  be  established 
within  14  days  after  the  patient's  discharge  from  a 
hospital  after  a  stay  on  parts  of  at  least  3  consecutive 
days,  or  from  a  covered  stay  in  an  extended  care 
facility.  (Since  payments  for  an  extended  care  facility 
stay  cannot  be  made  until  January  1,  1967,  a  date  of 
discharge  from  an  extended  care  facility  stay  prior  to 
that  date  cannot  be  used  to  qualify  a  plan  under  Part 
A.)  In  item  11,  enter  the  name  and  address  of  the 
hospital  or  extended  care  facility  in  all  cases  where  it  is 
applicable.  However,  enter  the  dates  of  stay  in  item  12 
only  when  they  are  taken  from  official  records. 

Under  certain  conditions,  payment  continues  under 
the  original  posthospital  plan  even  though  the  patient 
is  institutionalized  again  or  transfers  to  another  home 
health  agency.  If  the  patient  had  received  home  health 
services  prior  to  his  most  recent  stay  in  a  hospital  or 
extended  care  facility  and  posthospital  visits  are  being 
resumed  under  the  original  plan,  show  the  name  and 
address  of  the  agency  furnishing  the  previous  visits  in 
item  11  and  the  inclusive  days  of  service,  if  verified,  in 
item  12.  If  the  patient  received  posthospital  home 
health  services  from  another  agency  and  transfers  to 
your  agency  for  visits  under  the  original  plan,  and  the 
date  of  the  first  visit  by  your  agency  is  within  a  year 
after  the  date  of  discharge  from  the  institution  which 
qualified  the  patient  for  posthospital  visits,  enter  the 
name  and  address  of  the  other  agency  in  item  11  and 
the  inclusive  dates  of  service,  if  verified,  in  item  12. 

Item  13.  Date  Home  Health  Plan  Estab- 
lished. Show  the  date  on  which  the  patient's  attend- 
ing physician  established  the  plan  for  home  health 
services. 

Item  14.  Payment  Source  for  Charges  to  Pa- 
tient. Check  the  appropriate  block  to  indicate  how 
the  charges  not  reimbursed  by  hospital  or  medical 
insurance  will  be  paid.  Where  a  public  agency  will 
pay  any  part  of  the  patient's  charges,  give  the  name  and 
address  of  the  agency  and  the  patient's  case  number,  if 
available. 


Item  15.  Patient's  Certification  and  Payment 
Request.  Have  the  patient  or  his  authorized  repre- 
sentative read  and  sign  this  statement  before  the  bill  is 
submitted  for  payment. 

If  the  patient  cannot  sign  his  name  because  of  his 
physical  or  mental  condition,  another  person  may  sign 
on  his  behalf,  e.g.,  John  J.  Jones  by  Jack  A.  Smith.  In 
certain  situations,  a  home  health  agency  representa- 
tive may  sign  on  behalf  of  the  patient.  (See  §  235.1 
for  who  may  file  a  payment  request.) 

Briefly  explain  the  reason  why  the  patient  did  not 
sign  the  form  himself  and  show  the  relationship  of  the 
signer  to  the  patient. 

The  statement  should  be  read  to  the  patient  who  signs 
by  mark.  The  signature  by  mark  should  be  witnessed 
by  a  person  who  knows  the  patient.  Enter  the  name 
and  address  of  any  person  witnessing  the  signature 
by  mark. 

Item  16.  Diagnosis.  Enter  all  diagnoses  as  fur- 
nished by  the  attending  physician.  List  the  primary 
condition  first.  Enter  an  "X"  in  the  check  box  to  in- 
dicate whether  or  not  the  condition  was  employment 
related.  If  the  condition  is  known  to  be  employment 
related,  show  the  name  and  address  of  the  employer. 
(See  §  250.1  for  effects  of  workmen's  compensation 
involvement.) 

315.  CONTENTS  OF  INTERMEDIARY  REPLY 
TO  START  OF  CARE  NOTICE 

The  reply  to  the  start  of  care  notice  will  be  furnished 
by  the  intermediary  to  the  agency  according  to  prior 
arrangements.  (If  the  agency  deals  directly  with  the 
Social  Security  Administration,  it  will  receive  a  form 
reply  to  the  start  of  care  notice  from  the  Bureau  of 
Health  Insurance,  Direct  Reimbursement.)  The  con- 
tents of  the  reply  will  be  based  on  the  intermediary's 
query  of  the  SSA  central  record  for  eligibility  infor- 
mation, and  any  necessary  investigation  of  prior  in- 
patient hospital  or  extended  care  facility  stays  or  home 
health  services. 

The  "Report  of  Eligibility"  part  of  the  home  health 
agency  report  and  billing  form  (see  Exhibit  4)  may  be 
used  as  a  reply  to  the  start  of  care  notice,  where  it  is 
received  by  the  intermediary  as  part  of  the  start  of 
care  notice  from  the  agency.  Whether  the  reply  will 
be  given  by  telephone,  mail,  or  wire  to  the  agency,  it 
will  contain  eligibility  information  similar  to  the  con- 
tent of  the  "Report  of  Eligibility."  An  explanation  of 
the  eligibility  information  in  the  "Report  of  Eligibility" 
is  outlined  below: 

A.  Effective  Date — Hospital  Insurance. — The 
month,  day,  and  year  of  the  patient's  entitlement  to 
hospital  insurance  benefits  (Part  A)  will  be  shown.  If 
not  entitled,  the  entry  will  so  indicate. 

B.  Effective  Date — Medical  Insurance. — This 
will  show  the  month,  day,  and  year  of  the  patient's  en- 
titlement to  medical  insurance  (Part  B).    The  entry 
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will  so  indicate  if  the  patient  is  not  entitled  to  Part  B 
benefits. 

C.  Date  of  Start  of  Care. — This  date  will  be  the 
one  furnished  by  the  agency  in  the  start  of  care  notice. 

D.  Hospital  Insurance  Visits  Available. — This 
will  show  the  remaining  number  of  visits  which  may  be 
reimbursed  under  Part  A,  based  on  the  SSA  central  rec- 
ord and  the  information  available  to  the  intermediary. 

E.  Supplementary  Medical  Insurance  Visits 
Available. — This  will  show  the  potential  remaining 
home  health  visits  which  may  be  reimbursed  under 
Part  B. 

F.  Last  Discharge  Date. — The  last  discharge  from 
an  inpatient  hospital  or  covered  extended  care  facility 
stay  will  be  shown. 

G.  Medical  Plan  Deductible. — This  will  show  if 
the  $50  deductible  is  "met"  or  "not  met,"  but  if  not  met 
will  not  indicate  how  much  remains  to  be  met.  If  the 
reply  shows  "not  met,"  the  home  health  agency  should 
ask  the  patient  whether  he  has  had  other  expenses  that 
have  been  or  could  be  applied  toward  the  deductible 
(see  §  220.1).  The  intermediary  must  requery  the 
SSA  central  record  when  it  receives  the  bill  for  payment 
from  the  home  health  agency  in  order  to  learn  the 
amount  of  the  deductible  remaining  to  be  met. 

H.  Outpatient  Psychiatric  Expense. — Whether 
the  $500  limitation  has  been  "met"  or  "not  met"  will 
be  shown  in  this  item.  If  not  met,  the  amount  remain- 
ing to  be  met  will  not  be  shown.  This  item  is  infor- 
mational only.  The  limitation  applies  only  to  expenses 
incurred  for  physicians'  services. 

I.  Remarks. — Any  necessary  explanation  of  eligi- 
bility information  will  be  shown.  This  will  include 
corrections  in  the  name  or  health  insurance  claim  num- 
ber reported  by  the  agency.  When  changes  of  this  sort 
are  reported,  the  name  and  claim  number  information 
on  the  billing  form  should  be  changed  to  reflect  the 
correct  name  or  health  insurance  claim  number. 

If  the  name  and  claim  number  information  were  not 
matched,  the  intermediary  will  request  the  home  health 
agency  to  check  its  record,  or  to  contact  the  patient  or 
the  nearest  district  office  to  obtain  a  valid  claim  number. 


The  agency  may  also  be  requested  to  verify  reports 
of  death  shown  in  the  patient's  SSA  central  record. 

J.  Open  Item. — The  information  in  this  block  will 
be  completed  by  the  intermediary  when  verifying  re- 
ports of  open  items  (open  items  are  admissions  or  care- 
starts  which  are  recorded  in  SSA  central  records,  but 
are  not  yet  closed  out  by  the  processing  of  a  bill). 

Where  there  is  an  open  item  reported  from  SSA  cen- 
tral records  to  the  intermediary  or  the  Bureau  of  Health 
Insurance,  Direct  Reimbursement,  either  the  inter- 
mediary or  the  SSA  district  office  will  contact  the  "open 
item"  provider  to  verify  the  stay,  the  date  of  the  prior 
discharge,  and  the  status  of  the  bill.  The  intermediary, 
or  the  Bureau  of  Health  Insurance,  Direct  Reimburse- 
ment, will  use  this  information  to  determine  whether 
Part  A  benefits  are  payable  and  to  compute  the  number 
of  visits  remaining  under  Part  A  and  Part  B. 

320.  RETROACTIVE  ENTITLEMENT 

When  an  application  for  social  security  benefits  is 
filed  by  an  individual  65  years  of  age  or  older,  he  may 
inform  the  social  security  district  office  that  he  had 
received  home  health  services  at  some  time  during  the 
12-month  retroactive  period  for  which  he  may  be  en- 
titled to  hospital  insurance  benefits.  This  situation 
should  arise  very  infrequently.  It  is  not  applicable  to 
medical  insurance  visits,  since  medical  insurance  cover- 
age cannot  begin  prior  to  the  month  of  enrollment. 

The  Social  Security  Administration  certificate  of 
award  to  the  patient  will  contain  a  notice  informing  him 
to  get  in  touch  with  the  provider  who  furnished  him 
with  past  services.  In  these  cases,  follow  the  start  of 
care  procedures  to  obtain  a  report  of  eligibility  from 
your  intermediary  before  billing. 

399.  EXHIBITS 

Exhibit  1.  Health  Insurance  Cards  and  Claim 
Numbers. 

Exhibit  2.  Notice  of  Hospital  Insurance  Utilization 
(Form  SSA-1533). 

Exhibit  3.  Notice  of  Medical  Insurance  Utilization 
(Form  SSA-1533A). 

Exhibit  4.  Home  Health  Agency  Report  and  Bill- 
ing (Admission  Copy) — Form  SSA-1487. 
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EXHIBIT  1 


HEALTH  INSURANCE  CARDS 


Health 

W$  Insurance 

SOCIAL 

NAME  OF  BENEFICIARY 

JANE  Q.  DOE 

CLAIM  NUMBER 

ooo-oo-cxx^A  M 

IS  ENTITLED  MO  MM  JB 

HOSPITALTWWrIi 
MEDICAL  WsMgfy 

SIGN  A 
HERE  V 

SECURITY  ACT 

SEX 

FEMALE 

EFFECTIVE  DATE 

mi  cs,  7-1-66 

Front 


1.  Carry  your  card  with  you  when  you  are  away  from  home. 

2.  Let  your  hospital  or  doctor  see  your  card  when  you  require 
hospital,  medical  or  health  services  under  "Medicare." 

3.  Get  in  touch  with  your  social  security  office  if  you  have 
questions  about  your  rights  under  "Medicare." 

4.  Your  card  is  good  wherever  you  live  in  the  United  States. 

WARNING:  Issued  for  the  tote  use  of  the  holder  designated 
hereon.  Intentional  misuse  of  this  card  is  unlawful  and  will 
make  the  offender  liable  to  penalty. 

PIOPEITY  OF  UNITED  STATES  GOVERNMENT. 
IF  FOUND  DIOP  IN  NEAREST  U.S.  MAIL  BOX. 


Return  To: 


SOCIAL  SECURITY  ADMINISTRATION 
Baltimore,  Maryland  21235 


FORM  SSA.I966  |7.«6) 


Health  iMf  Insurance 


RAILROAD    RETIREMENT  BOARD 


NAME  OF  BENEFICIARY 

JOHN  C.  DOE 

CLAIM  NUMBER 

A-OOO-OO-00 

IS  ENTITLED  TO 

HOSPITAL  INS1 
MEDICAL  INSURANCE 

SIGN  r\ 
HERE  V 


Front 


1.  Carry  your  card  with  you  when  you  are  away  from  home. 

2.  Let  your  hospital  or  doctor  see  your  card  when  you  require 
hospital,  medical  or  health  services  under  "Medicare". 

3.  Get  in  touch  with  your  Railroad  Retirement  Board  office  if 
you  have  questions  about  your  rights  under  "Medicare." 

4.  Your  card  is  good  wherever  you  live  in  the  United  States. 
For  benefits  in  Canada,  write  to  the  Railroad  Retirement 
Board. 

WARNING:  Issued  for  the  sole  use  of  the  holder  designated  hereon. 
Intentional  misuse  of  this  card  is  unlawful  and  will  make  the  offender 
liable  to  penalty. 

PROPERTY  OF  UNITED  STATES  GOVERNMENT. 
IF  FOUND  DROP  IN  NEAREST  U.S.  MAIL  BOX. 
Refurn  ro.-     RAILROAD  RETIREMENT  BOARD 

844  Rush  Street,  Chicago,  Illinois  6061 1 


Form  G-43  (2-o6) 


Back 


Back 


HEALTH  INSURANCE  CLAIM  NUMBERS 

Most  HI  claim  numbers  are  9  digits  with  a  letter  or  letter  and  numeral  suffix; 
e.g. ,  000-00-0000B  or  Bl.   They  may  also  be  6-or-9-digit  numbers  with  lettered 
prefixes;  e.g.,  A000000,  A-000-00-0000;  or  WD-000000,  WD-000-00-0000. 
Numbers  with  one  or  more  letter  prefixes  identify  Railroad  Retirement  Board 
annuitants. 

Possible  suffixes  are: 

A,  B,  Bl,  B2,  B3,  B4,  B5,  B6,  or  B9. 

CI,  C2,  C3,  C4,  or  C5  (Suffixes  higher  than  "5"  are  possible,  but  unlikely) 

D,  Dl,  D2,  D3,  D4,  D5,  D6,  or  D7 

E,  El,  E2,  or  E3 

Fl,  F2,  F3,  F4,  F5,  F6,  F7,  or  F8 

HB,  HB1,  HB2,  HB3,  HB4,  HB5,  HB6,  or  HB9 

HC1,  HC2,  HC3,  HC4,  or  HC5 

M,  "Ml,  and  T  (Suffix  letter  "T"  indicates  entitlement  to  hospital 

or  hospital  and  medical  insurance;  letters  M  and  Ml 
indicate  that  the  patient  is  eligible  for  supple- 
mentary medical  insurance  benefits  but  not  for 
hospital  insurance  benefits.) 
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EXHIBIT  2 


Notice  of  Hospital  Insurance  Utilization,  SSA-1533 


FORM  SSA-1533  (8-66. 


DEPARTMENT  OF 
HEALTH,  EDUCATION,  AND  WELFARE 
Social  Security  Administration 

BALTIMORE,  MARYLAND  21235 

NOTICE  OF  HOSPITAL  INSURANCE  UTILIZATION 


r 


NAME  AND  ADDRESS  OF  THE  BENEFICIARY 
OR  REPRESENTATIVE  OF  THE  BENEFICIARY 


~i 


DATE: 

HEALTH  INSURANCE  CLAIM  NUMBER: 


L 


J 


The  bill  for  HOSPITAL  INSURANCE  services  described  below  was  recently  submitted  under  your 
health  insurance  claim  number  and  recorded  to  your  account. 


TYPE  OF  SERVICES 


DATES  COVERED  BY  BILL 


NUMBER  OF  HOME  HEALTH 
VISITS  INCLUDED 


Institution  or  agency 
providing  services 

Office  which  handled 
your  claim 

For  each  spell  of  illness,  your  HOSPITAL  INSURANCE  under  Medicare  pays  for  the  costs  of  all  covered 
services,  with  certain  exceptions.  These  are  the  exceptions  for  this  bill: 


RECORD  OF  ADDITIONAL  BENEFITS  AVAILABLE 

As  of  the  date  of  this  notice,  your  record  of  inpatient  hospital  and  extended  care  benefits  for  the  spell  of 
illness  involved  and  home  health  benefits  is  as  follows: 


INPATIENT  HOSPITAL  DAYS 

EXTENDED  CARE  FACILITY  DAYS 

HOME  HEALTH  VISITS 

USED  THIS 
BILL 

USED 
TO  DATE 

REMAINING 

USED  THIS 
BILL 

USED 
TO  DATE 

REMAINING 

USED  THIS 
BILL 

USED 
TO  DATE 

REM  Al  Nl  NG 

If  you  have  to  use  HOSPITAL  INSURANCE  services  again,  please  take  this  latest  notice  with  you  and 
show  it,  along  with  your  Health  Insurance  card,  to  the  agency  or  institution  furnishing  the  services. 


Robert  M.  Ball/ 
Commissioner  of  Social  Security 

PLEASE  READ  THE  OTHER  SIDE  OF  THIS  NOTICE  FOR  IMPORTANT  INFORMATION. 


EXHIBIT  3 


Notice  of  Medical  Insurance  Utilization,  SSA-1533A 


DEPARTMENT  OF 
HEALTH,  EDUCATION,  AND  WELFARE 
Social  Security  Administration 

BALTIMORE,  MARYLAND  21235 

NOTICE  OF  MEDICAL  INSURANCE  UTILIZATION 


NAME  AND  ADDRESS  OF  THE  BENEFICIARY 
OR  REPRESENTATIVE  OF  THE  BENEFICIARY 

r  n 

DATE: 

HEALTH  INSURANCE  CLAIM  NUMBER: 

L_  J 

The  bill  for  MEDICAL  INSURANCE  services  described  below  was  recently  submitted  under  your  health 
insurance  claim  number  and  recorded  to  your  account. 


TYPE  OF  SERVICES 

DATES  COVERED  BY  BILL 

NUMBER  OF  HOME  HEALTH 
VISITS  INCLUDED 

FROM 

TO 

Institution  or  agency 
furnishing  services 

Office  which  handled 
your  claim 


Each  year,  as  soon  as  your  covered  medical  expenses  go  over  $50,  your  MEDICAL  INSURANCE  will  pay 
80  percent  of  the  reasonable  costs  or  charges  for  all  additional  covered  services  for  the  rest  of  the  year. 
The  computation  of  MEDICAL  INSURANCE  benefits  for  this  bill  is  shown  below. 


TOTAL  COVERED 
CHARGES 

AMOUNT  TOWARD 
$50  DEDUCTIBLE 

20%  PAYABLE  BY 
BENEFICIARY 

TOTAL  PAYABLE 
BY  BENEFICIARY 

STATUS  OF  MEDICAL  INSURANCE  RECORD 
As  of  the  date  of  this  notice,  the  status  of  your  MEDICAL  INSURANCE  record  is  as  follows: 


9 


Robert  M.  Ball  i 
Commissioner  of  Social  Security 

PLEASE  READ  THE  OTHER  SIDE  OF  THIS  NOTICE  FOR  IMPORTANT  INFORMATION. 
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EXHIBIT  4 


Home  Health  Agency  Report  And  Billing,  SSA-1487  (Admission  Copy) 


DEPARTMENT  OF  HEALTH.  EDUCATION.  AND  WELFARE 

HOME  HEALTH  AGENCY 
REPORT  AND  BILLING 


Form  Approved. 
Budget  Bureau 
No.  72-R736 


PATIENT  S  LAST  NAME 


FIRST  NAME 


2.   HEALTH  INSURANCE  CLAIM  NUMBER 


3.  PATIENT  S  ADDRESS  (Street  number,  City.  State.  Zip  Code) 


4.  DATE  OF  BIRTH 


□     "  □ 


6.   HOME  HEALTH  AGENCY  NAME  AND  ADDRESS 


7.  PROVIDER  NO. 


8.   MEDICAL  RECORD  NO. 


9.   NAME  AND  ADDRESS  OF  ATTENDING  PHYSICIAN 


1  O.   DATE  CARE  STARTED          1  1  .  NAME  AND  ADDRESS  OF  INSTITUTION.  IF  ANY.  CARING  FOR  CONDI- 
TION LATER  REQUIRING  HOME  HEALTH  SERVICES 


13.   DATE  HOME 

HEALTH  PLAN 
ESTABLISHED 


1  4.   PAYMENT  SOURCE  FOR  CHARGES  TO  PATIENT 

SELF  OR  _    I      I     BLUE  CROSS     _    I      I  PUBLIC  AGENC" 

*— I  I    BLUE  SHIELD       I  I  (Give  name) 

■■□     TnTu^NCE  Oru^  □  OTHER,***) 


[— 1  SELF 
1  I  I  FAMI 


s-  PATIENT'S  CERTIFICATION:  AUTHORIZATION  TO  RELEASE  INFORMATION  AND  PAYMENT  REQUEST:  I  certify 
that  the  information  given  by  me  in  applying  for  payment  under  Title  XVIII  of  the  Social  Security  Act  is  correct.  I  authorize  re- 
lease of  all  records  required  to  act  on  this  request.  I  request  that  payment  of  authorized  benefits  be  made  in  my  behalf. 


SIGNATURE  (Patient  or  authorized  representative)  (Signature  by  mark  must  be  witnessed) 


I  6.  DIAGNOSES 


|     |  YES     B.  ["J  NO 


(If  yes,  give  name  and  address 
of  employer.) 


LEAVE  BLANK 


REPORT  OF  ELIGIBILITY 


A.   EFECTIVE  DATE.  HOSPITAL  INSURANCE 

J.  OPEN  ITEM 

B.  EFFECTIVE  DATE.  MEDICAL  INSURANCE 

1  .  INTERMEDIARY 

C.  DATE  OF  START  OF  CARE 

D.   HOSPITAL  INSURANCE  VISITS  AVAILABLE 

E.   MEDICAL  INSURANCE  VISITS  AVAILABLE 

F.  LAST  DISCHARGE  DATE 

2.  PROVIDER 

G.   MEDICAL  PLAN  DEDUCTIBLE 

|    |  MET                    Q   NOT  MET 

H.  OUTPATIENT  PSYCHIATRIC  EXPENSE 

|    |  MET                   Q  NOT  MET 

3.  ADMITTED 

1.  REMARKS 

4.  DISCHARGED 

APPROVED  BY 

DATE 

FORM    SSA-1487    14-66  1 


ADMISSION  COPY 
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^r7^X     DEPARTMENT  OF  HEALTH.    EDUCATION.   AND  WELFARE 

(iSl  "  HOME  HEALTH  AGENCY  REPORT  AND  BILLING 

HOSPITAL  AND  MEDICAL  INSURANCE  BENEFITS — SOCIAL  SECURITY  ACT 


Form  Approved 
Budget  Bureau  No. 
No.  72-R736 


1.  PATIENT'S  LAST  NAME                                                       FIRST  NAME                                           '  Ml 

1  1 
1  1 

2.  HEALTH  INSURANCE  CLAIM  NUMBER 

3.  PATIENT'S  ADDRESS  (Street  number,  City,  State,  Zip  Code) 

4.  DATE  OF  BIRTH                5.  SEX 

I    I      n  -    n  - 

6.  HOME  HEALTH  AGENCY  NAME  AND  ADDRESS 

7.  PROVIDER  NO. 

9.  NAME  AND  ADDRESS  OF  ATTENDING  PHYSICIAN 

8.  MEDICAL  RECORD  NO. 

I  O.   DATE  CARE  STARTED 


1  I.  NAME  AND  ADDRESS  OF  INSTITUTION.  IF  ANY.  CARING  FOR  CONDI- 
TION LATER  REQUIRING  HOME  HEALTH  SERVICES 


12.  VERIFIED  DATES  OF 
STAY  IN  ITEM  1  1 


13.  DATE  HOME 

HEALTH  PLAN 
ESTABLISHED 


1  4.  PAYMENT  SOURCE  FOR  CHARGES  TO  PATIENT 


□ 


SELF  OR 
FAMILY 


|  I  BLUE  CROSS  _  I  1  PUBL 
I  I    BLUE  SHIELD        I  I    (Give  I 


IC  AGENCY 


B-D    ^SU^NCE  ^PULS,Y0ENR  □    OTH  ER  (Explain) 


is.  PATIENT'S  CERTIFICATION:  AUTHORIZATION  TO  RELEASE  INFORMATION  AND  PAYMENT  REQUEST:  I  certify 
that  the  information  given  by  me  in  applying  for  payment  under  Title  XVIII  of  the  Social  Security  Act  is  correct.  I  authorize  re- 
lease of  all  records  required  to  act  on  this  request.  I  request  that  payment  of  authorized  benefits  be  made  in  my  behalf. 


SIGNATURE  (Patient  or  authorized  representative)  (Signature  by  mark  must  be  witnessed) 


1  6.  DIAGNOSES 


EMPLOYMENT 
RELATED 


A-  I  I  YES     B-  I  I  NO      o)  employer.) 


name  and  address 


LEAVE  BLANK 


1  7.  STATEMENT  COVERS  PERIOD 

1  8.  DATE  OF  FIRST  VISIT 

DATE  OF  LAST  VISIT 

1  9-  PATIENT 

I  1  CHARGED       1  1  SERv|CES 

fl  DIED               (-I  VISITS 

1  1  ultu               1  |  EXHAUSTED 

20.  DA 

fE  APPLICABLE  TO 

FROM 

TO 

 j  j  

1 

1  1 

2  1  . 

STATEMENT  OF  SERVICES  RENDERED 

POST-HOSPITAL  PLAN 

MEDICAL  PLAN 

22. 

POST-HOSPITAL  PLAN 

23. 

MEDICAL  PLAN 

PRIMARY  PURPOSE  OF  VISIT 

NO. 
VISITS 

CHARGES 

NO. 
VISITS 

CHARGES 

A.  TOTAL  CHARGES 

A.  VERIFIED  DEDUCTIBLE 

A.  Skilled  Nursing  Care 

$ 

$ 

B.  Physical  Therapy 

B.  REIMBURSEMENT 
RATE 

B.  VERIFIED  COINSURANCE 

C.  Speech  Therapy 

D.  Occupational  Therapy 

E.  Medical  Social  Services 

C.  REIMBURSEMENT  AMT. 
A  TIMES  B 

C.  TOTAL  CHARGES 

F.  Home  Health  Aide 

G.  Other  Visits  (Specify) 

D.  REIMBURSEMENT  RATE 

H.  Total  No.  of  Units  of  Service 

j 

I.  Charge  per  unit  of  Service  $ 

~~H  

E.  C  TIMES  D 

J.  TOTALS 

$ 

$ 

F.  E  LESS  A 

K.  Other  (Specify) 

G.  REIMBURSEMENT  AMT. 
80%  OF  F 

H.  REFUND  TO  PATIENT 

L.  TOTAL  CHARGES 

•$ 

$ 

M.  AMOUNT  PAID  BY  PATIENT 

$ 

1.  NET  AMOUNT  TO 
AGENCY.  G  LESS  H 

I  certify  that  required  physician's  certification  and  recertifications  are  on  file. 

SIGNATURE  OF  HOME  HEALTH  AGENCY  REPRESENTATIVE 

DATE  FORWARDED 

APPROVED  BY 

DATE  APPROVED 

FORM   SSA-1487  14-66) 


CHAPTER  IV 


HOME  HEALTH  AGENCY  BILLING  PROCEDURES 


400.  INTERVIEWING  THE  PATIENT  ABOUT 
HIS  DEDUCTIBLE  STATUS 

If  it  is  apparent  that  the  home  health  services  will  be 
charged  to  supplementary  medical  insurance  rather 
than  to  hospital  insurance,  i.e.,  there  was  no  prior  hos- 
pital or  extended  care  facility  stay,  or  the  plan  was  not 
established  within  14  days  of  discharge,  the  home  health 
agency  will  want  to  discuss  the  patient's  deductible 
status  with  him  or  his  representative.  ( For  more  de- 
tailed information  about  the  deductible,  see  §  220.1.) 

Before  the  home  health  agency  attempts  to  collect  the 
$50  deductible  or  any  portion  of  it,  it  should  satisfy 
itself  that  the  deductible  has  not  been  met.  This  should 
be  done  by  a  careful  interview  with  the  patient,  or  a 
member  of  his  family  or  other  person  if  he  is  unable 
to  conduct  his  own  affairs,  and  by  reference  to  the  in- 
termediary's reply  to  the  start  of  care  notice. 

The  intermediary's  reply  to  the  start  of  care  notice 
will  indicate  whether  the  deductible  has  been  met  or 
not  met.  However,  if  the  reply  indicates  that  the  de- 
ductible has  not  been  met,  there  will  be  no  indication 
of  the  remaining  expenses  needed  to  satisfy  the  de- 
ductible. The  patient,  in  that  event,  may  have  a  Notice 
of  Hospital  or  Medical  Insurance  Utilization  or  Ex- 
planation of  Benefits  indicating  what  part  of  the  de- 
ductible he  has  met.  If  he  has  such  a  notice,  the  home 
health  agency  may  collect  from  the  patient  the  portion 
of  the  deductible  not  met.  If  the  patient  has  bills  for 
other  expenses  which  could  meet  the  deductible  he 
should  submit  them  promptly  to  the  medical  insurance 
carrier  and  it  will  not  be  necessary  for  the  agency  to 
collect  any  part  of  the  deductible. 

When  the  intermediary  receives  the  agency's  billing, 
it  will  query  the  Social  Security  Administration  central 
record,  and  if  the  deductible  is  not  met,  will  be  given 
the  amount  remaining  to  be  met. 

Any  overpayments  by  the  patient  for  the  deductible, 
discovered  when  the  intermediary  verifies  the  status  of 
the  deductible  with  the  Social  Security  Administration, 
will  be  refunded  to  the  patient  by  the  intermediary  and 
the  agency  payment  adjusted  accordingly. 

If  the  agency  collects  less  than  is  due,  the  inter- 
mediary will  notify  it  of  the  amount  remaining  to  be 
collected  on  the  deductible  after  processing  the  bill. 
400.1  List  of  Authorized  Signatories. — Each 
home  health  agency  should  submit  to  its  intermediary 


a  listing  of  officials  it  has  authorized  to  sign  and  certify 
bills  and  supporting  statements.  The  listing  should  be 
kept  current. 

402.  COMPLETION  OF  BILLING  PORTION 
OF  FORM  SSA-1487  BY  THE  HOME 
HEALTH  AGENCY 

The  lower  section  of  the  report  and  billing  form  is 
designed  as  a  bill  for  services  furnished  to  the  patient. 
You  may  submit  a  billing  on  a  regular  basis  before  the 
allowable  visits  are  exhausted.  However,  you  should 
always  submit  a  billing  when  services  are  terminated, 
visits  are  exhausted,  or  charging  of  visits  is  to  be 
changed  from  posthospital  to  medical,  or  vice  versa. 
Use  a  new  form  to  switch  from  posthospital  plan  visits 
to  medical  plan  visits,  or  vice  versa.  Do  not  report 
posthospital  plan  and  medical  plan  services  on  the  same 
billing  form. 

The  instructions  for  completing  items  1  through  16 
of  the  form  are  contained  in  §  310.1. 

If  you  submit  billings  before  the  patient  is  discharged, 
items  9,  11,  12,  15,  and  16  may  be  omitted  for  second 
and  subsequent  billings  from  your  agency  which  are 
based  on  the  same  physician's  plan. 

Item  17.  Statement  Covers  Period.  Show  the 
beginning  and  ending  dates  of  the  period  covered  by 
this  statement. 

The  beginning  date  will  normally  be  the  date  of  the 
patient's  first  chargeable  visit  under  either  hospital 
insurance  or  medical  insurance.  If  charges  are  being 
made  under  the  medical  plan,  the  beginning  date  should 
be  no  earlier  than  the  patient's  effective  date  of  entitle- 
ment to  medical  insurance  benefits,  even  though  the 
care  may  have  started  before  that  date.  If  reimbursa- 
ble services  are  furnished  which  are  not  charged  as 
visits  and  are  incurred  before  the  first  visit,  the  begin- 
ning date  will  be  the  date  the  services  were  first  fur- 
nishedr 

For  the  ending  date,  show  the  date  of  the  last  visit 
before  death  or  termination  of  services,  or,  in  the  case 
of  interim  billing,  the  last  visit  for  which  current  billing 
is  being  made. 

Item  18.  Dates  of  Visits.  Show  the  dates  of  the 
first  and  last  visits  of  the  billing  period  as  charged  to 
the  posthospital  plan  or  the  medical  plan.  Bear  in 
mind  that  the  posthospital  plan  pays  only  for  100  visits 
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or  less  in  the  year  after  the  patient  is  discharged  from 
a  hospital  or  extended  care  facility,  and  that  under 
medical  insurance  there  is  a  limit  of  100  visits  in  the 
calendar  year. 

Items  19  and  20.  Discharge  Information.  In- 
dicate in  item  19  whether  at  the  end  of  the  billing  pe- 
riod the  patient  was  discharged,  died,  is  still  receiving 
services,  or  his  benefits  were  exhausted.  Show  the  ap- 
plicable date  in  item  20  unless  the  patient  is  still  receiv- 
ing services. 

Item  21.    Statement  of  Services  Rendered. 

Based  on  the  information  you  furnished  on  the  start  of 
care  notice  and  other  information,  the  intermediary 
will  advise  you  on  how  visits  are  to  be  charged.  If  the 
first  billing  is  under  the  posthospital  plan,  continue 
charging  visits  to  the  posthospital  plan  until  the  patient 
is  discharged  or  the  allowable  visits  are  exhausted, 
whichever  occurs  first.  If  the  allowable  visits  under 
the  posthospital  plan  are  used  up  and  the  patient  is  still 
receiving  services,  charge  subsequent  visits  to  the  medi- 
cal plan  if  the  beneficiary  is  entitled  to  medical  insur- 
ance and  has  visits  available  for  the  current  year. 

Any  items  or  services  which  are  covered  as  home 
health  services  under  the  law  and  which  are  furnished 
at  a  hospital,  extended  care  facility,  or  rehabilitation 
center,  but  billed  through  the  home  health  agency 
should  be  shown  on  the  billing  form  as  if  those  items  or 
services  were  furnished  directly  by  the  home  health 
agency  itself. 

Always  show  the  number  of  visits  by  qualified  health 
workers  by  category.  Visits  are  defined  in  §  218.1. 
If  the  specialty  of  the  health  worker  is  not  shown  in 
A  through  F  (e.g.,  intern  or  resident-in-training),  show 
it  in  G.  In  addition,  show  the  charges  for  A  through 
G  if  the  agency  charges  a  separate  fee  for  each  service. 
If  the  agency  charges  a  package  fee  for  all  types  of 
services,  show  the  total  units  (visits,  days,  weeks,  de- 
pending in  how  the  charges  are  made)  in  H  and  charge 
per  unit  of  service  in  I. 

Always  show  the  total  visits  and  the  total  charges  for 
visits  in  J.  Use  K  to  specify  any  additional  charges 
which  are  not  classified  as  visits  and  are  not  included 
in  the  visit  charges,  such  as  medical  supplies  and  equip- 
ment, for  which  a  separate  charge  is  being  made. 
Fully  describe  any  supplies  or  equipment  of  this  nature. 

Show  the  grand  total  of  all  covered  charges  in  L. 

If  the  patient  paid  any  amount  toward  the  deductible 
and/or  coinsurance  before  the  billing  is  submitted  to 
your  intermediary,  enter  the  total  amount  paid  by  him 
or  on  his  behalf  in  M. 

Item  22.  Computing  Reimbursement  Under 
Posthospital  Plan.  The  computation  may  be  made 
by  the  agency  and  reviewed  by  the  intermediary  or 
made  solely  by  the  intermediary. 

Item  A :  Show  the  total  charges  from  item  21-L  made  to 
the  posthospital  plan. 

Item  B:  Show  the  agreed-upon  reimbursement  rate, 


which  will  be  a  percentage  that  the  agency's  charges 
bear  to  costs.    The  percentage  is  determined  by  the  in- 
termediary by  whatever  evidence  is  available. 
Item  C:  Multiply  the  total  charges  by  the  reimburse- 
ment rate. 

Item  23.  Computing  Reimbursement  Under 
the  Medical  Plan.  It  is  suggested  that  the  agency 
not  make  this  computation  except  when  it  knows  that 
the  patient's  $50  deductible  is  already  met. 
Item  A :  Enter  the  amount  of  the  deductible,  if  any,  ap- 
plicable to  this  bill.  This  will  be  done  by  the  inter- 
mediary when  the  deductible  has  not  been  met. 
Item  B:  Subtract  A  from  the  total  medical  plan  charges 
in  21-L  and  multiply  the  difference  by  20  percent. 
This  is  the  coinsurance  amount  for  which  the  patient  is 
responsible. 

Item  C:  Enter  the  total  charges  under  the  medical  plan 
from  line  21-L. 

Item  D:  Enter  the  reimbursement  rate.  It  will  be  the 
same  percentage  that  is  used  for  the  posthospital  plan. 
Item  E:  Multiply  the  total  charges  by  the  reimburse- 
ment rate. 

Item  F:  Subtract  any  applicable  deductible  from  the 
figure  in  E. 

Item  G:  Multiply  the  figure  in  F  by  80  percent. 
Items  H  and  I :  These  should  not  be  used  by  the  agency. 
The  intermediary  will  use  these  items  when  it  is  deter- 
mined that  the  patient  has  overpaid  the  deductible  and 
coinsurance,  and  is  refunding  the  overpayment  to  him. 

Certification  and  Signature  Line.  For  payment 
to  be  made,  an  agency  representative  must  certify  that 
the  required  physician's  certification  and  recertifica- 
tions  are  on  file.  Show  the  date  the  bill  is  forwarded 
to  your  intermediary  (or  to  SSA  if  you  deal  directly). 

403.  DISPOSITION   OF   COPIES   OF  COM- 
PLETED FORMS 

Retain  the  copy  designated  "Home  Health  Agency 
Copy"  and  submit  the  remaining  copies  to  your  inter- 
mediary (or  SSA  in  direct  dealing  situations).  The 
remaining  copies  to  be  submitted  to  the  intermediary 
or  SSA  constitute  the  following: 

1.  The  original  copy  which  is  maintained  in  the 
intermediary's  (orSSA's)  files. 

2.  The  copy  designated  "Social  Security  Administra- 
tion Copy." 

3.  The  copy  designated  "Carrier  Copy."  (This  copy 
is  forwarded  to  the  Part  B  carrier  by  the  Part  A  inter- 
mediary (or  SSA)  and  is  used  for  informational  pur- 
poses for  processing  Part  B  claims.)  One  or  both 
copies  designated  "Admission  Copy"  used  for  notice  of 
start  of  care  purposes  may  or  may  not  be  transmitted  to 
the  intermediary  or  SSA,  depending  upon  individual 
arrangements  provided  for  transmission  of  notice  of 
start  of  care  data.  Where  the  notice  of  admission  cop- 
ies of  the  form  have  not  been  used  for  notice  of  start 
of  care  purposes  they  may  be  discarded. 
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This  is  the  first  revision  to  the  Home  Health  Agency  Manual  to  be  issued  in  this  format.  Revision 
No.  1  was  issued  June  27,  1966;  it  specified  that  the  day  of  discharge  is  not  counted  as  a  day  in 
defining  three-day  hospital  stay  as  a  qualifying  condition  for  Part  A  home  health  services. 

This  revision  makes  the  following  changes. 

Sec.  205. — A  paragraph  has  been  added  indicating  that  the  salaries  of  home  health  agency 
personnel  such  as  psychologists  inhalation  therapists,  and  nutrition  personnel  employed  to  assist  in  the 
overall  operation  of  the  program  are  includable  as  reimbursable  agency  costs.  However,  visits  by  such 
personnel  to  the  patient's  home  are  not  covered  and  do  not  count  against  the  beneficiary's  visit 
limitation. 

Sec.  205.1 A. — The  terms  licensed  practical  nurse  and  licensed  vocational  nurse  may  be  used 
interchangeably. 

Sec.  205.  IB. — This  is  a  new  subsection  explaining  the  coverage  of  student  nurse  services.  The 
last  paragraph  concerning  the  billing  for  student  nurse  services  has  been  included  in  this  revision 
pending  issuance  of  the  forthcoming  revised  Chapter  IV. 

Sec.  205.2D. — The  services  of  aides  to  physical,  speech,  and  occupational  therapists  and  other 
supplementary  personnel  are  covered. 

Sec.  205.6. — The  services  of  hospital  interns  and  residents  to  home  health  beneficiaries  are 
covered  under  Part  B  when  the  intern  or  resident  is  not  under  an  approved  teaching  program. 

Sec.  208.5. — If  an  individual  is  an  inpatient  of  a  hospital  or  extended  care  facility,  he  does  not 
qualify  for  coverage  of  home  health  services  since  these  services  must  generally  be  furnished  in  the 
patient's  residence.  This  section  explains  when  an  institution  may  not  be  considered  the  patient's 
residence. 

Sec.  208.6. — The  coverage  of  services  outside  the  patient's  residence  is  clarified.  The  relationship 
of  his  ability  to  travel  for  such  services  and  the  requirement  that  he  be  essentially  homebound  is 
explained. 


Sec.  210.1. 
Part  A. 


-Explains  the  effect  of  the  spell  of  illness  on  coverage  of  home  health  services  under 


Sec.  210.2. — Explains  the  requirements  which  a  hospital  and  extended  care  facility  must  meet  to 
satisfy  the  prior-stay  requirement.  The  spell  of  illness  and  3-day  hospital  stay  requirement  need  not  be 


Sec.  210.3. — In  determining  whether  the  14-day  requirement  for  plan  establishment  is  met,  the 
day  of  discharge  from  the  inpatient  stay  is  not  counted  in  the  14  days.  Services  furnished  after 
discharge  and  before  the  plan  has  been  reduced  to  writing  are  covered  if  the  plan  is  reduced  to  writing 
within  the  required  14-day  period. 

Sec.  215. — Explains  the  conditions  under  which  a  new  series  of  Part  A  visits  is  established  and 
the  conditions  which  will  reestablish  the  1-year  period  during  which  unused  visits  in  an  existing  series 
may  be  utilized. 


met  by  the  same  hospital  stay. 


Arthur  E.  Hess 
Director,  Bureau  of  Health  Insurance 


Changed  material  is  indicated  in  the  margin  of  a  page  in  the  following  manner: 


Line  on  which  change  begins 


or 


=  Line  on  which  change  ends 


Revision  transmittal  sheets  should  be  filed  at  the  end  of  the  manual  as  a  record  of  receipt. 


Chapter  II 


COVERAGE  OF  HOME  HEALTH  SERVICES 

Section  Page 

Home  health  agency   200  13 

Subdivisions  of  agencies   200.1  13 

Arrangements  by  home  health  agencies   200.2  13 

Rehabilitation  centers    200.3  14 

Covered  home  health  services   205  14 

Nursing  care    205.1  14 

Physical,  speech,  and  occupational  therapy   205.2  15 

Medical  social  services   205.3  16 

Part-time  or  intermittent  services  of  a  home  health  aide   205.4  16 

Medical  supplies  ( except  for  drugs  and  biologicals )   and  the  use  of  medical 

appliances   205.5  16 

Services  of  interns  and  residents-in-training   205.6  16 

Outpatient  services    205.7  16 

Conditions  for  coverage  for  home  health  services  under  both  hospital  and  medical 

insurance    208  16 

Patient  must  be  under  the  care  of  a  physician   208.1  16 

Services  must  be  furnished  by  agency   208.2  17 

Services  must  be  furnished  under  a  plan   208.3  17 

Services  furnished  on  a  visiting  basis   208.4  17 

I    Patient's  place  of  residence   208.5.  17  I 

I  Services  outside  the  patient's  residence   208.6  17a  | 

Special  conditions  for  coverage  of  home  health  services  under  hospital  insurance.  .  .  .  210  17a 

Effect  of  spell  of  illness  on  coverage     210.1  17a~| 

Prior  inpatient  stay   210.2  17a 

Fourteen-day  limit  on  plan  establishment   210.3  17b  j 

Related  illness  or  impairment   210.4  17b 

Transfer  of  patient   210.5  17b 

Special  conditions  for  coverage   of  home   health   services   under  supplementary 

medical  insurance    212  17b 

Noneligibility  under  hospital  insurance   212.1  17b 

Change  to  medical  insurance  home  health  services  on  change  of  residence   212.2  17b 

Duration  of  home  health  services   215  17c 

Duration  of  home  health  services  under  hospital  insurance   215.1  17c 

Duration  of  home  health  services  under  supplementary  medical  insurance   215.2  17c 

Examples  of  duration  of  services  under  hospital  and  medical  insurance   215.3  17c 

Counting  visits  under  the  hospital  and  medical  plans  •  •  •  218  18 

Visit  defined   218.1  18 

Counting  visits   218.2  19 

Deductible  and  coinsurance,  under  supplementary  medical  insurance   220 

Deductible    220.1  19 

Revision  No.  2  11 


Section  Page 


Coinsurance    220.2  19 

Provider-based  physicians'  services   225  19 

Specific  exclusions  from  coverage  as  home  health  services   230  20 

General  exclusions   232  20 

Not  reasonable  and  necessary   232.1  20 

No  legal  obligation  to  pay   232.2  20 

Paid  for  by  a  Government  entity   232.3  20 

Not  provided  within  the  United  States   232.4  21 

Required  as  a  result  of  war   232.5  21 

Personal  comfort  items   232.6  21 

Routine  physical  checkups,  eyeglasses,  or  eye  examinations,  etc   232.7  21 

Orthopedic  shoes  or  other  supportive  devices  for  the  feet   232.8  21 

Custodial  care    232.9  21 

Cosmetic  surgery  or  expenses  incurred  in  connection  with  such  surgery   232.10  21 

Charges  imposed  by  immediate  relatives  of  the  patient  or  members  of  his 

household    232.11  21 

Dental  care   232.12  21 

Workmen's  compensation  payments   232.13  21 

Rendered  at  public  expense   232.14  21 

Federal  provider  of  services     232.15  21 

Patient's  request  for  payment   235  21 

Execution  of  the  request   235.1  22 

Filing  of  the  request   235.2  22 

Certification  and  recertification  by  physicians   240  22 

Content  of  the  physician's  certification   240.1  22 

Method  of  disposition  of  certifications   240.2  22 

Recertification    240.3  22 

Delayed  certification    240.4  23 

Refunds    245  23 

Workmen's  compensation   250  23 

Effect  of  workmen's  compensation  payments  on  spell  of  illness   250.1  23 

General  procedures  in  workmen's  compensation  cases   250.2  23 

Home  health  agency  protest  of  payment  determination   255  23 

Beneficiary  protests  and  appeals  of  payment  determinations   257  24 


12 


Revision  No.  2 


Chapter  II 


COVERAGE  OF  HOME  HEALTH  SERVICES 


200.  HOME  HEALTH  AGENCY 

A  home  health  agency  is  a  public  agency  or  private 
organization,  or  a  subdivision  of  such  an  agency  or 
organization,  which  meets  the  following  requirements: 

A.  It  is  primarily  engaged  in  providing  skilled  nurs- 
ing services  and  other  therapeutic  services,  such  as 
physical,  speech,  or  occupational  therapy,  medical  so- 
cial services,  and  home  health  aide  services.  A  public 
or  voluntary  nonprofit  health  agency  may  qualify  by — 

1.  furnishing  both  skilled  nursing  and  at  least  one 
other  therapeutic  service  directly  to  patients,  or 

2.  furnishing  directly  either  skilled  nursing  serv- 
ices or  at  least  one  other  therapeutic  service  and  hav- 
ing arrangements  with  another  public  or  voluntary 
nonprofit  agency  to  furnish  the  services  which  it  does 
not  provide  directly. 

A  proprietary  agency  can  qualify  only  by  providing 
directly  both  skilled  nursing  services  and  at  least  one 
other  therapeutic  service. 

B.  It  has  policies  established  by  a  professional  group 
associated  with  the  agency  or  organization  (including 
at  least  one  physician  and  at  least  one  registered  pro- 
fessional nurse)  to  govern  the  services,  and  provides 
for  supervision  of  such  services  by  a  physician  or  a 
registered  professional  nurse. 

C.  It  maintains  clinical  records  on  all  patients. 

D.  It  is  licensed  in  accordance  with  State  or  local 
law  or  is  approved  by  the  State  or  local  licensing 
agency  as  meeting  the  licensing  standards  (where  State 
or  local  law  provides  for  the  licensing  of  such  agencies 
or  organizations) . 

E.  It  meets  other  conditions  found  by  the  Secretary 
of  Health,  Education,  and  Welfare  to  be  necessary  for 
health  and  safety. 

A  private  organization  which  is  not  exempt  from 
Federal  income  taxation  under  section  501  of  the  In- 
ternal Revenue  Code  of  1954  (sometimes  referred  to 
as  a  "proprietary"  organization)  must  be  licensed 
pursuant  to  State  law.  If  the  State  has  no  licensing 
law  for  such  organizations,  a  proprietary  agency  can- 
not participate  in  the  health  insurance  program. 


For  services  under  hospital  insurance,  the  term 
"home  health  agency"  does  not  include  any  agency  or 
organization  which  is  primarily  for  the  care  and  treat- 
ment of  mental  disease.  There  is  no  such  restriction 
under  supplementary  medical  insurance. 
200.1  Subdivision  of  Agencies. — When  the  sub- 
division of  an  agency,  such  as  the  home  care  depart- 
ment of  a  hospital  or  the  nursing  division  of  a  health 
department,  wishes  to  participate  as  a  home  health 
agency,  the  subdivision  must  meet  the  conditions  of 
participation  and  must  maintain  records  in  such  a  way 
that  subdivision  activities  and  expenditures  attributa- 
ble to  services  provided  under  the  health  insurance 
program  are  identifiable. 

200.2.  Arrangements  by  Home  Health  Agencies 

A.  Arrangements  made  by  a  home  health  agency 
with  others  to  furnish  items  or  services  must  be  such 
that  receipt  of  payment  by  the  home  health  agency  for 
the  services  (whether  in  its  own  right  or  as  agent)  dis- 
charges the  liability  of  the  beneficiary  or  any  other 
person  to  pay  for  the  services. 

Whether  the  services  and  items  are  furnished  by  the 
home  health  agency  itself  or  by  another  agency  under 
arrangements  made  by  the  home  health  agency,  both 
must  agree  not  to  charge  the  patient  for  covered  serv- 
ices and  items  and  must  also  agree  to  return  money 
incorrectly  collected. 

There  are  3  situations  in  which  a  home  health  agen- 
cy may  have  arrangements  with  another  health  or- 
ganization or  person  to  provide  home  health  services 
to  patients: 

1.  Where  an  agency  or  organization,  in  order  to 
be  approved  to  participate  in  the  program,  makes  ar- 
rangements with  another  agency  or  organization  to 
provide  the  nursing  or  other  therapeutic  services  which 
it  cannot  provide  directly. 

2.  Where  an  agency  or  organization,  which  is 
already  approved  for  participation,  makes  arrange- 
ments with  others  to  provide  services  it  does  not  pro- 
vide. 
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3.  Where  an  agency  or  organization,  which  is 
already  approved  for  participation,  makes  arrange- 
ments with  a  hospital,  extended  care  facility,  or  re- 
habilitation center  for  services  on  an  outpatient  basis 
because  the  services  involve  the  use  of  equipment 
which  cannot  be  made  available  to  the  patient  in  his 
place  of  residence. 

B.  If  an  agency's  subdivision  ( acting  in  its  ca- 
pacity as  a  home  health  agency  )  makes  an  arrange- 
ment with  its  parent  agency  for  the  provision  of  these 
items  and/ or  services  there  need  not  be  a  contract  or 
formal  agreement.  If,  however,  the  arrangement  is 
made  between  the  home  health  agency  and  another 
provider  participating  in  the  health  insurance  program 
(hospital,  extended  care  facility,  or  home  health 
agency),  there  must  be  a  written  statement  regarding 
the  services  to  be  provided  and  the  financial  arrange- 
ments. 

C.  If  the  arrangements  are  with  an  agency  or 
organization  which  is  not  a  qualified  provider  of 

services,  there  must  be  a  written  contract  which  in- 
cludes all  of  the  following: 

1.  A  description  of  the  services  to  be  provided. 

2.  The  duration  of  the  agreement  and  how  fre- 
quently it  is  to  be  reviewed. 

3.  A  description  of  how  personnel  will  be  super- 
vised. 

4.  A  statement  that  the  contracting  organization 
will  provide  its  services  in  accordance  with  the  plan  of 
treatment  established  by  the  patient's  physician  in  con- 
junction with  the  home  health  agency's  staff. 

5.  A  description  of  the  contracting  organization's 
standards  for  personnel,  including  qualifications,  func- 
tions, supervision,  and  inservice  training. 

6.  A  description  of  the  method  of  determining 
reasonable  costs  and  reimbursements  by  the  home 
health  agency  for  the  specific  services  to  be  provided 
by  the  contracting  organization. 

7.  An  assurance  that  the  contracting  organization 
will  comply  with  Title  VI  of  the  Civil  Rights  Act. 

200.3  Rehabilitation  Centers. — When  the  serv- 
ices are  of  such  a  nature  that  they  cannot  be  adminis- 
tered at  the  patient's  residence  and  are  administered  at 
a  rehabilitation  center  which  is  not  participating  in  the 
program  as  a  hospital,  extended  care  facility,  or  home 
health  agency,  the  rehabilitation  center  must  meet  cer- 
tain standards.  The  physical  plant  and  equipment  of 
such  a  rehabilitation  center  must  meet  all  applicable 
State  and  local  legal  requirements  for  construction, 
safety,  health,  and  design,  including  safety,  sanitation 
and  fire  regulations,  building  codes,  and  ordinances. 


205.  COVERED  HOME  HEALTH  SERVICES 

A  patient  may  be  eligible  for  home  health  service 
under  both  hospital  insurance  and  supplementary  med- 
ical insurance.  All  services  furnished  by  a  home  health 
agency,  whether  provided  directly  by  the  home  health 
agency  or  under  arrangements  with  others,  must  be 
furnished  by  or  under  the  supervision  of  qualified 
personnel.  The  salaries  of  home  health  agency  per-  | 
sonnel  employed  to  assist  in  the  overall  operation  of 
the  program,  such  as  psychologists,  inhalation  thera- 
pists, and  nutrition  personnel,  are  includable  in  com- 
puting the  agency's  reimbursable  costs.  However, 
payment  may  not  be  made  for  individual  visits  by 
such  personnel  to  a  beneficiary's  home,  and  if  such  a 
visit  is  made,  it  would  not  count  against  the  benefi- 
ciary's "visit"  limitation.   | 

The  following  sections  discuss  covered  home  health 
services  under  both  programs  when  provided  by  the 
home  health  agency,  or  by  others  under  arrangements 
with  the  home  health  agency. 

205.1     Nursing  care  is  covered  when  provided  on 
a  part-time  or  intermittent  basis. 

A.  Registered  and  Practical  Nurses. — Nursing 
care  is  professional  nursing  service  provided  by  a 
registered  professional  nurse  in  accordance  with  a 
physician's  orders,  or  the  practical  nursing  service 
provided  by  either  a  licensed  practical  or  licensed-! 
vocational  nurse  (these  terms  may  be  used  inter- 
changeably )  working  under  the  supervision  of  a  | 
registered  professional  nurse.  (See  "Conditions  of 
Participation  for  Home  Health  Agencies"  for  qualifi- 
cations required  for  nurses. ) 

B.  Student  Nurses. — If  a  home  health  agency  | 
participating  in  the  training  of  student  nurses  as- 
signs a  student  nurse  to  provide  nursing  services  in  the 
patient's  home,  the  costs  of  her  services  are  reimburs- 
able if  the  following  conditions  are  met: 

1.  The  student  nurse  is  enrolled  in  a  diploma  or 
baccalaureate  degree  program  approved  by  the  Na- 
tional League  for  Nursing  (a  registered  professional 
nurse  receiving  additional  training  is  not  considered  a 
student  nurse )  ;  and 

2.  The  student  nurse's  services  are  "skilled  nurs- 
ing services"  as  defined  in  the  "Conditions  of  Partici- 
pation for  Home  Health  Agencies"  except  when  the 
lack  of  a  license  limits  her  activities;  and 

3.  Her  services  are  performed  under  the  super- 
vision of  a  registered  professional  nurse  who  is  either 
an  employee  of  the  home  health  agency  or  the  school 
of  nursing  in  which  the  student  is  enrolled.  The 
supervising  nurse  need  not  accompany  the  student  on 
each  visit.    (See  §  218.2  for  counting  of  visits  when 
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the  supervisor  accompanies  the  student  on  a  visit.) 

The  number  of  visits  by  and  charges  for  services  of 
an  unaccompanied  student  nurse  should  be  entered  in 
item  21  (G)  of  Form  SSA-1487  (Home  Health  Agency 
Report  and  Billing ) .  The  visits  should  be  designated 
as  "Student  Nurse."  When  a  registered  nurse  who  is 
an  employee  of  the  home  health  agency  accompanies 
the  student  to  observe  her,  the  visit  should  be  counted 
as  a  student  visit  and  entered  in  item  21(G).  If,  how- 
ever, the  purpose  of  the  visit  is  for  the  student  to 
observe  the  registered  nurse,  the  visit  and  charge 
should  be  entered  in  item  21(A). 

C.  Part-Time  or  Intermittent  Care. — Part-time 
or  intermittent  nursing  care  is  usually  service  for  a 
few  hours  a  day  several  times  a  week.  Occasionally, 
service  for  a  full  day  may  be  provided  for  a  short 
period  when,  because  of  unusual  circumstances, 
neither  the  alternative  of  part-time  care  nor  hospital- 
ization is  feasible. 

205.2  Physical,  Speech,  and  Occupational 
Therapy. — Physical,  speech,  and  occupational  ther- 
apy furnished  by  the  home  health  agency  is  covered 
when  provided  in  accordance  with  a  physician's 
orders  and  by  or  under  the  supervision  of  a  qualified 
therapist. 

A.  Physical  Therapy 

Physical  therapy  is  service  provided  in  accordance 
with  a  physician's  orders  by  or  under  the  supervision 
of  a  qualified  physical  therapist. 

A  qualified  physical  therapist  is  licensed  or  regis- 
tered by  the  State  when  licensure  laws  are  applicable, 
and  meets  the  following  criteria: 

1.  Graduation  from  a  physical  therapy  curricu- 
lum approved  by  the  American  Physical  Therapy 
Association  from  1928  to  1936,  or  by  the  Council  on 
Medical  Education  and  Hospitals  of  the  American 
Medical  Association  from  1936  to  1960,  or  by  the 
Council  on  Medical  Education  of  the  American  Medi- 
cal Association  in  collaboration  with  the  American 
Physical  Therapy  Association  since  1960;  or 

2.  Membership  in  the  American  Physical  Therapy 
Association  or  registration  by  the  American  Registry 
of  Physical  Therapists ;  or 

3.  If  the  physical  therapist  was  trained  outside 
the  United  States : 

a.  Graduation  since  1928  from  a  physical  therapy 
curriculum  approved  in  the  country  in  which  the  curri- 
culum was  located,  and  the  curriculum  must  have  been 
in  a  country  in  which  there  is  a  member  organization 
of  the  World  Confederation  for  Physical  Therapy ;  and 


b.  Membership  in  a  member  organization  of  the 
World  Confederation  for  Physical  Therapy;  and 

c.  Completion  of  1  year's  experience  under  the 
supervision  of  an  active  member  of  the  American 
Physical  Therapy  Association;  and 

d.  Successful  completion  of  a  qualifying  examina- 
tion as  prescribed  by  the  American  Physical  Therapy 
Association. 

An  individual  who  graduated  from  any  school  be- 
fore its  physical  therapy  curriculum  was  approved  by 
the  appropriate  organization  mentioned  in  1.  above  is 
not  a  qualified  physical  therapist  unless,  of  course,  he 
is  a  member  of  the  American  Physical  Therapy  Asso- 
ciation or  is  registered  by  the  American  Registry  of 
Physical  Therapists. 

B.  Speech  Therapy 

Speech  therapy,  that  is  service  in  speech  pathology 
or  audiology,  is  service  provided  in  accordance  with  a 
physician's  orders  and  furnished  by  or  under  the 
supervision  of  a  qualified  speech  therapist. 

A  qualified  speech  therapist  is  one  certified  by  the 
American  Speech  and  Hearing  Association,  or  who  has 
completed  the  academic  requirements  and  is  in  the 
process  of  accumulating  the  necessary  supervised  work 
experience  required  for  such  certification.  (The  term 
"speech  therapist"  includes  a  speech  pathologist.) 

C.  Occupational  Therapy 

Occupational  therapy  is  service  given  in  accordance 
with  a  physician's  orders  and  by  or  under  the  super- 
vision of  a  qualified  occupational  therapist. 

A  qualified  occupational  therapist  is  one  registered 
by  the  American  Occupational  Therapy  Association  or 
is  a  graduate  of  a  program  in  such  therapy  approved 
by  the  Council  on  Medical  Education  of  the  American 
Medical  Association  in  collaboration  with  the  Amer- 
ican Occupational  Therapy  Association,  and  is  en- 
gaged in  the  required  supervised  clinical  experience 
period  prerequisite  to  the  registration  by  the  American 
Occupational  Therapy  Association. 

An  occupational  therapy  assistant  is  one  who  works 
under  the  supervision  of  a  qualified  occupational 
therapist  and  has  successfully  completed  a  training 
course  approved  by  the  American  Occupational 
Therapy  Association,  and  is  certified  by  that  body  as 
a  certified  occupational  therapy  assistant. 

D.  Aides  to  Physical,  Speech,  and  Occupation- 
al Therapists  and  Other  Supplementary  Person- 
nel. The  cost  of  the  services  of  aides  and  other  per- 
sonnel providing  supplementary  services  is  covered 
when  such  an  aide  or  other  person  is  trained  and 
supervised  by  appropriate  professional  personnel.  _ 
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205.3  Medical  Social  Services. — These  services 
must  be  under  the  direction  of  a  physician  and  must 
be  given  by  or  under  the  supervision  of  a  qualified 
medical  or  psychiatric  social  worker. 

A  qualified  medical  or  psychiatric  social  worker 
is  a  graduate  of  a  school  of  social  work  accredited  by 
the  Council  on  Social  Work  Education,  and  has  had 
social  work  experience  in  a  hospital,  outpatient  clinic, 
medical  rehabilitation,  or  medical  care  program. 

A  social  work  assistant  is  one  who  works  under  the 
supervision  of  a  qualified  medical  or  psychiatric  social 
worker,  and  has  a  baccalaureate  degree,  and  has  re- 
ceived or  is  receiving  on-the-job  training  in  medical 
social  service  tasks  and  assignments  from  the  agency. 

205.4  Part-Time  or  Intermittent  Services  of  a 
Home  Health  Aide. — The  services  of  a  home  health 
aide  are  directed  toward  the  personal  care  of  a  patient 
and  are  given  in  accordance  with  physician's  orders 
and  under  the  supervision  of  a  registered  professional 
nurse,  or,  if  appropriate,  a  physical,  speech,  or  occupa- 
tional therapist.  The  assignment  of  a  home  health 
aide  to  a  particular  case  must  be  made  in  accordance 
with  a  plan  of  treatment.  The  specific  personal  care 
services  to  be  provided  by  the  home  health  aide  must 
be  determined  by  a  registered  professional  nurse,  and 
not  by  the  home  health  aide. 

The  duties  performed  are  essentially  personal  health 
care  for  the  patient,  i.e.,  helping  the  patient  to  bathe, 
get  in  and  out  of  bed  and  exercise,  retraining  the  pa- 
tient in  the  necessary  household  skills,  assisting  him 
with  medications  that  ordinarily  are  self-administered 
and  which  have  been  specifically  ordered  by  a  physi- 
cian, and  performing  incidental  household  services 
which  are  essential  to  the  patient's  health  care  at  home 
and  necessary  to  prevent  or  postpone  institutionaliza- 
tion. The  discussion  of  "part-time  or  intermittent" 
services  in  §  205.1  above  is  also  applicable  to  home 
health  aides. 

205.5  Medical  Supplies  (Except  for  Drugs  and 
Biologicals)  and  the  Use  of  Medical  Appliances. 

— Medical  supplies  are  items  which  are  essential  to 
enable  the  home  health  agency  to  carry  out  effectively 
in  the  home  the  kinds  of  care  which  the  physician  has 
ordered.  Medical  supplies  include  (but  are  not  limited 
to)  gauze,  cotton,  adhesive  bandage,  surgical  dress- 
ings, catheters,  surgical  gloves,  rubbing  alcohol, 
irrigating  solutions,  intravenous  fluids,  and  oxygen. 

Medical  appliances  are  items  owned  or  rented  by 
the  home  health  agency  and  loaned  to  the  patient  to 
facilitate  his  treatment  and  rehabilitation.  They  in- 
clude, but  are  not  limited  to,  such  items  as  bedpans, 


wheelchairs,  crutches,  hospital  beds,  trapeze  bars,  oxy- 
gen tents,  intermittent  positive  pressure  machines,  and 
air  pressure  mattresses. 

Drugs  and  biologicals  are  excluded  from  coverage 
as  items  or  services  administered  by  home  health  agen- 
cies, under  either  hospital  insurance  or  medical  insur- 
ance. They  may,  in  certain  cases,  be  covered  under 
medical  insurance,  when  administered  by  a  physician 
as  a  part  of  his  professional  services  and  are  not 
capable  of  being  self-administered. 

205.6  Services  of  Interns  and  Residents. — 
Home  health  services  include  the  medical  services  of 
interns  and  residents-in-training  under  an  approved 
hospital  teaching  program  (if  the  agency  has  an  affili- 
ation with  or  is  under  common  control  of  a  hospital 
providing  such  medical  services).  "Approved"  means 
approved  by  the  Council  on  Medical  Education  of  the 
American  Medical  Association,  or  in  the  case  of  an 
osteopathic  hospital,  the  Committee  on  Hospitals  of 
the  Bureau  of  Professional  Education  of  the  American 
Osteopathic  Association,  and,  in  the  case  of  an  intern 
or  resident-in-training  in  the  field  of  dentistry,  ap- 
proved by  the  Council  on  Dental  Education  of  the 
American  Dental  Association.  Reimbursement  is 
provided  under  Part  B  for  the  services  other  hospital 
interns  and  residents  furnish  to  beneficiaries  receiving 
home  health  services. 

205.7  Outpatient  Services. — Outpatient  services 
include  any  of  the  items  or  services  described  above 
which  are  provided  under  arrangements  on  an  out- 
patient basis  at  a  hospital,  extended  care  facility,  re- 
habilitation center,  or  outpatient  department  affiliated 
with  a  medical  school,  and  (1)  which  require  equip- 
ment not  readily  available  at  the  patient's  place  of  resi- 
dence or  (2)  which  are  furnished  while  he  is  at  the 
facility  to  receive  the  services  described  in  (1).  The 
hospital,  extended  care  facility,  or  outpatient  depart- 
ment affiliated  with  a  medical  school  must  all  be  quali- 
fied providers  of  services.  However,  there  are  special 
provisions  for  the  use  of  the  facilities  of  rehabilitation 
centers  ( see  §  200.3 ) .  The  cost  of  transporting  an 
individual  to  a  facility  cannot  be  reimbursed. 

208.  CONDITIONS  FOR  COVERAGE  FOR 
HOME  HEALTH  SERVICES  UNDER 
BOTH  HOSPITAL  AND  MEDICAL  IN- 
SURANCE 

208.1  Patient  Must  Be  Under  Care  Of  A  Physi- 
cian.— Items  and  services  must  be  furnished  to  an  in- 
dividual who  is  under  the  care  of  a  physician.  This 
physician  may  be  the  patient's  private  physician;  or,  a 
physician  on  the  staff  of  the  home  health  agency;  or 
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a  physician  working  under  an  arrangement  with  the 
institution  which  is  the  patient's  residence;  or  if  the 
agency  is  hospital-based,  a  physician  on  the  hospital  or 
agency  staff.  The  attending  physician  establishes  the 
plan  of  treatment  and  also  certifies  to  the  necessity  for 
home  health  services. 

208.2  Services  Must  Be  Furnished  By  Agency. 

— Items  and  services  must  be  furnished  by  a  partici- 
pating home  health  agency  or  by  others  under  arrange- 
ments made  by  the  agency.  (See  §  200.2  for  definition 
of  "under  arrangements.") 

208.3  Services  Must  Be  Furnished  Under  A 

Plan. — Items  and  services  must  be  furnished  under  a 
plan  established  and  periodically  reviewed  by  a  physi- 
cian and  which  relates  the  items  and  services  to  the 
patient's  condition.  A  plan  must  be  reduced  to  writing 
by  the  physician  and  be  made  available  to  the  home 
health  agency  which  has  accepted  the  patient  as  a 
client.  (See  §  210.3  for  coverage  of  Part  A  services 
rendered  before  the  plan  is  reduced  to  writing.)  Part 
B  home  health  services  furnished  before  the  plan  is 
reduced  to  writing  are  covered  if  authorized  by  a 
physician.  However,  the  plan  must  have  been  reduced 
to  writing  prior  to  the  submission  of  the  bill.  The  plan 
must  specify  the  types  of  services  required  and  should, 
as  far  as  possible,  provide  a  long-range  forecast  of 
likely  changes  in  the  patient's  condition.  It  should 
include  diagnosis,  when  and  what  nursing  services  are 
needed,  drugs  and  medications  to  be  used,  diet,  activ- 
ity permitted,  rehabilitation,  therapy  needed,  medical 
social  services  needed,  home  health  aide  services 
needed,  and  supplies  and  appliances  needed. 

The  plan  must  be  signed  by  the  attending  physician 
and  incorporated  into  the  agency's  permanent  record 
for  the  patient.  Any  changes  must  be  made  in  writing 
and  signed  by  the  physician  or  by  a  registered  pro- 
fessional nurse  on  the  staff  of  the  agency  pursuant  to 
the  physician's  oral  orders.  All  changes  in  orders  for 
dangerous  drugs  and  narcotics  must  be  signed  by  the 
physician. 

The  plan  must  be  reviewed  by  the  attending  physi- 
cian, in  consultation  with  agency  professional  person- 
nel, at  such  intervals  as  the  severity  of  the  patient's 
illness  requires  but  at  least  every  2  months.  Each  re- 
view of  a  patient's  plan  should  contain  the  initials  of 
the  physician  and  show  the  date  performed.  The 
agency's  record  need  not  be  forwarded  to  the  inter- 
mediary for  review  but  will  be  retained  in  the  agency's 
file. 

When  an  individual  has  coverage  under  both  Part 
A  and  Part  B,  home  health  plans  under  both  parts 
should  not  operate  concurrently.  For  example,  a  plan 


of  treatment  is  established  after  hospitalization  for  a 
condition  for  which  the  patient  was  hospitalized,  and 
the  patient  later  requires  home  health  services  for  a 
condition  unrelated  to  the  previous  hospitalization  but 
while  the  original  plan  of  treatment  is  still  in  effect. 
The  original  plan  of  treatment  should  be  modified  to 
take  into  account  the  required  home  health  services  for 
the  condition  not  related  to  previous  hospitalization. 
Otherwise,  there  would  be  administrative  difficulties 
in  counting  home  health  visits,  particularly  if  two 
home  health  agencies  become  involved.  Of  course,  if 
the  patient  does  not  have  Part  B  coverage,  the  original 
plan  of  treatment  cannot  be  modified  to  provide  home 
health  services  not  related  to  prior  hospitalization. 

When  benefits  under  hospital  insurance  have  been 
exhausted  and  a  change  to  benefits  under  medical  in- 
surance is  made,  it  is  not  necessary  for  the  physician  to 
change  the  plan  of  treatment. 

208.4  Services  Furnished  On  a  Visiting  Basis. 

— Items  and  services  must  be  furnished  on  a  visiting 
basis  in  the  place  of  residence  used  as  the  individual's 
home  (see  §  208.5).  There  must  be  a  medical  judg- 
ment that  the  patient  must  be  confined  for  health 
reasons,  and  requires  home  health  services  on  a  part- 
time  or  intermittent  visiting  basis,  even  though  the 
patient  may  be  ambulatory  to  some  extent  and  may  on 
occasion  be  able  to  leave  his  place  of  residence  with 
or  without  aid. 

208.5  Patient's  Place  of  Residence. — A  patient's 
residence  is  wherever  he  makes  his  home.  This  may  be 
his  own  dwelling,  an  apartment,  a  relative's  home,  a 
home  for  the  aged,  or  some  other  type  of  institution. 
However,  an  institution  may  not  be  considered  a  pa- 
tient's residence  if  it: 

(a)  Meets  at  least  the  basic  requirement  in  the 
definition  of  a  hospital  (§  112.1),  i.e.,  it  is  primarily 
engaged  in  providing  by  or  under  the  supervision  of 
physicians,  to  inpatients,  diagnostic  and  therapeutic 
services  for  medical  diagnosis,  treatment,  and  care  of 
injured,  disabled,  or  sick  persons,  or  rehabilitation 
services  for  the  rehabilitation  of  injured,  disabled,  or 
sick  persons,  or 

(b)  Meets  at  least  the  basic  requirement  in  the 
definition  of  an  extended  care  facility  (§112.2),  i.e., 
it  is  primarily  engaged  in  providing  to  inpatients 
skilled  nursing  care  and  related  services  for  patients 
who  require  medical  or  nursing  care,  or  rehabilitation 
services  for  the  rehabilitation  of  injured,  disabled,  or 
sick  persons.  If  a  patient  is  transferred  from  a  par- 
ticipating extended  care  facility  to  a  nonparticipating 
part  of  the  facility  which  he  uses  as  his  home,  the  part  
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will  not  be  considered  the  patient's  residence  if  it 
meets  this  requirement. 

Thus,  if  an  individual  is  a  patient  in  an  institution 
or  distinct  part  of  an  institution  which  provides  the 
services  described  in  (a)  or  (b)  above,  he  is  not  en- 
titled to  have  payment  made  for  home  health  services 
under  either  Part  A  or  Part  B  since  such  an  institution 
may  not  be  considered  his  residence. 

When  a  patient  remains  in  a  participating  extended 
care  facility  following  his  discharge  from  active  care, 
the  facility  may  not  be  considered  his  residence  for 
purposes  of  home  health  coverage. 
208.6  Services  Outside  the  Patient's  Residence. 
— If  the  services  cannot  be  provided  at  the  patient's 
residence  because  equipment  is  required  which  cannot 
be  made  available  in  the  patient's  home,  they  may  be 
provided  only  at  a  hospital,  extended  care  facility,  an 
outpatient  department  affiliated  with  a  medical  school, 
or  a  rehabilitation  center  (see  200.2A3  and  205.7). 
However,  even  in  these  situations  the  patient  must 
be  essentially  homebound  and  able  to  manage  only 
an  occasional  trip  to  a  facility  which  furnishes  services 
requiring  equipment  not  readily  available  in  the  home. 
The  patient's  condition  must  be  such  as  to  prevent  him 
from  regularly  making  the  effort  which  traveling  from 
his  place  of  residence  to  the  appropriate  facility  in- 
volves, that  is,  leaving  his  home  for  this  purpose  more 
often  than  once  a  week.  The  ability  to  make  this  trip 
more  frequently  would  strongly  indicate  that  the  pa- 
tient no  longer  meets  the  eligibility  requirements  for 
 home  health  services. 

210.  SPECIAL  CONDITIONS  FOR  COVER- 
AGE OF  HOME  HEALTH  SERVICES 
UNDER  HOSPITAL  INSURANCE 

In  addition  to  the  conditions  listed  in  §  208,  the 
following  conditions  must  be  met  for  coverage  under 
hospital  insurance. 

210.1  Effect  of  Spell  of  Illness  on  Coverage. — 

Hospital  insurance  coverage  extends  only  to  that  num- 
ber of  home  health  visits  (100  or  less)  as  are  fur- 
nished after  the  beginning  of  one  spell  of  illness  and 
before  the  beginning  of  the  next.  It  is  not  necessary 
that  the  patient  still  be  in  his  spell  of  illness  at  the 
time  the  plan  is  established  or  visits  begin.  (See 
§  112.3  for  definition  of  spell  of  illness  and  the  types 
of  institutions  in  which  inpatient  services  will  begin  a 
spell  of  illness.) 

210.2  Prior  Inpatient  Stay. — In  addition  to  the 
spell  of  illness  requirement,  the  law  further  specifies 
that  a  patient  is  entitled  to  these  home  health  visits 
under  hospital  insurance  in  the  year  following  his 
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discharge  from  a  covered  stay  of  any  duration  in  an 
extended  care  facility  or  from  a  stay  of  at  least  3 
consecutive  days  in:  (1)  a  participating  hospital,  or 
(2)  a  nonparticipating  hospital  which  meets  all  of  the 
conditions  of  participation  except  for  the  utilization 
review  and  health  and  safety  requirements  (§  112.1). 
In  determining  whether  the  3-day  period  of  hospital- 
ization has  been  met,  the  day  of  admission,  but  not 
the  day  of  discharge,  is  counted  as  a  hospital  in- 
patient day. 

The  discharge  from  the  hospital  which  is  required 
to  qualify  home  health  services  for  payment  under 
hospital  insurance  must  have  occurred  after  June  30, 
1966,  and  in  or  after  the  month  in  which  the  patient 
attained  age  65.  Since  the  extended  care  facility  dis- 
charge must  be  from  a  covered  stay,  it  must  have 
occurred  after  December  31,  1966.  There  must  be  an 
actual  discharge  of  the  patient  from  the  hospital  or 
extended  care  facility  to  his  residence.  See  §  208.5 
for  conditions  under  which  an  institution  may  not  be 
considered  the  patient's  residence. 

Note:  It  is  not  necessary  that  the  spell  of  ill- 
ness and  the  3-day  stay  requirements  be  met 
by  the  same  hospital  stay.  The  stay  of  3  con- 
secutive days  can  occur  any  time  before  the 
next  spell  of  illness  begins. 

The  following  is  an  example  of  the  interrelationship 
of  the  spell  of  illness  and  prior  inpatient  stay  require- 
ments for  coverage  for  a  series  of  home  health  visits 
under  hospital  insurance: 

X  is  admitted  to  a  qualified  hospital  for  inpatient 
hospital  services  on  November  1,  1966,  and  is  dis- 
charged on  November  2,  1966,  thereby  beginning  a 
spell  of  illness.  X  has  no  further  illness  until  January 
8,  1968.  Thus,  his  spell  of  illness  ended  January  1, 

1967,  the  end  of  the  60-day  period  after  his  hospital 
discharge  on  November  2,  1966.   On  January  8, 

1968,  he  is  admitted  for  nonemergency  services  to  a 
hospital  which  is  not  participating  in  the  program 
but  which  meets  all  conditions  of  participation  other 
than  the  utilization  review  and  health  and  safety 
requirements.  This  stay  did  not  start  a  new  spell  of 
illness.  On  January  13,  1968,  he  is  discharged  to 
his  home,  and  on  January  20,  1968,  his  physician 
established  a  home  health  plan  for  him.  Since  the 
patient  had  a  spell  of  illness  which  commenced  on 
November  1,  1966,  (even  though  it  had  ended),  and 
has  had  a  3-day  stay  in  a  hospital,  X  is  entitled  to 
100  home  health  visits  in  the  year  following  his 
discharge  on  January  13,  1968,  unless  a  new  spell  of 
illness  begins  before  he  uses  all  of  his  100  visits. 
See  additional  examples  in  $  215.3. 
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210.3  Fourteen-Day  Limit  on  Plan  Establish- 
ment.— The  plan  for  home  health  services  (  §  208.3 ) 
must  be  established  within  14  days  after  the  patient's 
discharge  from  the  qualifying  prior  inpatient  stay.  In 
determining  the  14-day  period,  the  day  of  discharge 
is  not  counted  in  the  14  days.  For  example,  a  pa- 
tient's plan  is  established  within  14  days  if  he  was 
discharged  from  a  hospital  on  August  1  and  his  plan 
was  established  on  August  15. 

In  some  cases  services  are  furnished  after  discharge 
from  the  hospital  or  extended  care  facility  and  before 
the  plan  has  been  reduced  to  writing.  Payment  under 
Part  A  may  be  made  for  such  services  if  authorized  by 
a  physician,  provided  the  plan  is  reduced  to  writing 
jvithin  14  days  of  the  patient's  discharge. 

210.4  Related  Illness  or  Impairment. — In  order 
for  home  health  services  to  be  covered  under  hospital 
insurance,  a  doctor  must  certify  that  the  patient  needs 
intermittent  nursing  care  or  physical  or  speech  therapy 
for  any  condition  for  which  he  was  receiving  inpatient 
hospital  or  extended  care  services. 

210.5  Transfer  of  Patient. — If  it  becomes  neces- 
sary for  the  patient  to  transfer  to  a  different  physician 
or  home  health  agency  (in  a  different  locality)  after 
the  timely  establishment  of  the  required  physician's 
plan,  the  original  plan  may  be  continued  in  the  new 
locality  if: 

A.  There  is  a  referral  by  the  patient's  physician 
in  the  old  locality  of  both  the  patient  and  the  plan  to  a 
physician  in  the  new  locality. 

B.  The  patient's  physician  in  the  new  locality  accepts 
the  original  plan  of  treatment  and  assumes  the  respon- 
sibility of  conducting  the  required  periodic  reviews  of 
the  plan.  The  plan  could  be  modified  from  time  to 
time  as  determined  necessary  by  the  patient's  physi- 
cian in  the  new  locality. 

C.  A  participating  home  health  agency  in  the  new 
locality  accepts  the  patient. 

The  number  of  posthospital  home  health  visits  al- 
ready used  in  the  old  locality  in  the  (applicable)  year 
would  be  taken  into  account  in  determining  when  the 
limit  of  100  visits  under  the  hospital  plan  is  reached. 

Example:  A  health  insurance  beneficiary  has  re- 
ceived 40  home  health  visits  under  Part  A  when  it  is 
decided  that  his  overall  recovery  would  be  hastened  if 
he  moved  to  a  relative's  home  in  a  city  100  miles  away. 
However,  the  physician  who  established  and  is  review- 
ing his  home  health  plan  recommends  that  the  physical 
therapy  treatments  he  has  been  receiving  be  continued. 
A  physician  in  the  distant  city  concurs  and  agrees  to 


take  responsibility  for  continuance  of  the  plan.  When 
the  patient  moves,  the  plan  is  submitted  to  a  home 
health  agency  in  that  city  and  services  continue  as  be- 
fore. The  patient  is  entitled  to  the  remaining  60  home 
health  visits  in  the  applicable  year  under  Part  A  at  his 
new  residence. 

212.  SPECIAL  CONDITIONS  FOR  COVERAGE 
OF  HOME  HEALTH  SERVICES  UNDER 
SUPPLEMENTARY  MEDICAL  INSUR- 
ANCE 

212.1  Non-Eligibility  under  Hospital  Insur- 
ance.— For  home  health  services  to  be  covered  under 
supplementary  medical  insurance,  the  patient  must  be 
currently  enrolled  in  the  medical  insurance  plan  and 
where  the  home  health  services  to  be  provided  are 
covered  under  hospital  insurance,  not  be  eligible  to 
receive  such  services  under  hospital  insurance.  Where 
a  patient  is  eligible  for  home  health  services  which  are 
covered  under  both  programs,  the  services  are  charge- 
able under  hospital  insurance.  When  the  benefits  pay- 
able under  hospital  insurance  are  exhausted,  he  may 
then  utilize  the  benefits  available  under  the  supple- 
mentary medical  insurance  program.  A  plan  covering 
services  under  the  medical  insurance  program  must  be 
established  by  the  physician,  and  must  be  reduced  to 
writing  before  the  agency  bills  for  the  services. 

Prior  inpatient  care  in  a  hospital  or  extended  care 
facility  is  not  required  for  coverage  of  home  health 
services  under  the  supplementary  medical  insurance 
plan. 

212.2  Change  to  Medical  Insurance  Home 
Health  Services  on  Change  of  Residence. — A 

patient  who  changes  residence  before  exhausting  his 
100  home  health  visits  under  hospital  insurance  can 
receive  further  home  health  services  only  under  the 
medical  insurance  program  if  there  is  no  further  eligi- 
bility for  home  health  services  under  the  hospital  in- 
surance plan.  This  might  occur,  for  example,  in  the 
following  situations: 

A.  The  physician  in  the  old  locality  terminates  the 
posthospital  home  health  plan,  or 

B.  There  is  no  physician  in  the  new  locality  who 
agrees  to  accept  both  the  patient  and  the  plan,  e.g.,  the 
new  physician  wants  to  establish  an  entirely  new  plan. 

For  coverage  under  medical  insurance  in  these  cir- 
cumstances, the  new  physician  must  establish  a  new 
plan. 

See  section  210.5  for  conditions  under  which  home 
health  services  under  hospital  insurance  may  continue 
in  the  new  locality. 
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215.   DURATION  OF  HOME  HEALTH  SERV- 
ICES 

~ 215.1  Duration  of  Home  Health  Services 
Under  Hospital  Insurance. — Under  hospital  insur- 
ance the  patient  is  entitled  to  up  to  100  visits  in  the  1- 
year  period  after  the  most  recent  discharge  from  a 
qualifying  inpatient  stay  (§210.2)  and  before  a  new 
spell  of  illness  begins  (§210.1 ) . 

If  before  a  series  of  home  health  visits  is  completed, 
a  patient  receives  inpatient  services  which  start  a  new 
spell  of  illness,  the  series  of  visits  is  terminated.  Both 
the  "prior  inpatient  stay"  (§  210.2)  and  "timely 
establishment  of  plan"  (  §  210.3)  requirements  must  be 
met  in  the  new  spell  of  illness  to  provide  coverage  for 
a  new  series  of  home  health  visits. 

If,  during  the  same  spell  of  illness,  the  home  health 
patient  returns  to  a  hospital  or  extended  care  facility 
for  a  stay  which  meets  the  prior-stay  requirement,  a 
new  one-year  period  for  his  Part  A  visits  is  established 
dating  from  his  latest  discharge.  The  total  number  of 
visits  available  before  the  next  spell  of  illness  begins 
|  remains  unchanged. 

In  rare  cases  a  home  health  patient  may  return  to  a 
hospital  for  a  stay  which  satisfies  the  prior-stay  re- 
quirement but  does  not  begin  a  new  spell  of  illness, 
i.e.,  a  3-day  noncovered  stay  in  a  nonparticipating 
hospital  which  meets  all  the  conditions  of  participation 
except  for  the  utilization  review  and  health  and  safety 
requirements  (see  §  112.1).  In  this  situation  a  new 
one-year  period  begins  with  the  discharge  and  the 
number  of  visits  remains  unchanged. 

The  end  of  the  year  for  hospital  insurance  purposes 
is  determined  as  follows: 

Count  365  days  ( 366  when  February  29  is  includ- 
ed)  beginning  with  the  later  of  the  following: 

a.  The  date  of  discharge  after  June  30,  1966,  from 
a  3-day  stay  in  any  hospital,  or 

b.  The  date  of  discharge  after  December  31,  1966, 
from  an  extended  care  facility  stay  for  which  post- 
hospital  extended  care  benefits  were  payable  on  the 
patient's  behalf. 

215.2  Duration  of  Home  Health  Services  Un- 
der Supplementary  Medical  Insurance. — 

Under  supplementary  medical  insurance  a  pa- 
tient is  entitled  to  100  visits  in  a  calendar  year.  En- 
titlement to  visits  under  supplementary  medical  insur- 
ance is  related  to  the  calendar  year  and  is  unaffected 
by  the  patient's  spell (s)  of  illness.  If  entitled  to  serv- 
ices under  both  hospital  insurance  and  supplementary 
medical  insurance,  the  visits  must  first  be  charged 
against  the  hospital  insurance. 
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The  end  of  the  year  under  medical  insurance  is  De- 
cember 31. 

215.3  Examples  of  Duration  of  Services  Under 
Hospital  and  Medical  Insurance. — 

Example  1 :  Jones  is  hospitalized  on  February  10 
and  discharged  on  March  15,  1967;  he  has  no  other 
hospital  or  extended  care  facility  stay  in  1967  or  1968. 
He  has  100  home  health  visits  beginning  the  latter  part 
of  March  and  ending  on  February  20,  1968.  All  100 
visits  are  paid  for  under  hospital  insurance  since 
the  1-year  period  runs  from  March  15,  1967,  the  date 
of  the  hospital  discharge,  to  March  14,  1968.  Although 
Jones'  spell  of  illness  ended  on  May  14,  1967,  60  days 
after  the  hospital  discharge,  home  health  eligibility  was 
unaffected  since  a  new  spell  of  illness  did  not  begin 
subsequently. 

Example  2:  Robinson  was  an  inpatient  in  a  hos- 
pital four  times  during  the  same  spell  of  illness,  i.e., 
there  was  no  period  of  60  consecutive  days  during 
which  he  was  not  hospitalized.  He  was  discharged 
from  the  hospital,  which  meets  the  requirements  to 
qualify  subsequent  home  health  services  for  payment 
under  hospital  insurance,  on  March  15,  1967,  May  14, 
1967,  July  13,  1967,  and  September  10,  1967.  Each 
hospital  stay  was  for  at  least  3  consecutive  days  except 
the  last  one.  He  had  home  health  visits  beginning  with 
May  23,  1967,  based  on  a  plan  established  after  his 
hospital  discharge  of  May  14.  The  1-year  period  for 
home  health  services  under  hospital  insurance  be- 
gan May  14,  1967,  the  date  of  his  most  recent  dis- 
charge ( in  relation  to  the  first  home  health  visit  in  the 
spell  of  illness)  from  a  hospital  after  a  stay  of  3  days; 
it  can  end  no  later  than  July  13,  1968,  1  year  after  the 
latest  discharge  from  a  hospital  stay  of  at  least  3 
consecutive  days.  Thus,  in  some  situations,  the  "1-year 
period"  during  which  an  individual  may  have  up  to 
100  home  health  visits  may  in  fact  exceed  a  year  over- 
all. 

Example  3:  Smith  is  hospitalized  on  February  10 
and  discharged  on  March  15.  He  reenters  the  hos- 
pital on  July  4.  He  had  30  home  health  visits  between 
March  15  and  July  4.  Since  he  had  been  out  of  the 
hospital  for  more  than  60  days  after  his  discharge  on 
March  15,  a  new  spell  of  illness  began  on  July  4,  when 
he  reentered  the  hospital.  Therefore,  he  is  not  entitled 
to  any  additional  home  health  visits  under  hospital 
insurance  based  on  his  February-March  hospital 
stay.  However,  an  additional  100  home  health  visits 
under  hospital  insurance  may  begin  based  on  his 
hospitalization  beginning  July  4,  if  he  is  confined  for 
at  least  3  days.  If  it  is  for  less  than  3  days,  he  will  not 
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qualify  for  home  health  visits  under  hospital  insurance 
in  the  new  spell  of  illness.  However,  if  he  is  enrolled  in 
the  supplementary  medical  insurance  program  he  is 
entitled  to  an  additional  100  visits  under  Part  B 
through  December  31,  subject  to  the  deductible  pro- 
visions. 

Example  4:  Brown  is  discharged  from  a  hospital 
on  February  15,  1967,  after  a  3-day  stay.  He  begins 
receiving  home  health  visits  on  February  18,  1967. 
He  has  until  February  14,  1968,  to  use  his  100  visits 
under  hospital  insurance.  In  July,  however,  he 
receives  his  100th  visit,  exhausting  the  number  of 
visits  to  which  he  is  entitled  under  hospital  insurance. 
Coverage  of  his  home  health  visits  may  continue  un- 
broken, if  he  is  enrolled  under  supplementary  medical 
insurance.  In  that  event,  he  may  receive  an  additional 


100  visits  under  medical  insurance  through  Decem- 
ber. In  January  1968,  he  becomes  entitled  to  an 
additional  100  visits  under  supplementary  medical  in- 
surance for  the  calendar  year  of  1968. 

218.   COUNTING  VISITS  UNDER  THE  HOS- 
PITAL AND  MEDICAL  PLANS 

The  number  of  visits  are  counted  in  the  same  man- 
ner under  both  the  hospital  plan  and  medical  plan. 

218.1  Visit  Denned. — A  visit  is  a  personal  contact 
in  the  place  of  residence  of  a  patient  made  for  the  pur- 
pose of  providing  a  covered  service  by  a  health  worker 
on  the  staff  of  the  home  health  agency  or  by  others 
under  contract  or  arrangement  with  the  home  health 
agency;  or  a  visit  by  a  patient  on  an  outpatient  basis 
to  a  hospital,  extended  care  facility,  or  rehabilitation 

(Continued  on  page  19) 
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Sec.  205. IB. -This  revision  removes  the  distinction  in  billing  for  student  nurse  visits  and  other 
skilled  nursing  visits.  Student  nurse  visits  will  now  be  billed  under  21A  of  the  Home  Health  Agency 
Report  and  Billing. 


Thomas  M.  Tierney,  Director 
Bureau  of  Health  Insurance 

Changed  material  is  indicated  in  the  margin  of  a  page  in  the  following  manner: 
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Revision  transmittal  sheets  should  be  filed  at  the  end  of  the  manual  as  a  record  of  receipt. 


the  supervisor  accompanies  the  student  on  a  visit.) 

The  number  of  visits  by  and  charges  for  services  of 
a  student  nurse  should  be  entered  in  item  21(A)  of 
Form  SSA-1487    ( Home  Health  Agency  Report  and 
|_Billing). 


C.  Part-Time  or  Intermittent  Care. — Part-time 
or  intermittent  nursing  care  is  usually  service  for  a 
few  hours  a  day  several  times  a  week.  Occasionally, 
service  for  a  full  day  may  be  provided  for  a  short 
period  when,  because  of  unusual  circumstances, 
neither  the  alternative  of  part-time  care  nor  hospital- 
ization is  feasible. 

205.2  Physical,  Speech,  and  Occupational 
Therapy. — Physical,  speech,  and  occupational  ther- 
apy furnished  by  the  home  health  agency  is  covered 
when  provided  in  accordance  with  a  physician's 
orders  and  by  or  under  the  supervision  of  a  qualified 
therapist. 

A.  Physical  Therapy 

Physical  therapy  is  service  provided  in  accordance 
with  a  physician's  orders  by  or  under  the  supervision 
of  a  qualified  physical  therapist. 

A  qualified  physical  therapist  is  licensed  or  regis- 
tered by  the  State  when  licensure  laws  are  applicable, 
and  meets  the  following  criteria: 

1.  Graduation  from  a  physical  therapy  curricu- 
lum approved  by  the  American  Physical  Therapy 
Association  from  1928  to  1936,  or  by  the  Council  on 
Medical  Education  and  Hospitals  of  the  American 
Medical  Association  from  1936  to  1960,  or  by  the 
Council  on  Medical  Education  of  the  American  Medi- 
cal Association  in  collaboration  with  the  American 
Physical  Therapy  Association  since  1960;  or 

2.  Membership  in  the  American  Physical  Therapy 
Association  or  registration  by  the  American  Registry 
of  Physical  Therapists;  or 

3.  If  the  physical  therapist  was  trained  outside 
the  United  States: 

a.  Graduation  since  1928  from  a  physical  therapy 
curriculum  approved  in  the  country  in  which  the  curri- 
culum was  located,  and  the  curriculum  must  have  been 
in  a  country  in  which  there  is  a  member  organization 
of  the  World  Confederation  for  Physical  Therapy;  and 


b.  Membership  in  a  member  organization  of  the 
World  Confederation  for  Physical  Therapy;  and 

c.  Completion  of  1  year's  experience  under  the 
supervision  of  an  active  member  of  the  American 
Physical  Therapy  Association;  and 

d.  Successful  completion  of  a  qualifying  examina- 
tion as  prescribed  by  the  American  Physical  Therapy 
Association. 

An  individual  who  graduated  from  any  school  be- 
fore its  physical  therapy  curriculum  was  approved  by 
the  appropriate  organization  mentioned  in  1.  above  is 
not  a  qualified  physical  therapist  unless,  of  course,  he 
is  a  member  of  the  American  Physical  Therapy  Asso- 
ciation or  is  registered  by  the  American  Registry  of 
Physical  Therapists. 

B.  Speech  Therapy 

Speech  therapy,  that  is  service  in  speech  pathology 
or  audiology,  is  service  provided  in  accordance  with  a 
physician's  orders  and  furnished  by  or  under  the 
supervision  of  a  qualified  speech  therapist. 

A  qualified  speech  therapist  is  one  certified  by  the 
American  Speech  and  Hearing  Association,  or  who  has 
completed  the  academic  requirements  and  is  in  the 
process  of  accumulating  the  necessary  supervised  work 
experience  required  for  such  certification.  (The  term 
"speech  therapist"  includes  a  speech  pathologist.) 

C.  Occupational  Therapy 

Occupational  therapy  is  service  given  in  accordance 
with  a  physician's  orders  and  by  or  under  the  super- 
vision of  a  qualified  occupational  therapist. 

A  qualified  occupational  therapist  is  one  registered 
by  the  American  Occupational  Therapy  Association  or 
is  a  graduate  of  a  program  in  such  therapy  approved 
by  the  Council  on  Medical  Education  of  the  American 
Medical  Association  in  collaboration  with  the  Amer- 
ican Occupational  Therapy  Association,  and  is  en- 
gaged in  the  required  supervised  clinical  experience 
period  prerequisite  to  the  registration  by  the  American 
Occupational  Therapy  Association. 

An  occupational  therapy  assistant  is  one  who  works 
under  the  supervision  of  a  qualified  occupational 
therapist  and  has  successfully  completed  a  training 
course  approved  by  the  American  Occupational 
Therapy  Association,  and  is  certified  by  that  body  as 
a  certified  occupational  therapy  assistant. 

D.  Aides  to  Physical,  Speech,  and  Occupation- 
al Therapists  and  Other  Supplementary  Person- 
nel. The  cost  of  the  services  of  aides  and  other  per- 
sonnel providing  supplementary  services  is  covered 
when  such  an  aide  or  other  person  is  trained  and 
supervised  by  appropriate  professional  personnel. 
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205.3  Medical  Social  Services. — These  services 
must  be  under  the  direction  of  a  physician  and  must 
be  given  by  or  under  the  supervision  of  a  qualified 
medical  or  psychiatric  social  worker. 

A  qualified  medical  or  psychiatric  social  worker 
is  a  graduate  of  a  school  of  social  work  accredited  by 
the  Council  on  Social  Work  Education,  and  has  had 
social  work  experience  in  a  hospital,  outpatient  clinic, 
medical  rehabilitation,  or  medical  care  program. 

A  social  work  assistant  is  one  who  works  under  the 
supervision  of  a  qualified  medical  or  psychiatric  social 
worker,  and  has  a  baccalaureate  degree,  and  has  re- 
ceived or  is  receiving  on-the-job  training  in  medical 
social  service  tasks  and  assignments  from  the  agency. 

205.4  Part-Time  or  Intermittent  Services  of  a 
Home  Health  Aide. — The  services  of  a  home  health 
aide  are  directed  toward  the  personal  care  of  a  patient 
and  are  given  in  accordance  with  physician's  orders 
and  under  the  supervision  of  a  registered  professional 
nurse,  or,  if  appropriate,  a  physical,  speech,  or  occupa- 
tional therapist.  The  assignment  of  a  home  health 
aide  to  a  particular  case  must  be  made  in  accordance 
with  a  plan  of  treatment.  The  specific  personal  care 
services  to  be  provided  by  the  home  health  aide  must 
be  determined  by  a  registered  professional  nurse,  and 
not  by  the  home  health  aide. 

The  duties  performed  are  essentially  personal  health 
care  for  the  patient,  i.e.,  helping  the  patient  to  bathe, 
get  in  and  out  of  bed  and  exercise,  retraining  the  pa- 
tient in  the  necessary  household  skills,  assisting  him 
with  medications  that  ordinarily  are  self-administered 
and  which  have  been  specifically  ordered  by  a  physi- 
cian, and  performing  incidental  household  services 
which  are  essential  to  the  patient's  health  care  at  home 
and  necessary  to  prevent  or  postpone  institutionaliza- 
tion. The  discussion  of  "part-time  or  intermittent" 
services  in  §  205.1  above  is  also  applicable  to  home 
health  aides. 

205.5  Medical  Supplies  (Except  for  Drugs  and 
Biologicals)  and  the  Use  of  Medical  Appliances. 

— Medical  supplies  are  items  which  are  essential  to 
enable  the  home  health  agency  to  carry  out  effectively 
in  the  home  the  kinds  of  care  which  the  physician  has 
ordered.  Medical  supplies  include  (but  are  not  limited 
to)  gauze,  cotton,  adhesive  bandage,  surgical  dress- 
ings, catheters,  surgical  gloves,  rubbing  alcohol, 
irrigating  solutions,  intravenous  fluids,  and  oxygen. 

Medical  appliances  are  items  owned  or  rented  by 
the  home  health  agency  and  loaned  to  the  patient  to 
facilitate  his  treatment  and  rehabilitation.  They  in- 
clude, but  are  not  limited  to,  such  items  as  bedpans, 


wheelchairs,  crutches,  hospital  beds,  trapeze  bars,  oxy- 
gen tents,  intermittent  positive  pressure  machines,  and 
air  pressure  mattresses. 

Drugs  and  biologicals  are  excluded  from  coverage 
as  items  or  services  administered  by  home  health  agen- 
cies, under  either  hospital  insurance  or  medical  insur- 
ance. They  may,  in  certain  cases,  be  covered  under 
medical  insurance,  when  administered  by  a  physician 
as  a  part  of  his  professional  services  and  are  not 
capable  of  being  self-administered. 

205.6  Services  of  Interns  and  Residents. — 
Home  health  services  include  the  medical  services  of 
interns  and  residents-in-training  under  an  approved 
hospital  teaching  program  (if  the  agency  has  an  affili- 
ation with  or  is  under  common  control  of  a  hospital 
providing  such  medical  services).  "Approved"  means 
approved  by  the  Council  on  Medical  Education  of  the 
American  Medical  Association,  or  in  the  case  of  an 
osteopathic  hospital,  the  Committee  on  Hospitals  of 
the  Bureau  of  Professional  Education  of  the  American 
Osteopathic  Association,  and,  in  the  case  of  an  intern 
or  resident-in-training  in  the  field  of  dentistry,  ap- 
proved by  the  Council  on  Dental  Education  of  the 
American  Dental  Association.  Reimbursement  is 
provided  under  Part  B  for  the  services  other  hospital 
interns  and  residents  furnish  to  beneficiaries  receiving 
home  health  services. 

205.7  Outpatient  Services. — Outpatient  services 
include  any  of  the  items  or  services  described  above 
which  are  provided  under  arrangements  on  an  out- 
patient basis  at  a  hospital,  extended  care  facility,  re- 
habilitation center,  or  outpatient  department  affiliated 
with  a  medical  school,  and  (1)  which  require  equip- 
ment not  readily  available  at  the  patient's  place  of  resi- 
dence or  (2)  which  are  furnished  while  he  is  at  the 
facility  to  receive  the  services  described  in  (1).  The 
hospital,  extended  care  facility,  or  outpatient  depart- 
ment affiliated  with  a  medical  school  must  all  be  quali- 
fied providers  of  services.  However,  there  are  special 
provisions  for  the  use  of  the  facilities  of  rehabilitation 
centers  (see  §  200.3).  The  cost  of  transporting  an 
individual  to  a  facility  cannot  be  reimbursed. 

208.  CONDITIONS  FOR  COVERAGE  FOR 
HOME  HEALTH  SERVICES  UNDER 
BOTH  HOSPITAL  AND  MEDICAL  IN- 
SURANCE 

208.1  Patient  Must  Be  Under  Care  Of  A  Physi- 
cian.— Items  and  services  must  be  furnished  to  an  in- 
dividual who  is  under  the  care  of  a  physician.  This 
physician  may  be  the  patient's  private  physician;  or,  a 
physician  on  the  staff  of  the  home  health  agency;  or 
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This  transmittal  revises  several  sections  in  chapters  I  and  II  and  completely  revises  and  reorganizes 
chapters  III  and  IV.  Because  of  the  great  number  of  additions  or  changes,  it  should  be  reviewed  carefully. 
The  most  significant  substantive  changes  are  highlighted  below. 

Sec.  112.3. — Now  indicates  that  the  60-day  period  for  ending  a  spell  of  illness  is  counted  by  begin- 
ning with  the  day  of  last  discharge  from  a  hospital  or  extended  care  facility.  This  is  a  change  of  position. 

Sec.  205.1. — The  statement  on  billing  for  a  student  nurse  has  been  moved  to  §  405,  Item  21A-G. 

Sec.  205.2. — The  statements  on  the  qualifications  of  therapists  and  medical  social  workers  have  been 
removed.  These  are  relevant  to  HHA  participation  rather  than  to  coverage  of  home  health  services. 

Sec.  205.4. — The  description  of  incidental  household  services  which  may  be  performed  by  a  home 
health  aide  has  been  expanded. 

Sec.  208.3. — Spells  out  more  thoroughly  what  is  needed  in  a  home  health  plan  of  treatment,  including 
a  description  of  the  patient's  functional  limitation. 

Sec.  208.4. — Combines  information  previously  in  this  section  and  in  §  208.6.  Expands  on  what  is 
meant  by  "confined  to  home." 

Sec.  210.2. — Revised  to  show  the  requirements  that  psychiatric  and  tuberculosis  hospitals  must  meet 
to  satisfy  the  3-day  prior  stay  requirement  for  Part  A  home  health  coverage.  Examples  of  the  interrela- 
tionship between  spell  of  illness  and  prior  stay  requirements  have  been  expanded. 

Sec.  215.3. — Examples  now  reflect  the  change  of  position  in  section  112.3. 

Sec.  304. — This  is  a  new  section  which  discusses  the  Certificate  of  Social  Insurance  Award  and  the 
Temporary  Notice  of  Eligibility  as  additional  means  of  identifying  the  patient's  health  insurance  entitlement 
status. 

Sec.  322. — This  new  section  identifies  those  situations  that  require  a  start  of  care  notice. 

Sec.  323. — This  new  section  identifies  those  situations  that  do  not  require  a  start  of  care  notice. 

Sec.  325. — The  information  in  this  section  was  previously  located  in  section  310.1.  Now  includes 
additional  information  on  completing  the  start  of  care  entries. 

Sec.  399. — Exhibit  1  has  been  updated  to  illustrate  additional  Health  Insurance  Numbers.  Exhibit  2 
now  shows  the  latest  version  of  Form  SSA-1533,  Your  Record  of  Hospital  Insurance  Benefits  Used  Under 
Medicare.  Exhibits  5  and  6  have  been  added  to  show  the  Certificate  of  Social  Insurance  Award  and  the 
Temporary  Notice  of  Eligibility. 

Sec.  400.1. — Deleted.  List  of  authorized  signatories  no  longer  required. 

Sec.  401. — This  new  section  on  general  billing  information  covers  when  bills  should  be  submitted. 


Sec.  405. — Following  are  some  of  the  significant  changes  in  instructions  for  completing  items  on 
Form  SSA-1487. 

The  items  that  must  be  completed  on  subsequent  billings  have  been  clarified. 

Items  11  and  12.  Inpatient  admissions  that  occur  after  start  of  care  are  to  be  shown. 

Item  13.  The  "date  home  health  plan  established"  entry  will  not  change  unless  a  new 
series  of 
Part  A  visits  starts. 

Item  15.  The  patient's  request  for  payment  may  be  obtained  on  the  agency's  own  record. 
Item  18.  This  item  no  longer  needs  to  be  completed. 

Item  19.  Provides  guides  for  checking  the  "Discharged"  and  "Visits  Exhausted"  blocks. 
Item  20.  Tells  when  item  must  be  completed. 

Item  21.  Breaks  out  the  lettered  subsections  and  gives  instructions  for  completing  each.  Makes 
provision  for  identifying  outpatient  visit  information. 
Sec.  410. — Billing  procedures  when  patient  transfers  from  Part  A  to  Part  B. 
Sec.  411. — Billing  procedures  when  patient  transfers  from  Part  B  to  Part  A. 
Sec.  412. — Describes  the  effect  on  billing  when  a  new  spell  of  illness  begins. 

Sec.  413. — Describes  billing  procedures  if  more  than  one  agency  is  rendering  services  at  the  same 

time. 

Sec.  415. — Describes  billing  procedures  when  patient  transfers  to  another  agency  but  the  same  plan 
of  treatment  is  continued. 

Sec.  420. — Describes  billing  procedures  for  rental  of  durable  medical  equipment.  Since  rental  of 
equipment  is  only  covered  if  no  plan  of  treatment  is  in  effect,  special  procedures  must  be  followed  in 
billing. 

Sec.  425. — Describes  billing  procedures  when  home  health  services  are  suspended  or  terminated  and 
then  reinstated. 

Sec.  430. — Explains  how  and  when  a  billing  form  must  be  submitted  if  no  payment  will  be  made. 
Sec.  440. — The  agency  should  not  include  in  a  Part  B  billing  a  period  that  overlaps  2  calendar  years. 
Sec.  445. — Provides  the  procedure  for  submitting  corrected  bills. 

Sec.  450. — Provides  examples  of  billing  forms  completed  to  reflect  many  different  situations. 

Thomas  M.  Tierney,  Director 

Bureau  of  Health  Insurance 

Changed  material  is  indicated  in  the  margin  of  a  page  in  the  following  manner: 
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Chapter  IV  is  revised  so  extensively  that  no  brackets  have  been  entered  to  indicate  changed  material.  The 
entire  chapter  should  be  reviewed. 


surance  and  also  under  supplementary  medical  insur- 
ance. (For  a  complete  discussion  of  these  services, 
see  chapter  II.) 

112.  HOSPITAL  INSURANCE  DEFINITIONS 
RELATING  TO  PART  A  HOME  HEALTH 
SERVICES 

112.1  Hospital. — A  hospital  is  an  institution 
which — 

A.  is  primarily  engaged  in  providing,  by  or  under 
the  supervision  of  physicians,  to  inpatients — 

1.  diagnostic  and  therapeutic  services  for  medical 
diagnosis,  treatment,  and  care  of  injured,  disabled,  or 
sick  persons,  or 

2.  rehabilitation  services  for  the  rehabilitation  of 
injured,  disabled,  or  sick  persons. 

B.  maintains  clinical  records  on  all  patients; 

C.  has  bylaws  in  effect  concerning  its  staff  of 
physicians; 

D.  has  a  requirement  that  every  patient  must  be 
under  the  care  of  a  physician ; 

E.  provides  24-hour  nursing  service  by  or  supervised 
by  a  registered  professional  nurse  and  has  a  licensed 
practical  nurse  or  registered  professional  nurse  on  duty 
at  all  times; 

F.  has  in  effect  a  hospital  utilization  review  plan; 

G.  is  licensed  or  is  approved  by  the  State  or  local 
licensing  agency  as  meeting  the  standards  established 
for  such  licensing;  and 

H.  meets  other  health  and  safety  requirements  of  the 
Secretary  of  the  Department  of  Health,  Education,  and 
Welfare.  (These  additional  requirements  may  not  be 
higher  than  comparable  ones  prescribed  for  accredita- 
tion by  the  Joint  Commission  on  Accreditation  of  Hos- 
pitals with  certain  exceptions  specified  in  the  law.) 

I.  is  not  primarily  for  the  care  and  treatment  of 
mental  diseases  or  tuberculosis. 

112.2  Extended  Care  Facility. — An  extended 
care  facility  is  one  which  provides  skilled  nursing  care 
and  related  services  for  patients  who  require  medical 
or  nursing  care;  or  rehabilitation  services  for  injured, 
disabled,  or  sick  persons.  It  may  be  either  a  separate 
institution  (such  as  a  nursing  home)  or  a  part  of  an 
institution  (such  as  a  convalescent  wing  of  a  hospital ), 
licensed  or  approved  for  licensing  under  State  or  local 
law,  and  meet  the  health  and  safety  conditions  pre- 
scribed by  the  Secretary  of  the  Department  of  Health, 
Education,  and  Welfare.  The  extended  care  facility 
must  have  a  written  transfer  agreement  with  one  or 
more  participating  hospitals  providing  for  the  transfer 
of  patients  between  the  hospital  and  the  facility  and  for 
the  interchange  of  medical  and  other  information.  If 
an  otherwise  qualified  facility  has  failed  in  an  attempt, 
in  good  faith,  to  enter  into  such  an  agreement,  the 
agreement  requirement  may  be  waived  by  the  State 
agency.  A  facility  primarily  for  the  care  and  treat- 
ment of  mental  disease  or  tuberculosis  may  not  qualify 

Revision  No.  4 
10/67 


as  a  participating  extended  care  facility  in  the  health 
insurance  program. 

Qualified  facilities  must  enter  into  the  required  agree- 
ment with  the  Secretary  to  participate  as  providers  of 
services  in  the  health  insurance  program. 

A  patient  can  meet  the  prior  stay  requirement  for 
"posthospital"  home  health  services  (see  chapter  II) 
by  a  covered  stay  in  a  participating  extended  care 
facility.  See  §  110.3  for  the  conditions  of  a  covered 
stay. 

112.3  Spell  of  Illness  Defined. — A  spell  of  illness 
is  a  period  of  consecutive  days  that  begins  with  the  first 
day  (not  included  in  a  previous  spell  of  illness)  on 
which  a  patient  is  furnished  inpatient  hospital  or  ex- 
tended care  services  by  a  qualified  provider  in  a  month 
for  which  the  patient  is  entitled  to  hospital  insurance 
benefits.  A  qualified  hospital  ( including  a  psychiatric 
or  tuberculosis  hospital )  or  extended  care  facility  is 
one  that  has  been  certified  as  meeting  all  the  require- 
ments of  the  definition  of  such  an  institution.  A  hos- 
pital which  meets  the  requirements  in  the  definition  of 
a  hospital  except  for  F  and  H  in  §  112.1  is  also  a  quali- 
fied hospital  for  purposes  of  beginning  a  spell  of  illness 
when  such  hospital  furnishes  the  patient  covered 
inpatient  emergency  services.  Thus,  generally,  the 
spell  of  illness  begins  when  covered  inpatient 
services  are  initially  furnished  to  an  entitled 
individual. 

The  spell  of  illness  ends  with  the  close  of  a  period 
of  60  consecutive  days  during  which  the  patient  was 
neither  an  inpatient  of  a  hospital  nor  an  inpatient  of  an 
extended  care  facility.  In  determining  the  60-consecu-  ~ 1 
tive-day  period,  the  day  of  discharge  should  be  counted.  _| 
It  is  important  to  note  that  for  purposes  of  con- 
tinuing a  spell  of  illness,  the  hospital  or  extended 
care  facility  in  which  the  stay  occurs  need  not 
meet  all  of  the  requirements  that  are  necessary 
for  starting  a  spell  of  illness. 

Inpatient  services  will  prolong  the  beneficiary's  spell 
of  illness  if  the  hospital  is  primarily  engaged  in  pro- 
viding, by  or  under  the  supervision  of  physician (s) , 
to  inpatients  (1)  diagnostic  and  therapeutic  services 
for  medical  diagnosis,  treatment,  and  care  of  injured, 
disabled,  or  sick  persons,  or  rehabilitation  services  for 
injured,  disabled,  or  sick  persons;  or  (2)  psychiatric 
services  for  the  diagnosis  and  treatment  of  mentally  ill 
persons;  or  (3)  medical  services  for  the  diagnosis  and 
treatment  of  tuberculosis. 

Similarly,  inpatient  services  in  an  extended  care 
facility  will  prolong  a  beneficiary's  spell  of  illness  if  the 
facility  (including  one  primarily  for  the  care  and 
treatment  of  mental  diseases  or  tuberculosis)  meets  at 
least  the  requirement  that  it  is  primarily  engaged  in. 
providing  to  inpatients  skilled  nursing  care  and  related 
services  for  patients  who  require  medical  or  nursing 
care,  or  rehabilitation  services  for  injured,  disabled,  or 
sick  persons. 
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An  individual  may  be  discharged  from  and  re- 
admitted to  a  hospital  or  extended  care  facility  several 
times  during  a  spell  of  illness  and  still  be  in  the  same 
spell  if  60  days  have  not  elapsed  between  discharge  and 
readmission.  The  stay  need  not  be  for  related  physical 
or  mental  conditions. 

As  long  as  a  person  continues  to  be  entitled  to  hos- 
pital insurance,  there  is  no  limit  to  the  number  of  spells 
of  illness  he  may  have. 

Example  1:  X  was  born  August  9,  1902.  On 
July  28,  1967,  X  entered  a  participating  general  hos- 
pital. After  he  had  been  in  the  hospital  for  2  weeks  X 
was  discharged  on  August  11,  1967.  On  his  doctor's 
orders  X  entered  a  participating  nursing  home  on  Au- 
gust 15,  1967,  and  remained  there  until  his  discharge  on 
October  27,  1967.   He  had  no  further  inpatient  stays  in 

1967.  X's  spell  of  illness  began  on  August  1,  1967, 
the  first  day  of  the  month  he  attained  age  65  and  was 
entitled  to  hospital  insurance.  The  spell  of  illness 
ended  December  25,  1967,  the  end  of  the  60-day  period 
beginning  with  the  day  of  last  discharge. 

Example  2:  Y,  over  age  65,  entered  a  participating 
general  hospital  on  July  28,  1968,  for  treatment  of  a 
heart  condition.    He  was  discharged  on  August  11, 

1968.  On  August  20,  1968,  Y  entered  a  nonpartici- 
pating  nursing  home,  which  provided  primarily 
skilled  nursing  care  and  related  services.  Y  remained 
in  this  facility  until  his  discharge  on  October  27,  1968. 
On  December  25,  1968,  Y  was  again  admitted  to  a 
participating  hospital  because  of  injuries  suffered  in  an 
accident.  He  was  discharged  on  January  13,  1969,  and 
had  no  further  inpatient  stays  in  1969.  Y's  spell  of  ill- 
ness began  on  July  28,  1968.  His  stay  in  the  nursing 
home  began  less  than  60  days  after  his  hospital  dis- 
charge and  the  spell  was  continued  even  though  the 
stay  was  not  covered.  The  subsequent  hospital  stay  be- 
gan less  than  60  days  after  the  nursing  home  discharge 
and  continued  the  spell  of  illness  although  the  condi- 
tion treated  was  unrelated  to  his  prior  stays.  The  spell 
ended  on  March  13,  1969,  the  end  of  the  60-day  period 
beginning  with  the  day  of  last  discharge. 

115.  SUPPLEMENTARY  MEDICAL  INSUR- 
ANCE— A  BRIEF  DESCRIPTION 
115.1  Benefits. — The  voluntary  medical  insurance 
plan  is  designed  to  supplement  the  basic  hospital  in- 
surance coverage.  It  provides  coverage  effective  July 
1,  1966,  for  (a)  home  health  services  (a  full  discussion 
of  the  coverage  under  this  phase  of  the  program  is  con- 
tained in  chapter  II),  and  (b)  medical  and  other  health 
services. 

Medical  and  other  health  services  include: 
A.  Physicians'  services  (see  definition  of  "physi- 
cian" below)  including  surgery,  consultation,  and  home, 
office,  and  institutional  calls. 

Regardless  of  the  actual  expenses  for  physician  serv- 


ices incurred  in  the  treatment  of  mental,  psychoneu- 
rotic, or  personality  disorders  of  persons  who  are  not 
inpatients  of  hospitals,  the  amount  of  such  expenses 
that  can  be  counted  in  a  calendar  year  is  limited  to  the 
lesser  of  $312.50  or  62.5  percent  of  the  actual  expenses. 

Physician  means  a  doctor  of  medicine  or  oste- 
opathy (including  osteopathic  practitioner)  legally  au- 
thorized to  practice  by  a  State  in  which  he  performs  the 
function.  A  doctor  of  dental  surgery  or  dental  medi- 
cine having  State  authorization  to  practice  is  also 
defined  as  a  physician  but  only  with  respect  to  surgery 
related  to  the  jaw  or  any  structure  contiguous  to  the 
jaw,  or  the  reduction  of  any  fracture  of  the  jaw  or  any 
facial  bone.  The  services  performed  by  physicians 
within  these  definitions  are  subject  to  any  limitations 
imposed  by  the  State  on  the  scope  of  practice. 

B.  Services  and  supplies  (including  drugs  and  bio- 
logicals  which  cannot  be  self-administered)  incident 
to  physicians'  professional  services  and  of  kinds  com- 
monly furnished  by  a  physician  in  his  office  and  which 
are  commonly  rendered  without  charge  or  included  in 
his  bill.  The  services  include  hospital  services  (includ- 
ing drugs  and  biologicals  which  cannot  be  self- 
administered)  incident  to  physicians'  services  rendered 
to  outpatients. 

C.  Diagnostic  X-ray,  laboratory,  and  other  diagnostic 
tests. 

D.  X-ray,  radium,  and  radioactive  isotope  therapy 
(including  material  and  services  of  technicians). 

E.  Surgical  dressings,  and  splints,  casts,  and  other 
devices  used  for  reduction  of  fractures  and  dislocations. 

F.  Rental  (for  use  in  the  patient's  residence,  includ- 
ing an  institution  used  as  his  home)  of  such  durable 
medical  equipment  as  iron  lungs,  oxygen  tents,  wheel- 
chairs, and  special  beds. 

G.  Ambulance  service,  where  the  use  of  other  trans- 
portation is  contraindicated  by  the  patient's  condition. 
(Transportation  service  from  place  of  residence  to  a 
facility  to  receive  home  health  services  on  an  outpatient 
basis  is  excluded.) 

H.  Prosthetic  devices  (other  than  dental)  replacing 
all  or  part  of  an  internal  body  organ,  including  replace- 
ment of  such  devices. 

I.  Leg,  arm,  back,  and  neck  braces,  and  artificial 
legs,  arms,  and  eyes,  including  replacements  if  required 
because  of  a  change  in  physical  condition. 

115.2  Basis  for  Payment. — Payment,  based  on 
reasonable  charges,  may  be  made  to  or  on  behalf  of 
individuals  covered  by  medical  insurance  for  services  of 
physicians  and  other  nonprovider  services  furnished 
under  the  plan.  In  determining  the  reasonableness  of 
charges  the  carrier  takes  into  consideration  the  cus- 
tomary charges  of  the  physician  (or  other  person  ren- 
dering the  service)  as  well  as  the  prevailing  charges  in 
the  locality  generally  made  for  similar  services.  A 
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COVERAGE  OF  HOME  HEALTH  SERVICES 
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the  supervisor  accompanies  the  student  on  a  visit.) 

C.  Part-Time  or  Intermittent  Care. — Part-time 
or  intermittent  nursing  care  is  usually  service  for  a  few 
hours  a  day  several  times  a  week.  Occasionally,  service 
for  a  full  day  may  be  provided  for  a  short  period  when, 
because  of  unusual  circumstances,  neither  the  alterna- 
tive of  part-time  care  nor  hospitalization  is  feasible. 

205.2  Physical,  Speech,  and  Occupational 
Therapy. — Physical,  speech,  and  occupational  therapy 
furnished  by  the  home  health  agency  is  covered  when 
provided  in  accordance  with  a  physician's  orders  and 
by  or  under  the  supervision  of  a  qualified  therapist. 

The  cost  of  the  services  of  aides  and  other  personnel 
providing  supplementary  services  is  covered  when  such 
an  aide  or  other  person  is  trained  and  supervised  by 
appropriate  professional  personnel. 

205.3  Medical  Social  Services. — These  services 
must  be  under  the  direction  of  a  physician  and  must 
be  given  by  or  under  the  supervision  of  a  qualified 
medical  or  psychiatric  social  worker. 

205.4  Part-Time  or  Intermittent  Services  of  a 
Home  Health  Aide. — The  services  of  a  home  health 
aide  are  directed  toward  the  personal  care  of  a  patient 
and  are  given  in  accordance  with  physician's  orders 
and  under  the  supervision  of  a  registered  professional 
nurse,  or,  if  appropriate,  a  physical,  speech,  or  occupa- 
tional therapist.  The  assignment  of  a  home  health  aide 
to  a  particular  case  must  be  made  in  accordance  with 
a  plan  of  treatment.  The  specific  personal  care  services 
to  be  provided  by  the  home  health  aide  must  be  deter- 
mined by  a  registered  professional  nurse,  and  not  by 
the  home  health  aide. 

Personal  care  duties  which  may  be  performed  by  a 
'  home  health  aide  are  essentially  those  which  would  be 
performed  by  a  nurse's  aide  in  an  institution.  These 
include  assistance  in  the  activities  of  daily  living,  e.g., 
helping  the  patient  to  bathe,  to  get  in  and  out  of  bed, 
to  care  for  his  hair  and  teeth,  to  exercise,  and  to  take 

L medications  specifically  ordered  by  a  physician  which 
are  ordinarily  self  administered,  and  retraining  the 


disabled  patient  in  necessary  household  skills.  The 
home  health  aide  may  also  perform  certain  incidental 
household  services  intimately  related  to  the  health  care 
of  the  patient  which  are  similar  to  those  performed  by 
nurses'  aides  in  an  institution.  These  services  include 
keeping  the  room  of  a  bedridden  patient  a  safe  environ- 
ment (e.g.,  changing  the  bed,  straightening  the  room  to 
assure  that  the  beneficiary  can  reach  necessary  supplies 
or  medications,  etc.),  the  preparation  of  food  for  the 
patient,  and  the  washing  of  the  dishes  used.  If  a  patient 
has  a  contagious  disease,  such  services  may  include 
washing  or  sterilizing  utensils  and  dishes  used  by  the 
patient.  However,  general  housekeeping  duties  (e.g., 
cleaning  the  house,  shopping  for  groceries,  doing  the 
laundry,  and  caring  for  the  family)  are  not  reimbursa- 
ble. The  discussion  of  part-time  or  intermittent  services 
in  §  205.1  is  also  applicable  to  home  health  aides. 

205.5  Medical  Supplies  (Except  for  Drugs 
and  Biologicals)  and  the  Use  of  Medical  Appli- 
ances.— Medical  supplies  are  items  which  are  essential 
to  enable  the  home  health  agency  to  carry  out  effectively 
in  the  home  the  kinds  of  care  which  the  physician  has 
ordered.  Medical  supplies  include  (but  are  not  limited 
to)  gauze,  cotton,  adhesive  bandage,  surgical  dressings, 
catheters,  surgical  gloves,  rubbing  alcohol,  irrigating 
solutions,  intravenous  fluids,  and  oxygen. 

Medical  appliances  are  items  owned  or  rented  by  the 
home  health  agency  and  loaned  to  the  patient  to  facili- 
tate his  treatment  and  rehabilitation.  They  include,  but 
are  not  limited  to,  such  items  as  bedpans,  wheelchairs, 
crutches,  hospital  beds,  trapeze  bars,  oxygen  tents,  in- 
termittent positive  pressure  machines,  and  air  pressure 
mattresses. 

Drugs  and  biologicals  are  excluded  from  coverage 
as  items  or  services  administered  by  home  health  agen- 
cies, under  either  hospital  insurance  or  medical  insur- 
ance. They  may,  in  certain  cases,  be  covered  under 
medical  insurance,  when  administered  by  a  physician 
as  a  part  of  his  professional  services  and  are  not  capable 
of  being  self-administered. 
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205.6  Services  of  Interns  and  Residents. — 

Home  health  services  include  the  medical  services  of 
interns  and  residents-in-training  under  an  approved 
hospital  teaching  program  (if  the  agency  has  an  affili- 
ation with  or  is  under  common  control  of  a  hospital 
providing  such  medical  services).  "Approved"  means 
approved  by  the  Council  on  Medical  Education  of  the 
American  Medical  Association,  or  in  the  case  of  an 
osteopathic  hospital,  the  Committee  on  Hospitals  of 
the  Bureau  of  Professional  Education  of  the  American 
Osteopathic  Association,  and,  in  the  case  of  an  intern 
or  resident-in-training  in  the  field  of  dentistry,  ap- 
proved by  the  Council  on  Dental  Education  of  the 
American  Dental  Association.  Reimbursement  is 
provided  under  Part  B  for  the  services  other  hospital 
interns  and  residents  furnish  to  beneficiaries  receiving 
home  health  services. 

205.7  Outpatient  Services. — Outpatient  services 
include  any  of  the  items  or  services  described  above 
which  are  provided  under  arrangements  on  an  out- 
patient basis  at  a  hospital,  extended  care  facility,  re- 


habilitation center,  or  outpatient  department  affiliated 
with  a  medical  school,  and  (1)  which  require  equip- 
ment which  cannot  readily  be  made  available  at  the 
patient's  place  of  residence  or  ( 2 )  which  are  furnished 
while  he  is  at  the  facility  to  receive  the  services  de- 
scribed in  ( 1 ) .  The  hospital,  extended  care  facility,  or 
outpatient  department  affiliated  with  a  medical  school 
must  all  be  qualified  providers  of  services.  However, 
there  are  special  provisions  for  the  use  of  the  facilities 
of  rehabilitation  centers  (see  §200.3).  The  cost  of 
transporting  an  individual  to  a  facility  cannot  be 
reimbursed  as  a  home  health  service. 

208.  CONDITIONS  FOR  COVERAGE  FOR 
HOME  HEALTH  SERVICES  UNDER 
BOTH  HOSPITAL  AND  MEDICAL  IN- 
SURANCE 

208.1  Patient  Must  Be  Under  Care  Of  A  Physi- 
cian.— Items  and  services  must  be  furnished  to  an  in- 
dividual who  is  under  the  care  of  a  physician.  This 
physician  may  be  the  patient's  private  physician ;  or,  a 
physician  on  the  staff  of  the  home  health  agency;  or 
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a  physician  working  under  an  arrangement  with  the 
institution  which  is  the  patient's  residence;  or  if  the 
agency  is  hospital-based,  a  physician  on  the  hospital  or 
agency  staff.  The  attending  physician  establishes  the 
plan  of  treatment  and  also  certifies  to  the  necessity  for 
home  health  services. 

208.2  Services  Furnished  by  Agency. — Items 
and  services  must  be  furnished  by  a  participating  home 
health  agency  or  by  others  under  arrangements  made 
by  the  agency.  (See  §  200.2  for  definition  of  "under 
arrangements."  ) 

208.3  Services  Furnished  Under  a  Plan. — Items 
and  services  must  be  furnished  under  a  plan  established 
and  periodically  reviewed  by  a  physician  and  which 
relates  the  items  and  services  to  the  patient's  condition. 
A  plan  must  be  reduced  to  writing  by  the  physician 
and  be  made  available  to  the  home  health  agency 
which  has  accepted  the  patient  as  a  client.  (See  §  210.3 
for  coverage  of  Part  A  services  rendered  before  the 
plan  is  reduced  to  writing.)  Part  B  home  health  serv- 
ices furnished  before  the  plan  is  reduced  to  writing 
are  covered  if  authorized  by  a  physician.  However, 
the  plan  is  to  be  reduced  to  writing  prior  to  the  sub- 
mission of  the  bill.  The  plan  should  specify  the  types  of 
services  required  and  should,  as  far  as  possible,  provide 

I  a  long-range  forecast  of  likely  changes  in  the  patient's 
'  condition.  It  should  include  the  diagnosis  and  a  de- 
scription of  the  patient's  functional  limitation  resulting 
from  the  illness  or  injury,  the  type  and  frequency  of 
nursing  services  needed,  drugs  and  medications,  special 
diets,  activities  permitted,  rehabilitation  and  therapy 
services,  medical  social  services,  home  health  aide 

L services,  and  the  medical  supplies  and  appliances 
necessary. 

The  plan  is  signed  by  the  attending  physician 
and  incorporated  into  the  agency's  permanent  record 
for  the  patient.  Any  changes  should  be  made  in  writing 
and  signed  by  the  physician  or  by  a  registered  pro- 
fessional nurse  on  the  staff  of  the  agency  pursuant  to 
the  physician's  oral  orders.  All  changes  in  orders  for 
dangerous  drugs  and  narcotics  must  be  signed  by  the 
physician. 

The  plan  must  be  reviewed  by  the  attending  physi- 
cian, in  consultation  with  agency  professional  person- 
nel, at  such  intervals  as  the  severity  of  the  patient's 
illness  requires  but  at  least  every  2  months.  Each  re- 
view of  a  patient's  plan  should  contain  the  initials  of 
the  physician  and  show  the  date  performed.  The 
agency's  record  need  not  be  forwarded  to  the  inter- 


mediary for  review  but  will  be  retained  in  the  agency's 
file. 

When  an  individual  has  coverage  under  both  Part 
A  and  Part  B,  home  health  plans  under  both  parts 
should  not  operate  concurrently.  For  example,  a  plan 
of  treatment  is  established  after  hospitalization  for  a 
condition  for  which  the  patient  was  hospitalized,  and 
the  patient  later  requires  home  health  services  for  a 
condition  unrelated  to  the  previous  hospitalization  but 
while  the  original  plan  of  treatment  is  still  in  effect. 
The  original  plan  of  treatment  should  be  modified  to 
take  into  account  the  required  home  health  services  for 
the  condition  not  related  to  previous  hospitalization. 
Otherwise,  there  would  be  administrative  difficulties  in 
counting  home  health  visits,  particularly  if  two  home 
health  agencies  become  involved.  Of  course,  if  the 
patient  does  not  have  Part  B  coverage,  the  original  plan 
of  treatment  cannot  be  modified  to  provide  home  health 
services  not  related  to  prior  hospitalization. 

When  benefits  under  hospital  insurance  have  been 
exhausted  and  a  change  to  benefits  under  medical  in- 
surance is  made,  it  is  not  necessary  for  the  physician  to 
change  the  plan  of  treatment. 

208.4  Patient  Confined  to  His  Home. — In  order 
for  a  beneficiary  to  be  eligible  to  receive  covered 
home  health  services  under  both  Part  A  and  Part 
B,  the  law  requires  that  a  physician  certify  in 
all  cases  that  the  beneficiary  is  confined  to  his  home 
(see  §  240.1).  An  individual  does  not  have  to  be  bed- 
ridden to  be  considered  as  confined  to  his  home.  How- 
ever, he  must  have  a  functional  limitation  due  to  an 
illness  or  injury  which  restricts  his  ability  to  leave  his 
place  of  residence.  In  fact,  the  condition  of  these  pa- 
tients should  be  such  that  leaving  their  homes  would 
require  a  considerable  and  taxing  effort  and  would  be 
possible  only  with  the  aid  of  supportive  devices  such 
as  crutches,  canes,  wheelchairs,  and  walkers,  the  use 
of  special  transportation,  or  the  help  of  others.  The 
aged  person  who  does  not  often  travel  from  his  home 
because  of  feebleness  and  insecurity  brought  on  by  ad- 
vanced age  would  not  be  considered  confined  to  his 
home  for  purposes  of  receiving  home  health  services 
unless  he  has  a  physical  limitation  due  to  an  illness 
or  injury. 

For  example,  an  individual  paralyzed  from  a  stroke 
who  is  confined  to  a  wheelchair  or  who  requires  the  use 
of  supportive  devices  would  obviously  be  considered  as 
confined  to  his  home.  On  the  other  hand,  a  person 
whose  impairment  affects  only  the  upper  extremities 
and  who  is  able  to  ambulate  without  difficulty  would 
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I  not  be  considered  as  confined  to  his  home.  A  patient 
'  who  requires  speech  therapy  services  but  does  not  re- 
quire physical  therapy  or  nursing  services,  must,  in 
order  to  be  considered  as  confined  to  his  home,  have  a 
functional  limitation  in  addition  to  a  speech  defect 
which  would  restrict  his  ability  to  leave  his  home. 
Thus,  a  patient  who  has  undergone  a  laryngectomy  yet 
is  not  in  need  of  nursing  services  and  has  no  other  func- 
tional limitation  would  not  be  considered  as  confined  to 
his  home.  However,  a  patient  who  is  paralyzed  by  a 
stroke  and  unresponsive  to  physical  therapy  but  who 
can  benefit  from  speech  therapy  would  be  considered  as 
confined  to  his  home. 

Although  a  patient  must  be  confined  to  his  home  to 
be  eligible  for  covered  home  health  services,  some  serv- 
ices cannot  be  provided  at  the  patient's  residence  be- 
cause equipment  is  required  which  cannot  be  made 
available  there.  If  the  services  required  by  an  individual 
involve  the  use  of  such  equipment,  the  home  health 
agency  may  make  arrangements  with  a  hospital,  ex- 
tended care  facility,  or  a  rehabilitation  center  to  provide 
these  services  on  an  outpatient  basis  (see  §§  200.2  and 
205.7).  However,  even  in  these  situations  the  patient 
must  be  considered  as  confined  to  his  home.  It  may  be 
expected,  therefore,  that  a  homebound  patient  will  re- 
quire the  use  of  supportive  devices,  special  transporta- 
tion or  the  help  of  others  to  travel  to  the  appropriate 
outpatient  facility.  Absent  evidence  to  the  contrary,  a 
home  health  patient  who  makes  one  such  outpatient 
trip  a  week  or  less  will  be  considered  as  being  confined 
to  his  home.  In  those  cases  in  which  treatments  are 
required  more  than  once  a  week,  the  agency  will  be  re- 
.  quested  to  furnish  the  intermediary  with  documentation 
|  of  the  functional  limitation  of  the  beneficiary. 

208.5  Patient's  Place  of  Residence. — A  patient's 
residence  is  wherever  he  makes  his  home.  This  may  be 
his  own  dwelling,  an  apartment,  a  relative's  home,  a 
home  for  the  aged,  or  some  other  type  of  institution. 
However,  an  institution  may  not  be  considered  a  pa- 
tient's residence  if  it: 

(a)  Meets  at  least  the  basic  requirement  in  the 
definition  of  a  hospital,  (§  112.1),  i.e.,  it  is  primarily 
engaged  in  providing  by  or  under  the  supervision  of 
physicians,  to  inpatients,  diagnostic  and  therapeutic 
services  for  medical  diagnosis,  treatment,  and  care  of 
injured,  disabled,  or  sick  persons,  or  rehabilitation 
services  for  the  rehabilitation  of  injured,  disabled,  or 
sick  persons,  or 

(b)  Meets  at  least  the  basic  requirement  in  the 
definition  of  an  extended  care  facility,  (§  112.2) ,  i.e.,  it 


is  primarily  engaged  in  providing  to  inpatients  skilled 
nursing  care  and  related  services  for  patients  who  re- 
quire medical  or  nursing  care,  or  rehabilitation  services 
for  the  rehabilitation  of  injured,  disabled,  or  sick  per- 
sons. If  a  patient  is  transferred  from  a  participating 
extended  care  facility  to  a  nonparticipating  part  of  the 
facility  which  he  uses  as  his  home,  the  part  will  not  be 
considered  the  patient's  residence  if  it  meets  this  re- 
quirement. 

Thus,  if  an  individual  is  a  patient  in  an  institution  or 
distinct  part  of  an  institution  which  provides  the  serv- 
ices described  in  (a)  or  (b)  above,  he  is  not  entitled  to 
have  payment  made  for  home  health  services  under 
either  Part  A  or  Part  B  since  such  an  institution  may 
not  be  considered  his  residence. 

When  a  patient  remains  in  a  participating  extended 
care  facility  following  his  discharge  from  active  care, 
the  facility  may  not  be  considered  his  residence  for 
purposes  of  home  health  coverage. 

210.  SPECIAL  CONDITIONS  FOR  COVER- 
AGE OF  HOME  HEALTH  SERVICES 
UNDER  HOSPITAL  INSURANCE  (PART 
A) 

In  addition  to  the  conditions  listed  in  §  208,  the  fol- 
lowing conditions  must  be  met  for  coverage  under 
hospital  insurance. 

210.1  Effect  of  Spell  of  Illness  on  Coverage. — 

Hospital  insurance  coverage  extends  only  to  home 
health  visits  (100  or  less)  furnished  after  the  begin- 
ning of  one  spell  of  illness  and  before  the  beginning  of 
the  next. 

The  controlling  event  is  the  beginning  of  the  spell 
of  illness.  Thus,  the  spell  of  illness  requirement  is 
satisfied  if,  when  the  home  health  services  are  fur- 
nished, the  patient  is  either  in  a  spell  of  illness,  or  has 
ended  a  spell  of  illness  and  not  begun  a  new  one.  A 
series  of  visits  ends  with  the  beginning  of  a  new  spell 
of  illness.  (See  §  112.3  for  the  definition  of  spell  of 
illness  and  the  examples  in  §  210.2  for  the  interrela- 
tionship of  the  spell  of  illness  and  the  prior  stay 
requirements.) 

210.2  Prior  Inpatient  Stay. — In  addition  to  the 
spell  of  illness  requirement,  the  law  further  specifies 
that  a  patient  is  entitled  to  these  home  health  visits  under 
hospital  insurance  in  the  year  following  his  most  recent 
discharge  from  a  covered  stay  of  any  duration  in  an 
extended  care  facility  or  from  a  stay  of  at  least  3  con- 
scribed  in  §  112.1  except  requirements  F,  T,  and  I  (the 
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ratric  hospital,  or  tuberculosis  hospital,  or  (2)  a  par- 
ticipating distinct  part  of  a  psychiatric  or  tuberculosis 
hospital,  or  (3)  a  nonparticipating  hospital,  psychi- 
atric hospital,  or  tuberculosis  hospital  which  meets  at 
least  the  conditions  of  participation  for  hospitals  de- 
scribed in  §  112.1  except  requirements  F,  H,  and  I  (the 
.  special  requirements  for  tuberculosis  and  psychiatric 
hospitals  need  not  be  met) . 

In  determining  whether  the  3-day  period  of  hospitali- 
zation has  been  met,  the  day  of  admission,  but  not 
the  day  of  discharge,  is  counted  as  a  hospital  in- 
patient day. 

The  discharge  from  the  hospital  which  is  required 
to  qualify  home  health  services  for  payment  under  hos- 
pital insurance  must  have  occurred  after  June  30,  1966, 
and  in  a  month  in  which  the  patient  has  attained  age  65. 
Since  the  extended  care  facility  discharge  must  be  from 
a  covered  stay,  it  must  have  occurred  after  December 
31,  1966.  There  must  be  an  actual  discharge  of  the 
patient  from  the  hospital  or  extended  care  facility  to  his 
residence.  See  §  208.5  for  conditions  under  which  an 
institution  may  not  be  considered  the  patient's 
residence. 

Note:  Ordinarily  the  spell  of  illness  and  prior 
inpatient  stay  requirements  will  be  met  by  the 
same  3-day  stay  in  a  participating  hospital. 
However,  there  are  special  situations  where 
multiple  inpatient  stays  combine  to  satisfy 
both  requirements. 

Example  1:  A  covered  1-day  hospital  stay  began  a 
spell  of  illness  but  did  not  satisfy  the  prior  stay  re- 
quirement. A  subsequent  noncovered  stay  of  at  least 
3  days'  duration  in  a  nonparticipating  hospital  de- 
scribed above  could  satisfy  the  prior  inpatient  stay 
requirement  even  though  it  would  not  start  a  spell  of 
illness.  The  3-day  stay  may  occur,  for  example,  within 
60  days  after  the  1-day  hospital  stay,  i.e.,  during  the 
spell  of  illness,  or  more  than  60  days  after  the  1-day 
hospital  stay,  i.e.,  after  the  spell  of  illness  ended. 

Example  2:  A  noncovered  3-day  hospital  stay  in  a 
nonparticipating  hospital  described  above  satisfies 
the  prior  stay  requirement.  A  subsequent  1-day 
stay  in  a  participating  hospital  starts  the  spell  of 
illness. 

See  §  210.3  for  time  limit  on  plan  establishment 
following  discharge  from  prior  stay. 

The  following  are  examples  of  situations  where  a 
single  inpatient  stay  satisfies  both  requirements. 

Example  3:  A  noncovered  3-day  hospital  stay  in  a 
nonparticipating  hospital  described  above,  is  fol- 
lowed within  14  days  by  a  1-day  covered  extended 


care  facility  stay.  In  this  case,  the  3-day  hospital  stay 
satisfies  the  prior  stay  requirement  for  coverage  of  the 
ECF  stay  (§  110.3).  The  1-day  ECF  stay  begins  the 
spell  of  illness  and  satisfies  the  prior  stay  requirement 
for  subsequent  home  health  services. 

Example  4:  A  noncovered  3-day  stay  in  a  qualified 
but  nonparticipating  hospital  (§  112.3)  satisfies  both 
the  spell  of  illness  and  prior  stay  requirements. 

See  additional  examples  in  §  215.3. 

210.3  Fourteen-Day  Limit  on  Plan  Establish- 
ment.— -The  plan  for  home  health  services  (§  208.3) 
must  be  established  within  14  days  after  the  patient's 
discharge  from  the  qualifying  prior  inpatient  stay.  In 
determining  the  14-day  period,  the  day  of  discharge 
is  not  counted  in  the  14  days.  For  example,  a  patient's 
plan  is  established  within  14  days  if  he  was  discharged 
from  a  hospital  on  August  1  and  his  plan  was  estab- 
lished on  August  15. 

In  some  cases  services  are  furnished  after  discharge 
from  the  hospital  or  extended  care  facility  and  before 
the  plan  has  been  reduced  to  writing.  Payment  under 
Part  A  may  be  made  for  such  services  if  authorized  by 
a  physician,  provided  the  plan  is  reduced  to  writing 
within  14  days  of  the  patient's  discharge. 

210.4  Related  Illness  or  Impairment. — In  order 
for  home  health  services  to  be  covered  under  hospital 
insurance,  a  doctor  must  certify  that  the  patient  needs 
intermittent  nursing  care  or  physical  or  speech  therapy 
for  any  condition  for  which  he  was  receiving  inpatient 
hospital  or  extended  care  services. 

210.5  Transfer  of  Patient. — If  it  becomes  neces- 
sary for  the  patient  to  transfer  to  a  different  physician 
or  home  health  agency  (in  a  different  locality)  after 
the  timely  establishment  of  the  required  physician's 
plan,  the  original  plan  may  be  continued  in  the  new 
locality  if: 

A.  There  is  a  referral  by  the  patient's  physician  in 
the  old  locality  of  both  the  patient  and  the  plan  to  a 
physician  in  the  new  locality. 

B.  The  patient's  physician  in  the  new  locality  accepts 
the  original  plan  of  treatment  and  assumes  the  respon- 
sibility of  conducting  the  required  periodic  reviews  of 
the  plan.  The  plan  could  be  modified  from  time  to 
time  as  determined  necessary  by  the  patient's  physi- 
cian in  the  new  locality. 

C.  A  participating  home  health  agency  in  the  new 
locality  accepts  the  patient. 

The  number  of  posthospital  home  health  visits  al- 
ready used  in  the  old  locality  in  the  (applicable)  year 
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would  be  taken  into  account  in  determining  when  the 
limit  of  100  visits  under  the  hospital  plan  is  reached. 

Example:  A  health  insurance  beneficiary  has  re- 
ceived 40  home  health  visits  under  Part  A  when  it  is 
decided  that  his  overall  recovery  would  be  hastened  if 
he  moved  to  a  relative's  home  in  a  city  100  miles  away. 
However,  the  physician  who  established  and  is  review- 
ing his  home  health  plan  recommends  that  the  physical 
therapy  treatments  he  has  been  receiving  be  continued. 
A  physician  in  the  distant  city  concurs  and  agrees  to 
take  responsibility  for  continuance  of  the  plan.  When 
the  patient  moves,  the  plan  is  submitted  to  a  home 
health  agency  in  that  city  and  services  continue  as  be- 
fore. The  patient  is  entitled  to  the  remaining  60  home 
health  visits  in  the  applicable  year  under  Part  A  at  his 
new  residence. 

212.  SPECIAL  CONDITIONS  FOR  COVERAGE 
OF  HOME  HEALTH  SERVICES  UNDER 
SUPPLEMENTARY  MEDICAL  INSUR- 
ANCE (PART  B) 

212.1  Non-Eligibility  Under  Hospital  Insur- 
ance.— For  home  health  services  to  be  covered  under 
supplementary  medical  insurance,  the  patient  must  be 
currently  enrolled  in  the  medical  insurance  plan  and 
where  the  home  health  services  to  be  provided  are 
covered  under  hospital  insurance,  not  be  eligible  to 
receive  such  services  under  hospital  insurance.  Where 
a  patient  is  eligible  for  home  health  services  which  are 
covered  under  both  programs,  the  services  are  charge- 
able under  hospital  insurance.  When  the  benefits  pay- 
able under  hospital  insurance  are  exhausted,  he  may 
then  utilize  the  benefits  available  under  the  supple- 
mentary medical  insi  nee  program.  A  plan  covering 
services  under  the  medical  insurance  program  must  be 
established  by  the  physician,  and  must  be  reduced  to 
writing  before  the  agency  bills  for  the  services. 

Prior  inpatient  care  in  a  hospital  or  extended  care 
facility  is  not  required  for  coverage  of  home  health 
services  under  the  supplementary  medical  insurance 
plan. 

212.2  Change  to  Medical  Insurance  Home 
Health  Services  on  Change  of  Residence. — A 

patient  who  changes  residence  before  exhausting  his 
100  home  health  visits  under  hospital  insurance  can 
receive  further  home  health  services  only  under  the 
medical  insurance  program  if  there  is  no  further  eligi- 
bility for  home  health  services  under  the  hospital  in- 
surance plan.  This  might  occur,  for  example,  in  the 
following  situations: 


A.  The  physician  in  the  old  locality  terminates  the 
posthospital  home  health  plan,  or 

B.  There  is  no  physician  in  the  new  locality  who 
agrees  to  accept  both  the  patient  and  the  plan,  e.g.,  the 
new  physician  wants  to  establish  an  entirely  new  plan. 

For  coverage  under  medical  insurance  in  these  cir- 
cumstances, the  new  physician  must  establish  a  new 
plan. 

See  §  210.5  for  conditions  under  which  home  health 
services  under  hospital  insurance  may  continue  in  the 
new  locality. 

215.  DURATION  OF  HOME  HEALTH  SERV- 
ICES 

215.1  Duration  of  Home  Health  Services 
Under  Hospital  Insurance. — Under  hospital  insur- 
ance the  patient  is  entitled  to  up  to  100  visits  in  the 
1-year  period  after  the  most  recent  discharge  from  a 
qualifying  inpatient  stay  (§  210.2)  and  before  a  new 
spell  of  illness  begins  (§  210.1) . 

If  before  a  series  of  home  health  visits  is  completed, 
a  patient  receives  inpatient  services  which  start  a  new 
spell  of  illness,  the  series  of  visits  is  terminated.  Both 
the  "prior  inpatient  stay"  (§  210.2)  and  "timely  estab- 
lishment of  plan"  (§  210.3)  requirements  must  be  met 
in  the  new  spell  of  illness  to  provide  coverage  for  a 
new  series  of  home  health  visits. 

If,  during  the  same  spell  of  illness,  the  home  health 
patient  returns  to  a  hospital  or  extended  care  facility 
for  a  stay  which  meets  the  prior-stay  requirement,  a 
new  1-year  period  for  his  Part  A  visits  is  established 
dating  from  his  latest  discharge.  The  total  number  of 
visits  available  before  the  next  spell  of  illness  begins 
remains  unchanged. 

In  rare  cases  a  home  health  patient  may  return  to  a 
hospital  for  a  stay  which  satisfies  the  prior-stay  re- 
quirement but  does  not  begin  a  new  spell  of  illness,  i.e., 
a  3- day  noncovered  stay  in  a  nonparticipating  hospital 
which  meets  all  the  conditions  of  participation  except 
for  the  utilization  review  and  health  and  safety  require- 
ments (see  §  112.1).  In  this  situation  a  new  1-year 
period  begins  with  the  discharge  and  the  number  of 
visits  remains  unchanged. 

The  end  of  the  year  for  hospital  insurance  purposes 
is  determined  as  follows: 

Count  365  days  (366  when  February  29  is  included) 
beginning  with  the  later  of  the  following : 

a.  The  date  of  discharge  after  June  30,  1966,  from 
a  3-day  stay  in  any  hospital,  or 
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b.  The  date  of  discharge  after  December  31,  1966, 
from  an  extended  care  facility  stay  for  which  post- 
hospital  extended  care  benefits  were  payable  on  the 
patient's  behalf. 

215.2  Duration  of  Home  Health  Services  Un- 
der Supplementary  Medical  Insurance. — Under 
supplementary  medical  insurance  a  patient  is  en- 
titled to  100  visits  in  a  calendar  year.  Entitlement  to 
visits  under  supplementary  medical  insurance  is  related 
to  the  calendar  year  and  is  unaffected  by  the  patient's 
spell  (s)  of  illness.  If  entitled  to  services  under  both 
hospital  insurance  and  supplementary  medical  insur- 
ance, the  visits  must  first  be  charged  against  the  hos- 
pital insurance. 

The  end  of  the  year  under  medical  insurance  is 
December  31. 

215.3  Examples  of  Duration  of  Services  Under 
Hospital  and  Medical  Insurance. 

Example  1:  Jones  is  hospitalized  on  February  10 
and  discharged  on  March  15,  1967;  he  has  no  other 
hospital  or  extended  care  facility  stay  in  1967  or  1968. 
He  has  100  home  health  visits  beginning  the  latter  part 
of  March  and  ending  on  February  20,  1968.  All  100 
visits  are  paid  for  under  hospital  insurance  since 
the  1-year  period  runs  from  March  15,  1967,  the  date 
of  the  hospital  discharge,  to  March  14,  1968.  Although 
Jones'  spell  of  illness  ended  on  May  13,  1967,  the  end 
of  the  60-day  period  beginning  with  the  day  of  the  hos- 
pital discharge,  home  health  eligibility  was  unaffected 
since  a  new  spell  of  illness  did  not  begin  subsequently. 

Example  2:  Robinson  was  an  inpatient  in  a  hos- 
pital four  times  during  the  same  spell  of  illness,  i.e., 
there  was  no  period  of  60  consecutive  days  during 
which  he  was  not  hospitalized.  He  was  discharged 
from  the  hospital,  which  meets  the  requirements  to 
qualify  subsequent  home  health  services  for  payment 
under  hospital  insurance,  on  March  15,  1967,  May  13, 
1967,  July  12,  1967,  and  September  9,  1967.  Each 
hospital  stay  was  for  at  least  3  consecutive  days  except 
the  last  one.  He  had  home  health  visits  beginning  with 
May  23,  1967,  based  on  a  plan  established  after  his 
hospital  discharge  of  May  13.  The  1-year  period  for 
home  health  services  under  hospital  insurance  be- 
gan May  13,  1967,  the  date  of  his  most  recent  dis- 
charge fin  relation  to  the  first  home  health  visit  in  the 
spell  of  illness)  from  a  hospital  after  a  stay  of  3  days; 
it  can  end  no  later  than  July  12,  1968,  1  year  after  the 
latest  discharge  from  a  hospital  stay  of  at  least  3  con- 


secutive days.  Thus,  in  some  situations,  the  "1-year 
period"  during  which  an  individual  may  have  up  to  100 
home  health  visits  may  in  fact  exceed  a  year  overall. 

Example  3:  Smith  is  hospitalized  on  February  10 
and  discharged  on  March  15.  He  reenters  the  hos- 
pital on  July  4.  He  had  30  home  health  visits  between 
March  15  and  July  4.  Since  he  had  been  out  of  the 
hospital  for  more  than  60  days  after  his  discharge  on 
March  15,  a  new  spell  of  illness  began  on  July  4,  when 
he  reentered  the  hospital.  Therefore,  he  is  not  entitled 
to  any  additional  home  health  visits  under  hospital 
insurance  based  on  his  February-March  hospital 
stay.  However,  an  additional  100  home  health  visits 
under  hospital  insurance  may  begin  based  on  his 
hospitalization  beginning  July  4,  if  he  is  confined  for 
at  least  3  days.  If  it  is  for  less  than  3  days,  he  will  not 
qualify  for  home  health  visits  under  hospital  insurance 
in  the  new  spell  of  illness.  However,  if  he  is  enrolled  in 
the  supplementary  medical  insurance  program  he  is 
entitled  to  an  additional  100  visits  under  Part  B 
through  December  31,  subject  to  the  deductible 
provisions. 

Example  4:  Brown  is  discharged  from  a  hospital 
on  February  15,  1967,  after  a  3-day  stay.  He  begins 
receiving  home  health  visits  on  February  18,  1967. 
He  has  until  February  14,  1968,  to  use  his  100  visits 
under  hospital  insurance.  In  July,  however,  he 
receives  his  100th  visit,  exhausting  the  number  of 
visits  to  which  he  is  entitled  under  hospital  insurance. 
Coverage  of  his  home  health  visits  may  continue  un- 
broken, if  he  is  enrolled  under  supplementary  medical 
insurance.  In  that  event,  he  may  receive  an  additional 
100  visits  under  medical  insurance  through  Decem- 
ber. In  January  1968,  he  becomes  entitled  to  an  addi- 
tional 100  visits  under  supplementary  medical  insurance 
for  the  calendar  year  of  1968. 

218.    COUNTING  VISITS  UNDER  THE  HOS- 
PITAL AND  MEDICAL  PLANS 

The  number  of  visits  are  counted  in  the  same  manner 
under  both  the  hospital  plan  and  medical  plan. 
218.1  Visit  Defined. — A  visit  is  a  personal  contact 
in  the  place  of  residence  of  a  patient  made  for  the  pur- 
pose of  providing  a  covered  service  by  a  health  worker 
on  the  staff  of  the  home  health  agency  or  by  others 
under  contract  or  arrangement  with  the  home  health 
agency;  or  a  visit  by  a  patient  on  an  outpatient  basis 
to  a  hospital,  extended  care  facility,  or  rehabilitation 

(Continued  on  page  19) 
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300.  SUMMARY  OF  START  OF  CARE  PRO- 
CEDURES 

The  purpose  of  this  section  is  to  give  a  brief  outline 
of  routine  handling  of  admissions.  Detailed  instructions 
on  procedures  as  well  as  descriptions  of  special  situ- 
ations are  given  in  subsequent  sections. 

The  first  step  in  preparing  the  start  of  care  notice 
for  home  health  services  is  to  ask  the  patient  for  his 
health  insurance  card.  It  is  very  important  that  the 
claim  number  on  this  card  be  accurately  re- 
corded on  the  start  of  care  notice  since  the  case 
cannot  be  processed  if  the  number  is  missing  or 
incorrect. 

If  you  cannot  obtain  the  health  insurance 
claim  number  from  the  patient,  you  should  get 
in  touch  with  the  Social  Security  Administra- 
tion district  office  for  help  in  securing  a  claim 
number  for  the  patient. 
The  second  step  is  to  record  information  about  the 
patient's  prior  hospital  or  extended  care  facility  stays, 
or  any  prior  home  health  services  furnished,  and  the 
date  the  present  home  health  plan  was  established. 
This  information  will  help  the  intermediary  to  deter- 
mine the  patient's  eligibility.  Your  intermediary  (or 
the  Social  Security  Administration,  if  you  are  dealing 
directly  with  the  Government)  will  make  any  necessary 
verification  of  prior  stays. 

The  third  step  is  to  fill  in  the  other  items  on  the  start 
of  care  notice,  have  the  patient  sign  the  form,  and  send 
the  information  to  your  intermediary,  or  the  social 
security  district  office  if  you  deal  directly. 

Your  intermediary  will  check  the  Social  Security 
Administration  central  record,  verify  a  prior  stay  if 
necessary,  then  send  you  a  reply  which  will  show 
whether  the  patient  is  eligible  under  hospital  or  medical 
insurance,  the  number  of  visits  remaining,  and  deduct- 
ible status.  With  this  information  you  will  be  able  to 
prepare  your  billing  form. 

302.  HE4LTH  INSURANCE  CARD 

The  Social  Security  Administration  maintains  in 
Baltimore,  Maryland,  the  records  of  all  persons  entitled 
to  health  insurance.  After  entitlement  is  established 


each  beneficiary  is  issued  a  health  insurance  card  by 
the  central  office  of  the  Social  Security  Administration 
(or  in  some  cases  by  the  Railroad  Retirement  Board) 
for  use  in  obtaining  hospital  insurance  benefits,  medical 
insurance  benefits,  or  both.  The  health  insurance 
claim  number  on  the  card  is  essential  in  locating  the 
patient's  record  when  a  claim  for  benefit  payment  is 
made.  No  start  of  care  notice  or  billing  form 
should  be  forwarded  without  the  correct  claim 
number.  Exhibit  1  of  this  chapter  shows  the  health 
insurance  cards  and  briefly  explains  the  numbering 
system  as  an  aid  in  recognizing  valid  numbers. 

The  home  health  agency  should  ask  each  patient  who 
gives  his  age  as  65  or  older  for  his  health  insurance  card 
to  determine  his  health  insurance  entitlement  status  and 
obtain  the  correct  health  insurance  claim  number.  If  a 
patient  is  within  3  months  of  age  65  and  has  not  yet 
applied  for  health  insurance  entitlement,  it  will  be  help- 
ful if  he,  or  someone  on  his  behalf,  is  advised  to  contact 
the  social  security  district  office.  The  home  health 
agency  may  wish  to  arrange  with  the  district  office  to 
bring  such  cases  routinely  to  the  attention  of  the  district 
office. 

A  health  insurance  card  is  acceptable  without  a  sig- 
nature. However,  the  patient  should  be  asked  to  sign 
the  card  if  he  has  not  already  done  so. 

304,  CERTIFICATE  OF  SOCIAL  INSURANCE 
AWARD  AND  TEMPORARY  NOTICE  OF 
ELIGIBILTY 

An  individual  who  has  not  yet  received  his  health 
insurance  card  may  present  one  of  the  following  to  in- 
dicate his  health  insurance  entitlement  status. 

a.  Certificate  of  Social  Insurance  Award. — 
Health  insurance  beneficiaries  receive  a  Certificate  of 
Social  Insurance  Award  (see  §  399,  Exhibit  5)  show- 
ing the  health  insurance  claim  number,  dates  of  entitle- 
ment to  Part  A  and  Part  B,  and  containing  the  following 
statement : 

"This  notice  may  be  used  if  medicare  services  are 
needed  before  you  receive  your  health  insurance 
card." 

b.  Temporary  Notice  of  Eligibility. — When  a 
person  65  years  or  older  needs  immediate  medical  serv- 


Revision  No.  4 
10/67 


27 


ices,  the  social  security  district  office  may  issue  a  Tem- 
porary  Notice  of  Eligibility  (see  §  399,  Exhibit  6) 
before  a  Certificate  of  Social  Insurance  Award  or 
health  insurance  card  is  issued. 

The  patient's  name  and  health  insurance  claim  num- 
ber shown  on  these  notices  should  be  entered  on  the 
start  of  care  notice.  The  intermediary  will  use  this  in- 
formation to  check  the  Social  Security  Administration 

L central  record  and  to  reply  to  the  agency  about  the 
patient's  eligibility  and  deductible  status. 

306.  NOTICE  OF  HOSPITAL  (OR  MEDICAL) 
INSURANCE  UTILIZATION  OR  EXPLA- 
NATION OF  BENEFITS 

If  the  patient  cannot  furnish  his  health  insurance 
card,  he  may  have  a  health  insurance  utilization  form 
which  shows  his  claim  number.  Form  SSA— 1533,  Your 
Record  of  Hospital  Insurance  Benefits  Used  Under 
Medicare  (see  Exhibit  2),  is  mailed  to  a  beneficiary 
from  the  Social  Security  Administration  in  Baltimore 
shortly  after  Part  A  inpatient  hospital,  extended  care, 
or  home  health  benefits  have  been  paid  on  his  behalf. 
Form  SSA-1533A,  Notice  of  Medical  Insurance  Utili- 
zation (see  Exhibit  3),  is  mailed  to  a  beneficiary  by 
SSA  after  payment  of  Part  B  home  health  benefits. 
An  Explanation  of  Benefits  is  sent  to  a  beneficiary  by 
the  Part  B  intermediary  after  payment  of  a  supple- 
mentary medical  insurance  claim.  The  Part  A  inter- 
mediary sends  the  beneficiary  a  utilization  notice  after 
payment  on  his  behalf  for  outpatient  hospital  services. 
These  forms,  if  current,  may  indicate  to  the  home  health 
agency  the  patient's  remaining  eligibility  under  hospital 
or  medical  insurance,  recent  hospitalization,  or  deduct- 
ible status  under  medical  insurance.  However,  a  start 
of  care  notice  must  always  be  sent  when  home 
health  services  start  regardless  of  the  currency 
of  any  of  these  forms. 

310.  CONTACTS  WITH  THE  SSA  DISTRICT 
OFFICE  TO  OBTAIN  HEALTH  INSUR- 
ANCE CLAIM  NUMBERS 

When  a  paient  cannot  furnish  the  health  insurance 
claim  number,  it  will  be  requested  from  the  SSA  district 
office.  Ordinarily,  the  social  security  district  office  will 
have  arranged  with  the  home  health  agency  for  han- 
dling these  requests.  If  it  has  not,  the  home  health 
agency  should  get  in  touch  with  the  nearest  SSA  dis- 
trict office  to  make  such  arrangements.  Apart  from  as- 
sisting in  determining  correct  claim  numbers,  the 
district  office  can  help  a  beneficiary  to  replace  a  lost 
health  insurance  card. 


312.  INFORMATION  REQUIRED  BY  SSA  DIS- 
TRICT OFFICE 

If  the  patient's  social  security  account  number  is 
available,  the  district  office  will  usually  require  no  ad- 
ditional information  to  locate  the  claim  number  or 
determine  that  the  patient  has  not  established  health 
insurance  entitlement. 

If  the  patient  has  ever  been  employed  or  self-em- 
ployed, or  sought  employment,  or  filed  Federal  Income 
Tax  returns,  he  should  have  a  social  security  card.  This 
card  contains  his  social  security  account  number  which 
consists  of  9  digits,  000-00-0000,  but  does  not  have  the 
letter  prefix  or  suffix  which  distinguishes  the  health  in- 
surance claim  number.  (See  Exhibit  1.) 

A  social  security  account  number  is  not  sufficient 
for  processing  a  claim. 

If  the  account  number  is  not  available,  the  following 
information  should  be  furnished. 

a.  The  patient's  name  and  statement  as  to  whether 
or  not  he  ever  applied  for  social  security  monthly  bene- 
fits, railroad  retirement  benefits,  or  for  hospital  insur- 
ance benefits; 

b.  If  the  patient  says  he  applied,  the  name  of  the 
person  on  whose  social  security  account  the  application 
was  based,  e.g.,  his  own  account  or  the  account  of  a 
husband  or  a  wife; 

c.  The  patient's  father's  full  name,  mother's 
maiden  name,  and  the  patient's  date  and  place  of  birth ; 

d.  Patient's  address. 

If  the  home  health  agency  cannot  give  all  the  identi- 
fying information  required  from  the  beneficiary,  it 
should  furnish  as  much  as  it  has  to  the  SSA  district 
office. 

314.  THE  SSA  DISTRICT  OFFICE  REPLY 

The  SSA  district  office  will  furnish  the  health  insur- 
ance claim  number  as  soon  as  possible.  If  the  claim 
number  is  not  available,  it  will  inform  the  home  health 
agency  of  the  action  it  is  taking,  i.e.,  that  a  claim  num- 
ber has  been  requested  from  SSA  central  records,  that 
it  is  developing  an  application,  or  that  an  application  is 
pending. 

If  an  application  for  health  insurance  benefits  is 
taken  as  a  result  of  the  request  to  the  district  office  for 
a  claim  number  or  is  pending  when  the  home  health 
agency  requests  a  claim  number,  the  district  office  will 
give  the  agency  the  claim  number  when  processing  is 
completed.  The  agency  may  then  send  the  start  of  care 
notice  information  to  the  intermediary  (or  to  the  dis- 
trict office  if  the  agency  deals  directly  with  SSA). 
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320.    START  OF  CARE  NOTICE 

When  a  patient  65  years  or  older  begins  home  health 
services,  the  home  health  agency  will  complete  the  start 
of  care  notice  part  (items  1-16)  of  Form  SSA-1487, 
Home  Health  Agency  Report  And  Billing  Form  (see 
Exhibit  4,  §  399) .  When  signed,  this  represents  the  pa- 
tient's request  for  payment  of  benefits.  See  §  §  235  ff. 

When  these  items  are  completed,  furnish  the  start  of 
care  information  to  the  intermediary  (or  to  the  ap- 
propriate Social  Security  Administration  district  of- 
fice if  the  agency  deals  with  SSA).  This  information 
may  be  forwarded  by  mail,  messenger,  or  telephone 
depending  on  prior  arrangements  made  with  the  inter- 
mediary or  the  SSA  district  office.  The  bottom  two 
copies  of  Form  SSA-1487  can  be  sent  to  the  inter- 
mediary as  the  start  of  care  notice  if  the  arrangement 
so  provides.  If  some  other  means  of  transmitting  start 
of  care  information  to  the  intermediary  is  used,  these 
copies  of  the  form  may  be  discarded. 

See  §  325  for  proper  entries  for  items  1-16  of  Form 
SSA-1487. 


P 


322.  WHEN  THE  AGENCY  SUBMITS  A  START 
OF  CARE  NOTICE 

A  start  of  care  notice  is  required  in  the  following 
situations : 

a.  The  patient  will  receive  home  health  services 
under  Part  A  after  a  qualifying  stay  in  a  hospital  or 
extended  care  facility. 

b.  The  patient  will  receive  initial  home  health 
services  under  Part  B.  This  applies  when  services  will 
be  under  Part  B  from  the  beginning. 

c.  The  patient  is  discharged  from  a  home  health 
plan  of  treatment,  and  the  physician  later  establishes 
a  new  plan  for  services,  whether  or  not  it  differs 
from  the  prior  plan. 

d.  The  patient  receives  home  health  services  from 
one  agency  and  transfers  to  another  agency. 

e.  The  patient  initially  received  Part  B  services, 
and  later  has  a  qualifying  inpatient  stay  which  en- 
titles him  to  Part  A  visits. 

f.  A  patient  receiving  Part  A  home  health  visits 
has  a  qualifying  stay  in  a  hospital  or  extended  care 
facility  which  begins  a  new  spell  of  illness  and  entitles 
him  to  a  new  series  of  100  Part  A  visits. 

g.  The  patient's  home  health  visits  are  suspended 
for  more  than  60  days  and  are  resumed  after  the  60th 

Lday.  (Note:  For  the  purpose  of  medicare  reimburse- 
ment, the  patient's  home  health  plan  is  considered  ter- 


minated if  visits  are  not  furnished  for  more  than  60 
days,  see  §  425.)  ' 

323.  WHEN  THE  AGENCY  NEED  NOT  SUB- 
MIT A  START  OF  CARE  NOTICE 

A  start  of  care  notice  is  not  required  in  the  follow- 
ing situations: 

a.  The  same  home  health  agency  transfers  services 
from  Part  A  to  Part  B  because  either  visits  have  been 
exhausted  under  Part  A  or  a  new  spell  of  illness  has 
begun. 

b.  Services  furnished  under  Part  B  extend  from 
one  calendar  year  into  another. 

c.  The  same  home  health  agency  resumes  Part  A 
or  Part  B  home  health  visits  after  a  temporary  suspen- 
sion for  a  period  no  longer  than  60  days.  (See  §  425.) 

d.  The  patient  is  receiving  Part  A  home  health 
visits,  and  is  readmitted  to  a  hospital  or  extended  care 
facility  in  the  same  spell  of  illness,  and  visits  continue 
after  discharge  from  the  institution. 

325.  HOW  THE  AGENCY  COMPLETES  A 
START  OF  CARE  NOTICE  (FORM  SSA- 
1487) 

All  entries  should  be  typed  or  printed  clearly.  Show 
month,  date,  and  year  in  six  digit  numbers,  e.g., 
10/01/67. 

Item  1.  Patients  Name. — Enter  the  patient's  name  as 
it  is  shown  on  his  health  insurance  card.  Do  not  make 
any  changes  in  the  name  (except  to  show  the  last  name 
first) .  The  SSA  master  computer  record  is  kept  under 
this  name. 

Item  2.  Health  Insurance  Claim  Number. — Enter 
the  patient's  health  insurance  claim  number  as  shown 
on  his  health  insurance  card,  Certificate  of  Award,  No- 
tice of  Hospital  or  Medical  Insurance  Utilization,  Tem- 
porary Notice  of  Eligibility,  or  as  reported  by  the  so- 
cial security  district  office. 

Item  3.  Patients  Address. — Enter  the  patient's  mail- 
ing address.  If  the  address  is  an  institution,  enter  the 
name  of  the  institution.  Note:  An  individual  in  an  insti-  I 
tution  meeting  the  basic  definition  of  a  hospital  or  ex-  ' 
tended  care  facility  cannot  be  considered  to  be  in  a 
place  of  residence  for  purposes  of  receiving  covered  i 
home  health  services ;  see  §  208.5. 

Item  4.  Date  of  Birth. — Enter  the  patient's  date  of 
birth.  If  the  year  of  birth  is  unknown,  make  no  entry. 
If  the  year  is  known  but  the  month  or  day  is  unknown 
enter  "00"  for  the  missing  item,  e.g.,  00/00/95. 

While  the  date  of  birth  is  useful  as  identification  and 
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should  be  shown  when  available,  a  start  of  care  notice 
will  be  processed  without  the  date  of  birth. 
Item  5.  Sex. — Enter  "X"  in  the  appropriate  box. 
Items  6  and  7.  Home  Health  Agency  Identified- 
tion. — Enter  the  name  and  address  of  the  agency  and 
the  agency's  health  insurance  provider  number.  This 
information  may  be  preprinted  on  all  copies  of  the 
agency's  supply  of  these  forms. 

Item  8.  Medical  Record  Number. — Enter  the  pa- 
tient's medical  record  number  if  one  is  assigned  by  the 
agency,  and  it  is  needed  for  the  purpose  of  associating 
files  or  for  referral  purposes. 

Item  9.  Name  and  Address  of  Attending  Physi- 
cian.— Enter  the  name  of  the  attending  physician. 
The  name  should  be  that  of  the  physician  who  estab- 
lished the  plan  and  will  certify  and  recertify  the  medi- 
I  cal  necessity  of  the  home  health  visits.  Show  the 
'  address  only  if  your  intermediary  requires  this 
information. 

If  the  plan  was  set  up  by  an  outpatient  clinic  rather 
than  by  a  private  physician,  enter  that  information. 
However,  if  it  is  known  that  only  one  physician  or 

L department  of  the  clinic  is  involved,  enter  that  infor- 
mation. 

Item  10.  Date  Care  Started. — Enter  the  date  on 
which  covered  home  health  services  actually  began. 
(This  cannot  be  earlier  than  the  patient's  effective  date 
of  health  insurance  (Part  A  or  Part  B)  entitlement.) 
This  date  will  remain  the  same  on  subsequent  bills  even 
if  (a)  the  patient  transfers  from  one  agency  to  another 
or  (b)  Part  B  visits  will  be  made  because  either  Part  A 
visits  are  exhausted  or  a  new  spell  of  illness  has  begun. 

If  reimbursable  services  not  charged  as  visits,  e.g., 
medical  supplies  and  appliances,  are  furnished  before 
the  first  visit,  Item  10  will  be  the  date  these  services 
were  first  furnished. 

Item  11.  Name  and  Address  of  Institution,  Etc. — 

If  home  health  visits  follow  a  qualifying  inpatient  stay, 


enter  the  name  and  address  of  the  hospital  or  extended 
care  facility. 

To  qualify  for  visits  under  Part  A — 

a.  A  spell  of  illness  must  have  begun  (see  §§  112.3 
and  210.1). 

b.  Visits  must  follow  an  inpatient  hospital  stay 
of  at  least  3  consecutive  days  or  a  covered  stay  of  any 
duration  in  an  extended  care  facility  (see  §  210.2). 

c.  No  more  than  14  days  can  pass  between  dis- 
charge from  a  qualifying  stay  in  a  hospital  or  extended 
care  facility  and  the  establishment  of  a  plan  (see 
§  210.3).  However,  a  plan  may  be  established  before 
the  patient  is  discharged. 

In  the  unusual  situation  where  inpatient  stays  in  two 
different  institutions  qualify  the  patient  for  Part  A 
visits,  i.e.,  one  starts  a  spell  of  illness  and  the  other 
satisfies  the  prior  stay  requirement  (see  §  210.2),  the 
names  and  addresses  of  both  institutions  should  be 
shown  in  Item  11.  If  verified,  the  dates  of  the  stay 
which  began  the  spell  of  illness  should  also  be  shown  in 
Item  11.  See  example  below. 

Item  12.  Verified  Dates  of  Stay  in  Item  11. — Enter 
the  verified  dates  of  the  inpatient  stay  qualifying  visits 
under  Part  A  only  when  the  dates  are  taken  from  the 
official  referral  sheet  of  the  hospital  or  extended  care 
facility.  Verified  dates  entered  on  the  initial  bill,  need 
not  be  repeated  on  subsequent  bills. 

Home  health  agencies  may  wish  to  make  arrange- 
ments with  other  providers  to  include  the  verified  dates 
of  stay  as  part  of  the  normal  information  furnished 
when  home  health  visits  will  follow  a  qualifying  stay. 

If  inpatient  stays  in  two  different  institutions  qualify 
the  patient  for  Part  A  visits  (see  Item  11  above),  the 
dates  of  stay  that  began  the  spell  of  illness  should  be 
entered  in  Item  11  and  the  dates  of  the  qualifying 
prior  stay  should  be  entered  in  Item  12.  See  example 
below. 


Example:  Two  inpatient  stays  meet  spell  of  illness  and  prior  stay  requirements. 


10.  DATE  CARE  STARTED 


0  8 


2  5 


6  7 


11.  NAME  AND  ADDRESS  OF  INSTITUTION.  IF  ANY.  CARING  FOR  CONDI- 
TION LATER  REQUIRING  HOME  HEALTH  SERVICES 

St.  George  Hospital,  16  Court  St.,  Balto.  Md. 

08/18/67-08/19/67 
Convalesarium  Nursing  Home, 8  Reade  St. , Balto. Md. 


VERIFIED  DATES  OF 
STAY  IN  ITEM   1  1 


08  1 20  I67 


08I2UI67 


DATE  HOME 
HEALTH  PLAN 
ESTABLISHED 


08 


2h_^7_ 
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Item  13.  Date  Home  Health  Plan  Established. — 

Show  the  date  on  which  the  patient's  attending  phys- 
ician established  the  plan  for  home  health  services. 

The  date  shown  in  Item  13  can  be  no  later  than 
the  "Date  Care  Started"  shown  in  Item  10. 

Home  health  services  may  be  authorized  verbally 
'  by  a  physician.  In  this  case,  the  date  of  verbal  authori- 
zation will  be  shown.  However,  the  agency  must 
make  sure  the  plan  is  reduced  to  writing  within 
14  days  of  discharge  from  the  qualifying  stay  in 
a  hospital  or  extended  care  facility,  if  payments  are  to 
be  made  under  Part  A.  If  the  services  are  payable  only 

L under  Part  B,  the  plan  must  be  reduced  to  writing 
before  a  bill  is  submitted  to  the  intermediary. 
Item  14.  Payment  Source,  etc. — Check  the  appro- 
priate box  to  indicate  how  charges  not  reimbursed  by 
health  insurance  will  be  paid. 

If  Item  E  (Public  Agency)  is  checked,  enter  the 
name  and  address  of  the  public  agency  and,  if  it  is 
available,  the  case  number  assigned  to  the  patient  by 
the  public  agency.  This  information  will  be  useful  to 
the  intermediary  if  it  needs  to  forward  a  copy  of  the 
billing  form  to  the  public  agency. 

Item  14  may  be  completed  on  the  first  billing  instead 
'  of  on  the  start  of  care  notice  if  the  agency  prefers.  If 
the  agency  will  not  bill  anyone  for  expenses  not  reim- 
bursable under  medicare,  the  item  should  not  be 
completed. 

Items  15  and  16.  Patient's  Certification  and  Pay- 
ment Request,  and  Diagnosis. — These  two  items 
should  be  completed  but  if  diagnosis  is  not  readily 

L available  do  not  delay  sending  the  start  of  care  notice. 
For  details  on  completion  of  these  two  items  see  §  405. 

330.  CONTENTS  OF  INTERMEDIARY  REPLY 
TO  START  OF  CARE  NOTICE 

The  reply  to  the  start  of  care  notice  will  be  furnished 
by  the  intermediary  to  the  agency  according  to  prior 
arrangements.  (If  the  agency  deals  directly  with  the 
Social  Security  Administration,  it  will  receive  a  form 
reply  to  the  start  of  care  notice  from  the  Bureau  of 
Health  Insurance,  Direct  Reimbursement.)  The  con- 
tents of  the  reply  will  be  based  on  the  intermediary's 
query  of  the  SSA  central  record  for  eligibility  infor- 
mation, and  any  necessary  investigation  of  prior  in- 
patient hospital  or  extended  care  facility  stays  or  home 
health  services. 

The  "Report  of  Eligibility"  part  of  the  home  health 
agency  report  and  billing  form  (see  Exhibit  4)  may  be 


used  as  a  reply  to  the  start  of  care  notice,  where  it  is 
received  by  the  intermediary  as  part  of  the  start  of 
care  notice  from  the  agency.  Whether  the  reply  will  be 
given  by  telephone,  mail,  or  wire  to  the  agency,  it  will 
contain  eligibility  information  similar  to  the  content 
of  the  "Report  of  Eligibility."  An  explanation  of  the 
eligibility  information  in  the  "Report  of  Eligibility"  is 
outlined  below: 

A.  Effective  Date — Hospital  Insurance. — The 
month,  day,  and  year  of  the  patient's  entitlement  to 
hospital  insurance  benefits  (Part  A)  will  be  shown.  If 
not  entitled,  the  entry  will  so  indicate. 

B.  Effective  Date — Medical  Insurance. — This 
will  show  the  month,  day,  and  year  of  the  patient's  en- 
titlement to  medical  insurance  ( Part  B ) .  The  entry 
will  so  indicate  if  the  patient  is  not  entitled  to  Part  B 
benefits. 

C.  Date  of  Start  of  Care. — This  date  will  be  the 
one  furnished  by  the  agency  in  the  start  of  care  notice. 

D.  Hospital  Insurance  Visits  Available. — This 
will  show  the  remaining  number  of  visits  which  may  be 
reimbursed  under  Part  A,  based  on  the  SSA  central  rec- 
ord and  the  information  available  to  the  intermediary. 

E.  Supplementary  Medical  Insurance  Visits 
Available. — This  will  show  the  potential  remaining 
home  health  visits  which  may  be  reimbursed  under 
Part  B. 

F.  Last  Discharge  Date. — The  last  discharge  from 
an  inpatient  hospital  or  covered  extended  care  facility 
stay  will  be  shown. 

G.  Medical  Plan  Deductible. — This  will  show  if 
the  $50  deductible  is  "met"  or  "not  met,"  but  if  not  met 
will  not  indicate  how  much  remains  to  be  met.  If  the 
reply  shows  "not  met,"  the  home  health  agency  should 
ask  the  patient  whether  he  has  had  other  expenses  that 
have  been  or  could  be  applied  toward  the  deductible 
(see  §  220.1).  If  the  reply  shows  "not  met"  the  inter- 
mediary must  requery  the  SSA  central  record  when  it 
receives  a  Part  B  bill  for  payment  from  the  home  health 
agency  in  order  to  learn  the  amount  of  the  deductible 
remaining  to  be  met. 

H.  Outpatient  Psychiatric  Expense. — Whether 
the  $500  limitation  has  been  "met"  or  "not  met"  will 
be  shown  in  this  item.  If  not  met,  the  amount  remain- 
ing to  be  met  will  not  be  shown.  This  item  is  infor- 
mational only.  The  limitation  applies  only  to  expenses 
incurred  for  physicians'  services. 

I.  Remarks. — Any  necessary  explanation  of  eligi- 
bility information  will  be  shown.  This  will  include 
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corrections  in  the  name  or  health  insurance  claim  num- 
ber reported  by  the  agency.  When  changes  of  this  sort 
are  reported,  the  name  and  claim  number  information 
on  the  bilhng  form  should  be  changed  to  reflect  the 
correct  name  or  health  insurance  claim  number. 

If  the  name  and  claim  number  information  were  not 
matched,  the  intermediary  will  request  the  home  health 
agency  to  check  its  record,  or  to  contact  the  patient  or 
the  nearest  district  office  to  obtain  a  valid  claim  number. 

The  agency  may  also  be  requested  to  verify  reports 
of  death  shown  in  the  patient's  SSA  central  record. 

J.  Open  Item. — The  information  in  this  block  will 
be  completed  by  the  intermediary  when  verifying  re- 
ports of  open  items  ( open  items  are  admissions  or  care- 
starts  which  are  recorded  in  SSA  central  records,  but 
are  not  yet  closed  out  by  the  processing  of  a  bill). 

Where  there  is  an  open  item  reported  from  SSA  cen- 
tral records  to  the  intermediary  or  the  Bureau  of  Health 
Insurance,  Direct  Reimbursement,  either  the  inter- 
mediary or  Direct  Reimbursement  will  contact  the 
"open  item"  provider  to  verify  the  stay,  the  date  of  the 
prior  discharge,  and  the  status  of  the  bill.  The  inter- 
mediary or  the  Bureau  of  Health  Insurance,  Direct 
Reimbursement,  will  use  this  information  to  determine 
whether  Part  A  benefits  are  payable  and  to  compute 
the  number  of  visits  remaining  under  Part  A  and 
Part  B. 


340.  RETROACTIVE  ENTITLEMENT 

When  an  application  for  social  security  benefits  is 
filed  by  a  person  over  65  years  of  age,  he  may  inform 
the  social  security  office  that  he  received  home  health 
services  in  the  retroactive  period  of  up  to  12  months 
for  which  he  may  be  entitled  to  benefits.  Payment  for 
the  home  health  services  (Part  A  only)  received  in  thisN 
period  is  possible  (see  §120).  The  social  security  office 
will  tell  the  individual  to  get  in  touch  with  the  agency. 
In  these  cases,  follow  the  start  of  care  procedure  to  ob- 
tain a  report  of  eligibility  from  your  intermediary  be- 
fore billing.  If  the  patient  had  paid  the  agency,  the 
agency  should  refund  the  appropriate  amount. 

399.  EXHIBITS 

Exhibit  1.  Health  Insurance  Cards  and  Claim 

Numbers. 

Exhibit  2.  Your  Record  of  Hospital  Insurance 
Benefits  Used  Under  Medicare  (Form  SSA-1533). 

Exhibit  3.  Notice  of  Medical  Insurance  Utilization 
(Form  SSA-1533A). 

Exhibit  4.  Home  Health  Agency  Report  and  Bill- 
ing (Admission  Copy)   (Form  SSA-1487). 

Exhibit  5.  Certificate  of  Social  Insurance  Award. 

Exhibit  6.  Temporary  Notice  of  Eligibility. 
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EXHIBIT  I 


HEALTH  INSURANCE  CARDS 


Health 

L&j  Insurance 

SOCIAL 

NAME  OF  BENEFICIARY 

JANE  Q.  DOE 

CLAIM  NUMBER 

000-00-OC^A  M 

IS  ENTITLED  Sp  JK  M 

HOSPITAL tyfiU 
MEDICAL  INsMff| 

SICURITV  ACT 

SEX 

FEMALE 

Aw          EFFECTIVE  DATE 

88/  ik.  7-1-66 
f*f  ?*  7-1-66 

SIGN  * 
HERE  V 

Front 


1.  Carry  your  card  with  you  when  you  are  away  from  home. 

2.  Let  your  hospital  or  doctor  see  your  card  when  you  require 
hospital,  medical  or  health  services  under  "Medicare." 

3.  Get  in  touch  with  your  social  security  office  if  you  have 
questions  about  your  rights  under  "Medicare." 

4.  Your  card  is  good  wherever  you  live  in  the  United  States. 

WARNING:  Issued  for  the  sole  nil  of  the  holder  designated 
hereon.  Intentional  misuse  of  this  cord  is  unlawful  and  will 
make  the  offender  liable  to  penalty. 

PROPERTY  OF  UNITED  STATES  GOVERNMENT. 
IF  FOUND  DROP  IN  NEAREST  U  S.   MAIL  BOX. 


Return  To: 


SOCIAL  SECURITY  ADMINISTRATION 
Baltimore,  Maryland  21235 


FORM  SSA  I966  17-661 


Back 


Health  Ml  Insurance 


RAILROAD    RETIREMENT  BOARD 

NAME  OF  BENEFICIARY 

JOHN  C.  DOE 

CLAIM  NUMBER 

A-OOO-OO-00 

IS  ENTITLED  TO 

HOSPITAL  INS 
MEDICAL  INSURANCE 


SIGN  A 
HERE  L> 


front 


1.  Carry  your  card  with  you  when  you  are  away  from  home. 

2.  Let  your  hospital  or  doctor  see  your  card  when  you  require 
hospital,  medical  or  health  services  under  "Medicare". 

3.  Get  in  touch  with  your  Railroad  Retirement  Board  office  if 
you  have  questions  about  your  rights  under  "Medicare." 

4.  Your  card  is  good  wherever  you  live  in  the  United  States. 
For  benefits  in  Canada,  write  to  the  Railroad  Retirement 
Board. 

WARNINGi  Issued  for  the  sole  use  of  the  holder  designated  hereon. 
Intentional  misuse  of  this  card  Is  unlawful  and  will  make  the  offender 
liable  to  penalty. 

PROPERTY  OF  UNITED  STATES  GOVERNMENT. 
IF  FOUND  DROP  IN  NEAREST  U.S.  MAIL  BOX. 
Return  to:     RAILROAD  RETIREMENT  BOARD 

844  Rush  Street,  Chicago,  Illinois  6061 1 

form  G-43  (2-o6) 


Back 


HEALTH  INSURANCE  CLAIM  NUMBERS 


Most  HI  claim  numbers  are  9  digits  with  a  letter  or  letter  and  numeral  suffix;  e.g. ,  000-00-OOOOB  or  Bl. 
They  may  also  be  6-or-9-digit  numbers  with  lettered  prefixes;  e.g. ,  A000000,  A-000-00-0000;  or  WD-000000, 
WD-000-00-0000.  Numbers  with  one  or  more  letter  prefixes  identify  Railroad  Retirement  Board  annuitants. 

Possible  suffixes  are: 


A,  B,  Bl,  B2,  B3,  B4,  B5,  B6,  or  B9 
CI,  C2,  C3,  C4,  C5,  C6,  C7,  C8,  or  C9 

D,  Dl,  D2,  D3,  D4,  D5,  D6,  or  D7 

E,  El,  E2,  or  E3 

Fl,  F2,  F3,  F4,  F5,  F6,  F7,  or  F8 

HB,  HB1,  HB2,  HB3,  HB4,  HB5,  HB6,  or  HB9 

HC1,  HC2,  HC3,  HC4,  HC5,  HC6,  HC7,  HC8,  or  HC9 

Jl,  J2,  J3,  J4       (For  subscripts  "3"  and  "4"  there  can  be  no 

entitlement  to  hospital  insurance  benefits. 
Kl,  K2,  K3,  K4      Supplementary  medical  insurance  entitlement 

may  exist  for  all  J  and  K  suffixes. ) 

M,  Ml,  and  T        (Suffix  let  ft r  "T"  Indicates  entitlement  to  hospital  or 
hospital  aid  medical  insurance;  letters  M  and  Ml 
indicate  that  the  patient  is  eligible  for  supplementary 
medical  insurance  benefits  but  not  for  hospital 
insurance  benefits. ) 

When  the  status  of  a  beneficiary  changes,  It  is  possible  for  the  suffix  of  his  claim  number  to  change. 
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EXHIBIT  2 


Your  Record  of  Hospital  Insurance  Benefits  Used  Under  Medicare,  SSA-1533 

DEPARTMENT  OF 
HEALTH.  EDUCATION,  AND  WELFARE 
Social  Security  Administration 

YOUR  RECORD  OF  HOSPITAL  INSURANCE 
BENEFITS  USED  UNDER  MEDICARE 

(THIS  IS  NOT  A  BILL) 

r  n 

DATE: 

YOUR  CLAIM  NUMBER: 

L_  _J       In  any  correspondence,  please  refer  to  this  number. 

Dear  Beneficiary: 

Recently,  your  Medicare  Hospital  Insurance  helped  pay  for  the  services  described  below.  We  are  pleased  that 
your  social  security  program  was  able  to  assist  you. 

1.  OUR  RECORDS  SHOW  THAT  YOU  RECEIVED  THESE  SERVICES 

SERVICES  WERE  PROVIDED  BY  TYPE  OF  SERVICES  WHEN 


TO 


Your  Medicare  Hospital  Insurance  has  paid  the  cost  of  all  COVERED  SERVICES  except: 


For  information  about  any  services  NOT  COVERED  by  your  Medicare  Hospital  Insurance,  please  see  other  side. 

If  you  have  any  questions  about  this 
record,  please  get  in  touch  with: 

2.  OUR  RECORDS  NOW  SHOW  THESE  BENEFIT  TOTALS 

AVAILABLE  TO  USE  FOR 
THIS  "SPELL  OF  ILLNESS" 
USED  THIS  TIME  TOTAL  USED  (See  "D"  on  other  sidej 


INPATIENT  HOSPITAL  DAYS  

EXTENDED  CARE  FACILITY  DAYS 
HOME  HEALTH  VISITS  ' 


If  you  again  use  services  which  are  covered  by  your  Medicare  Hospital  Insurance,  please  show  this  Record 
and  your  Health  Insurance  Card  to  the  organization  providing  services. 
SEE  OTHER  SIDE  FOR  ADDITIONAL  INFORMATION. 

1  Sincerely  yours, 


si  sincere 


4/  /7<tUs 

Robert  M.  Ball 

Commissioner  of  Social  Security 

FORM  SSA-1533  (6-87) 
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EXHIBIT  3 


Notice  of  Medical  Insurance  Utilization,  SSA-1533A 


DEPARTMENT  OF 
HEALTH.  EDUCATION.  AND  WELFARE 
Social  Security  Administration 

BALTIMORE.  MARYLAND  2123S 

NOTICE  OF  MEDICAL  INSURANCE  UTILIZATION 


NAME  AND  ADDRESS  OF  THE  BENEFICIARY 
OR  REPRESENTATIVE  OF  THE  BENEFICIARY 

r  n 


DATE: 

HEALTH  INSURANCE  CLAIM  NUMBER: 


J 


The  bill  for  MEDICAL  INSURANCE  services  described  below  was  recently  submitted  under  your  health 
insurance  claim  number  and  recorded  to  your  account. 


type  of  services 


DATES  COVERED  BY  BILL 


NUMBER  OF  HOME  HEALTH 
VISITS  INCLUDED 


Institution  or  agency 
furnishing  services 

Office  which  handled 
your  claim 

Each  year,  as  soon  as  your  covered  medical  expenses  go  over  $50,  your  MEDICAL  INSURANCE  will  pay 
80  percent  of  the  reasonable  costs  or  charges  for  all  additional  covered  services  for  the  rest  of  the  year. 
The  computation  of  MEDICAL  INSURANCE  benefits  for  this  bill  is  shown  below. 


TOTAL  COVERED 
CHARGES 

AMOUNT  TOWARD 
$50  DEDUCTIBLE 

20%  PAYABLE  BY 
BENEFICIARY 

TOTAL  PAYABLE 
BY  BENEFICIARY 

STATUS  OF  MEDICAL  INSURANCE  RECORD 
As  of  the  date  of  this  notice,  the  status  of  your  MEDICAL  INSURANCE  record  is  as  follows: 


Robert  M.  Ball/ 
Commissioner  of  Social  Security 

PLEASE  READ  THE  OTHER  SIDE  OF  THIS  NOTICE  FOR  IMPORTANT  INFORMATION. 
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EXHIBIT  4 


Home  Health  Agency  Report  And  Billing,  SSA-1487  (Admission  Copy) 


DEPARTMENT  OF  HEALTH.  EDUCATION.  AND  WELFARE 

SOCIAL  SECURITY  ADMINISTRATION 

HOME  HEALTH  AGENCY 
REPORT  AND  BILLING 

Form  Approved. 
Budget  Bureau 
No.  72-R736 

1.  PATIENT'S  LAST  NAME 

'  FIRST  NAME  Ml 

1  1 
1  1 

2.  HEALTH  INSURANCE  CLAIM  NUMBER 

3.  PATIENT'S  ADDRESS  (Street  number.  City.  Stale,  Zip  Code) 

4.  DATE  OF  BIRTH 

1  1 

5.  SEX 

□    -             □  F 

6.  HOME  HEALTH  AGENCY  NAME  AND  ADDRESS 


7.  PROVIDER  NO. 


8.  MEDICAL  RECORD  NO. 


9.  NAME  AND  ADDRESS  OF  ATTENDING  PHYSICIAN 


I  O.  DATE  CARE  STARTED 


DATE  HOME 
HEALTH  PLAN 
ESTABLISHED 


1  4.  PAYMENT  SOURCE  FOR  CHARGES  TO  PATIENT 

.    rn    SELF  OR  ,-   I  1    BLUE  CROSS    _    I     I  PUBLIC  AGENC1 

*'  I  |     FAMILY  <-'  L_l    BLUE  SHIELD  E'  I  I  (Give  name) 

»■□     rN^VNCE      °'  □    Ir1LS|Y0ENR         F.Q  OTHER  (£xP^ 


is-  PATIENT'S  CERTIFICATION:  AUTHORIZATION  TO  RELEASE  INFORMATION  AND  PAYMENT  REQUEST:  I  certify 
that  the  information  given  by  me  in  applying  for  payment  under  Title  XVIII  of  the  Social  Security  Act  is  correct.  I  authorize  re- 
lease of  all  records  required  to  act  on  this  request.  I  request  that  payment  of  authorized  benefits  be  made  in  my  behalf. 


SIGNATURE  {Patient  or  authorized  representative}  (Signature  by  mark  must  be  witnessed) 


I  6.  DIAGNOSES 


□ 


I  1  ..i/-*  W  yes.  give  name  and  address 
I  |  NO      of  employer.) 


LEAVE  BLANK 


REPORT  OF  ELIGIBILITY 


A.  EFECTIVE  DATE.  HOSPITAL  INSURANCE 


J.  OPEN  ITEM 


B.  EFFECTIVE  DATE.  MEDICAL  INSURANCE 


1.  INTERMEDIARY 


C.  DATE  OF  START  OF  CARE 


D.  HOSPITAL  INSURANCE  VISITS  AVAILABLE 


E.  MEDICAL  INSURANCE  VISITS  AVAILABLE 


F.  LAST  DISCHARGE  DATE 


2.  PROVIDER 


G.  MEDICAL  PLAN  DEDUCTIBLE 

MET  Q   NOT  MET 


H.  OUTPATIENT  PSYCHIATRIC  EXPENSE 

Q  MET  Q  NOT  MET 


3.  ADMITTED 


I.  REMARKS : 


4.  DISCHARGED 


APPROVED  BY 


FORM  SSA— 1 487  >4-66) 


ADMISSION  COPY 
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EXHIBIT  5 


DISTRICT  OFFICE 


PAYMENT  CENTER: 


DEPARTMENT  OF 

HEALTH,  EDUCATION,  AND  WELFARE 
SOCIAL  SECURITY  ADMINISTRATION 

Certificate  of  Mortal  Insurance  JVuiara 


CLAIM  NUMBER 


DATE: 


THIS  IS  TO  CERTIFY  THAT  THE  PERSON(S)  NAMED  BELOW  BECAME  ENTITLED  TO  THE  INSURANCE  BENEFITS  SHOWN, 
PAYABLE  UNDER  TITLE  n  OF  THE  SOCIAL  SECURITY  ACT. 


NAME  AND  ADDRESS  OF  PAYEE  AS  THE  CLAIMANT 
OR  AS  REPRESENTATIVE  OF  THE  CLAIMANT 


DATE  OF 
ENTITLEMENT 


MONTHLY 
BENEFIT 


AMOUNT  OF 
FIRST  CHECK 


r 


TYPE  OF  BENEFIT: 


L 


Tha  right  te  receive  social  ••eurlly  benefit!  carries  with  It  certain  responsibilities.  They  are  explained  in  the  enclosed 
beekUt.  Read  thli  booklet  carefully.  Be  sure  that  you  understand  clearly  what  you  can  expect  by  way  of  benefits,  and 
what  Is  to  be  expected  of  you. 


NOTICE:  If  you  believe  that  this  determination  is  not  correct,  you  may  request 
that  your  case  be  reexamined.  If  you  want  this  reconsideration,  you  must  request 
it  not  later  than  6  months  from  the  date  of  this  notice.  You  may  make  arty  such 
request  through  your  social  security  office.  If  additional  evidence  is  available, 
you  should  submit  it  with  your  request. 


ROBERT  M.  BALL 

COMMISSIONER  OF  SOCIAL  SECURITY 


form  oa  -so  is  -  ee> 


KEEP  AS  A  PERMANENT  RECORD-DO  NOT  DESTROY 
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EXHIBIT  6 


TEMPORARY  NOTICE  OF  ELIGIBILITY 


District  Office  Address: 


Date: 


Dear  : 

Based  on  the  information  you  have  given  to  the  Social  Security  Administration 

you  will  be  eligible  for  hospital  insurance  benefits  beginning  (mo.) 

(yr.)  and  for  supplementary  medical  insurance  benefits  beginning 

(mo. )  (yr.)  .    Your  eligibility  will  continue  for 

00  days  from  the  date  shown  at  the  top  of  this  notice  unless  you  are  notified 

otherwise  during  the  60-day  period. 

To  obtain  medical  services  before  you  receive  your  card,  show  this  letter  to 
your  hospital  or  doctor  but  keep  the  letter  with  you.    This  temporary  notice 
of  eligibility  is  to  be  used  only  by  the  person  to  whom  it  is  addressed. 
Misuse  is  unlawful  and  will  make  the  offender  liable  to  a  penalty. 

This  letter  should  be  destroyed  as  soon  as  you  receive  your  health  insurance 
card  or  other  notice  concerning  your  eligibility. 

Sincerely  yours, 


Robert  M.  Ball 

Ccsmlssioner  of  Social  Security 


IMPORTANT 

When  services  are  provided  on  the  basis  of  this  notice,  all  bills  or 
correspondence  with  an  intermediary  or  the  Social  Security  Administration 
should  shew  the  patient's  social  security  claim  number. 
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Chapter  IV 


HOME  HEALTH  AGENCY  BILLING  PROCEDURES 

Section  Page 


Interviewing  the  patient  about  his  deductible  status   400  41 

General  billing  information   401  41 

Completion  of  HHA  billing  (Form  SSA-1487)    405  41 

Disposition  of  Form  SSA-1487    405. 1  45 

Transfer  from  Part  A  to  Part  B  home  health  services   410  45 

Transfer  from  Part  B  to  Part  A  home  health  services   411  45 

Effect  of  a  new  spell  of  illness   412  45 

More  than  one  agency  furnishes  home  health  services   413  46 

Transfer  to  another  agency  under  the  same  home  health  plan  of  treatment   415  46 

Rental  of  durable  medical  equiptment   420  46 

Home  health  services  are  suspended  or  terminated,  then  reinstated   425  46 

Preparation  of  a  home  health  billing  form  in  no-payment  situations   430  47 

Home  health  services  under  Part  B  extended  from  one  calendar  year  into  the  follow- 
ing calendar  year   440  47 

Procedures  for  submitting  corrected  bills   445  47 

Examples   450  48 
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Chapter  IV 


HOME  HEALTH  AGENCY  BILLING  PROCEDURES 


400.  INTERVIEWING  THE  PATIENT  ABOUT 
HIS  DEDUCTIBLE  STATUS 

If  it  is  apparent  that  the  home  health  services  will  be 
charged  to  supplementary  medical  insurance  rather 
than  to  hospital  insurance,  i.e.,  there  was  no  prior  hos- 
pital or  extended  care  facility  stay,  the  plan  was  not 
established  within  14  days  of  discharge,  benefits  were 
exhausted  under  a  Part  A  plan,  or  the  home  health 
agency  specializes  in  treating  mental  diseases,  the  home 
health  agency  will  want  to  discuss  the  patient's  deduc- 
tible status  with  him  or  his  representative.  (For  more 
detailed  information  about  the  deductible,  see  §  220.1.) 

Before  the  home  health  agency  attempts  to  collect  the 
$50  deductible  or  any  portion  of  it,  it  should  satisfy 
itself  that  the  deductible  has  not  been  met.  This  should 
be  done  by  a  careful  interview  with  the  patient,  or  a 
member  of  his  family  or  other  person  if  he  is  unable 
to  conduct  his  own  affairs,  and  by  reference  to  the 
intermediary's  reply  to  the  start  of  care  notice. 

The  intermediary's  reply  to  the  start  of  care  notice 
will  indicate  whether  the  deductible  has  been  met  or  not 
met.  However,  if  the  reply  indicates  that  the  deductible 
has  not  been  met,  there  will  be  no  indication  of  the  re- 
maining expenses  needed  to  satisfy  the  deductible.  The 
patient,  in  that  event,  may  have  a  medicare  utilization 
notice  or  explanation  of  benefits  indicating  what  part 
of  the  deductible  he  has  met.  If  he  has  such  a  notice, 
the  home  health  agency  may  collect  from  the  patient 
the  portion  of  the  deductible  not  met.  If  the  patient 
has  bills  for  other  expenses  which  could  meet  the  de- 
ductible he  should  submit  them  promptly  to  the  medi- 
cal insurance  carrier  and  it  will  not  be  necessary  for 
the  agency  to  collect  any  part  of  the  deductible. 

When  the  intermediary  receives  the  agency's  billing, 
it  will  query  the  Social  Security  Administration  central 
record  for  the  amount  of  the  deductible  remaining  to 
be  met. 

Any  overpayments  by  the  patient  for  the  deductible, 
discovered  when  the  intermediary  verifies  the  status  of 
the  deductible  with  the  Social  Security  Administration, 
will  be  refunded  to  the  patient  by  the  intermediary  and 
the  agency  payment  adjusted  accordingly. 

If  the  agency  collects  less  than  is  due,  the  inter- 
mediary will  notify  it  of  the  amount  remaining  to  be 


collected  on  the  deductible  after  processing  the  bill. 

The  agency  should  not  bill  a  third  party  until  the 
patient's  deductible  status  is  known. 

401.  GENERAL  BILLING  INFORMATION 

Form  SSA-1487,  Home  Health  Agency  Report  and 
Billing,  is  the  billing  form  for  covered  services  fur- 
nished a  medicare  patient. 

You  should  submit  billings  on  a  regular  basis  until 
the  allowable  visits  are  exhausted.  However,  you  should 
always  submit  a  billing  when  services  are  terminated, 
visits  are  exhausted,  or  charging  of  visits  is  to  be 
changed  from  posthospital  to  medical,  or  vice  versa. 

Services  provided  in  different  accounting  years 
should  not  be  put  on  the  same  bill.  At  the  end  of  your 
accounting  year,  you  should  submit  a  bill  which  con- 
tains all  services  furnished  to  the  patient  since  the  last 
bill  and  through  the  end  of  the  year.  Services  furnished 
in  the  following  accounting  year  should  be  on  a 
separate  bill. 

A  fully  completed  billing  form  should  also  be  sub- 
mitted when : 

a.  Part  B  visits  and  other  services  have  been 
rendered  and  the  deductible  has  not  been  met. 

b.  The  patient  or  his  representative  refuses  to  re- 
quest that  payment  be  made  on  his  behalf.  Show  "Re- 
fused Payment"  in  the  open  area  under  Item  22.  (Your 
intermediary  can  furnish  instructions  on  how  to  bill 
if  the  patient  subsequently  decides  to  request  payment.) 

405.  COMPLETION    OF    HOME  HEALTH 
AGENCY  HILLING  (FORM  SSA-1487) 

Examples  of  completed  billing  forms  are  in  §  450. 
Items  1  through  14  should  be  completed  on  the  initial 
billing  in  the  manner  described  in  §  325  (start  of  care 
notice) . 

Items  4,  5,  9,  14,  15,  and  16  may  be  omitted  on  second 
and  subsequent  billings.  Items  11  and  12  may  also  be 
omitted  on  subsequent  billings  unless  there  are  later 
inpatient  stays  in  a  hospital  or  extended  care  facility 
(see  below) . 

Items  11  and  12.  Name  and  Address  of  Institution, 
etc.,  and  Verified  Dates,  etc. — The  information  given 
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on  the  initial  billing  on  prior  inpatient  stays  should  not 
be  repeated  on  the  second  or  subsequent  billings.  How- 
ever, any  subsequent  inpatient  stays  in  a  hospital  or 
extended  care  facility  should  be  reported  in  these  items 
on  the  next  billing.  The  dates  of  stay  should  be  entered 
only  if  verified  with  the  institution.  Once  a  later  in- 
patient stay  has  been  entered  on  a  billing  it  should  not 
be  repeated  on  a  subsequent  billing. 

This  later  information  on  inpatient  admission  and 
discharge  is  needed  to  determine  if  a  new  spell  of  ill- 
ness has  begun  or  the  1-year  period  for  visits  has  been 
extended.  See  §  215.1  for  the  effect  of  a  later  stay  on 
entitlement  to  Part  A  home  health  visits. 

Entries  in  these  items  do  not  affect  other  items  on 
the  SSA-1487  unless  they  start  a  new  spell  of  illness. 
The  original  "Date  Care  Started"  (Item  10)  and  "Date 
Home  Health  Plan  Established"  (Item  13)  will  remain 
the  same. 

Item  13.  Date  Home  Health  Plan  Established. — 

Never  make  more  than  one  entry  on  a  billing  form  in 
this  item.  If  Part  A  visits  are  involved,  the  entry  is  the 
date  the  initial  plan  was  established  in  the  spell  of  ill- 
ness for  which  you  are  billing.  The  fact  the  initial  plan 
is  amended,  the  patient  is  reinstitutionalized  in  the 
same  spell  of  illness,  Part  A  visits  have  been  exhausted 
and  Part  B  visits  will  begin,  care  extends  from  one 
year  into  another,  etc.,  is  immaterial.  This  same  date 
could,  therefore,  be  shown  on  subsequent  bills  for  a 
number  of  years.  However,  a  new  date  plan  established 
is  shown  if  the  patient  becomes  eligible  for  a  new  series 
of  Part  A  visits,  regardless  of  whether  he  was  previ- 
ously receiving  visits  under  Part  A  or  Part  B. 

Item  15.  Patients  Certification  and  Payment  Re- 
quest.— Have  the  patient  or  his  authorized  representa- 
tive read  the  statement  on  the  form  or  on  the  agency's 
record  if  it  uses  the  alternate  signature  procedure  (see 
below).  If  the  signature  is  obtained  on  Form  SSA- 
1487,  it  is  sufficient  if  it  is  legible  only  on  the  original. 

If  the  patient  cannot  sign  his  name  because  of  his 
physical  or  mental  condition,  another  person  may  sign 
on  his  behalf,  e.g.,  John  J.  Jones  by  Jack  A.  Smith.  (Ob- 
tain a  brief  statement  that  shows  both  why  the  patient 
himself  did  not  sign  the  form  and  the  relationship  of 
the  signer  to  the  patient.  Retain  the  explanation  in  the 
agency's  file  if  the  signature  is  obtained  on  the  agency's 
own  record.  If  the  signature  is  on  Form  SSA-1487,  the 
explanation  should  accompany  or  be  included  in  the 
billing  form.  In  certain  situations,  a  home  health  agency 
representative  may  sign  on  behalf  of  the  patient.  (See 
§  235.1  for  who  may  sign  a  request  for  payment.) ) 


The  statement  should  be  read  to  a  patient  who  signs 
by  mark.  A  signature  by  mark  should  be  witnessed  by  a 
person  who  knows  the  patient. 

Signature  on  Agency  Record. — The  agency  may 
arrange  with  its  intermediary  to  have  the  patient's 
signature  on  its  records  serve  as  the  request  for 
payment. 

The  agency  should  then  incorporate  the  language 
now  on  the  SSA-1487  by  printing  or  stamping  it  on 
either  the  agency's  own  start  of  care  form  or  on  a 
separate  form  attached  to  or  associated  with  that  form. 
The  following  format  is  suggested : 

"Statement  To  Permit  Payment  for  Home 
Health  Services  or  Hospital  Insurance  and 
Medical  Insurance  Benefits  to  Home  Health 

Agency 

"I  certify  that  the  information  given  by  me  in 
applying  for  payment  under  Title  XVIII  of  the 
Social  Security  Act  is  correct.  I  authorize  release 
of  all  records  required  to  act  on  this  request.  I 
request  that  payment  of  authorized  benefits  be 
made  on  my  behalf." 

The  original  copy  of  the  first  billing  form  submitted 
by  the  agency  for  services  to  a  patient  should  be 
stamped  or  typed  on  the  patient's  signature  line  to  indi- 
cate that  the  patient's  statement  is  on  file.  The  following 
wording  is  suggested:  "Patient's  request  for  payment  on 
file." 

When  the  intermediary  and  agency  have  arranged 
to  put  this  procedure  into  effect,  the  intermediary  will 
thereafter  make  payment  without  the  patient's  signa- 
ture on  the  billing  form,  as  long  as  home  health  services 
are  being  received  from  the  same  agency  under  the 
same  plan  of  treatment. 

Item  16.  Diagnoses. — Complete  on  the  initial  bill. 
Home  health  visits  under  Part  A  must  be  related  to  a 
condition  for  which  the  patient  was  receiving  inpatient 
hospital  or  extended  care  treatment  (see  §  240.1) .  Enter 
all  diagnoses  as  furnished  by  the  attending  physician. 
List  the  primary  diagnosis  first  with  "Primary"  in 
parentheses. 

Show  the  diagnosis  in  accordance  with  recognized 
nomenclature,  e.g.,  "Current  Medical  Terminology,"  or 
"Standard  Nomenclature  of  Diseases  and  Operations." 

This  item  need  not  be  completed  on  subsequent  bills, 
but  if  other  diagnoses  are  identified  between  the  initial 
and  final  bills,  note  such  changes  or  additional  diag- 
noses on  the  final  bill. 

Enter  an  "X"  in  the  appropriate  check  box  to  indi- 
cate whether  or  not  the  condition  is  employment  re- 
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lated.  If  the  condition  is  known  to  be  employment 
related,  enter  the  name  and  address  of  the  employer  on 
the  initial  bill.  (See  §§  250-250.2  if  workmen's  com- 
pensation is  involved.) 

Item  17.  Statement  Covers  Period. — Show  the  be- 
ginning and  ending  dates  of  the  period  covered  by  this 
bill. 

On  the  first  bill  for  services  under  a  plan  of  treat- 
ment, the  "From"  date  cannot  be  earlier  than  the  date 
care  started  in  Item  10. 

On  the  final  bill,  the  "To"  date  can  be  no  later  than 
the  date  in  Item  20;  that  is,  the  date  of  death,  the  date 
discharged,  or  the  date  visits  are  exhausted. 

If  a  patient  is  discharged  or  dies  after  your  most  re- 
cent bill  indicated  that  he  was  still  receiving  services, 
and  before  receiving  additional  services,  prepare  a  no- 
payment  bill  in  accordance  with  the  instructions  in 
§430. 

Item  18.  Date  First  and  Last  Visit. — Do  not  com- 
plete this  item.  It  will  be  eliminated  when  the  home 
health  billing  form  is  revised. 

Item  19.  Patient  Status.— Check  only  one  block  to 
show  whether,  at  the  end  of  the  period  covered  by  the 
bill,  the  patient  is  still  receiving  services,  has  been  dis- 
charged, has  died,  or  visits  have  been  exhausted. 

In  addition  to  cases  in  which  the  patient  is  dis- 
charged because  home  health  services  are  no  longer 
required,  the  "Discharged"  block  will  be  checked  in 
the  following  situations: 

a.  The  patient  has  exhausted  his  visits  and  does 
not  need  additional  home  health  visits  or  Part  B 
services. 

b.  The  patient  is  covered  under  either  Part  A  or 
Part  B  and  has  exhausted  visits  under  that  part  although 
visits  will  continue. 

c.  The  patient  is  discharged  on  the  same  day  visits 
are  exhausted. 

d.  The  patient  transfers  from  Part  B  to  Part  A. 

e.  A  stay  in  the  hospital  or  extended  care  facility 
starts  a  new  spell  of  illness  but  does  not  meet  the  prior 
stay  requirement  and  the  patient  is  not  entitled  to  Part 
B. 

f.  The  patient  transfers  from  one  agency  to  an- 
other under  the  same  plan  of  treatment. 

g.  The  final  bill  for  equipment  rental. 

h.  The  time  limit  on  Part  A  visits  expires  even 
though  the  visits  are  not  exhausted.  (However,  if  visits 
continue  under  Part  B,  see  §  410.) 

The  "Visits  Exhausted"  block  will  be  checked  when 
the  patient  is  covered  under  both  Part  A  and  Part  B, 
has  exhausted  his  visits  under  both  parts  and  needs 


additional  home  health  visits  or  Part  B  services  (for  ex- 
ception in  billing  for  rental  of  durable  medical  equip- 
ment, see  §  420) . 

Item  20.  Date  Applicable  to  Item  19. — A  date  must 
be  entered  in  Item  20  if  the  patient  was  discharged, 
died,  or  his  visits  were  exhausted  in  the  period  covered 
by  this  bill.  It  should  never  be  earlier  than  the  "To" 
date  in  Item  17. 

If  the  "Still  Receives  Services"  block  in  Item  19  is 
checked,  make  no  entry  in  Item  20. 

Item  21.  Statement  of  Services  Rendered. — From 

the  information  received  on  the  start  of  care  notice 
and  other  information,  the  intermediary  will  advise 
you  whether  charges  are  to  be  billed  under  Part  A  or 
Part  B.  If  the  first  billing  is  under  Part  A,  continue 
billing  under  Part  A  until  the  patient  is  discharged, 
dies,  visits  are  exhausted,  a  new  spell  of  illness  starts, 
or  the  year  in  which  visits  must  be  made  has  ended. 

All  covered  services  and  items  which  have  been  fur- 
nished in  the  billing  period  must  be  included  in  the  bill 
which  is  being  submitted. 

Visits  to  perform  noncovered  services  should  not 
be  shown  as  visits  on  the  billing  form.  Some  examples 
of  such  services  are  homemaker  services  and  "meals  on 
wheels."  See  §§  230  and  232  for  additional  examples. 
However,  see  §  430  for  rules  on  submitting  no-payment 
bills. 

Home  health  services  furnished  on  an  outpatient 
basis  at  a  hospital,  extended  care  facility,  or  rehabilita- 
tion center  and  billed  through  the  home  health  agency, 
should  be  shown  on  the  billing  form  as  if  the  home 
health  agency  had  directly  furnished  the  services.  (See 
§§  200.2  and  205.7.) 

Note :  Diagnostic  services  furnished  to  home  health 
patients  in  the  outpatient  department  of  a  participating 
hospital  are  not  covered  home  health  services  and 
should  be  billed  by  the  hospital. 

Item  21  A-G.  Show  the  total  number  of  visits  and 
total  charges  for  each  category  of  services  in  A 
through  F. 

If  any  home  health  services  are  furnished  on  an 
outpatient  basis  (see  §  205.7),  the  initials  OP  and  the 
number  of  outpatient  visits  should  be  entered  in  the 
space  immediately  following  the  name  of  the  particular 
service,  e.g.,  "B.  Physical  Therapy  OP  (3)." 

If  visits  are  made  by  individuals  in  categories  other 
than  those  listed  in  A  through  F,  enter  the  category, 
(eg.,  intern)  in  G  with  the  pertinent  number  of  visits 
and  charges.  It  is  not  necessary  to  show  how  the  charges 
were  determined.  For  example,  if  there  were  5  one-hour 
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visits  by  a  home  health  aide  at  a  charge  of  $2  per  hour, 
Item  21F  would  indicate  5  visits,  charges  $10. 

The  number  of  visits  by  and  charges  for  services  of 
an  unaccompanied  student  nurse  should  be  entered  in 
21A.  If  a  registered  nurse  who  is  employed  by  the 
home  health  agency  accompanies  the  student  to  observe 
her  or  the  purpose  of  the  student  visit  is  to  observe  the 
registered  nurse,  only  one  visit  should  be  charged.  In 
either  situation  such  visits  and  charges  would  be  entered 
in  21A. 

See  §§  218.1  and  218.2  for  how  to  count  visits. 
Item  21  H  and  I.  When  an  agency  bills  on  the  basis  of 
the  same  charges  per  unit  of  service  (e.g.,  visit,  week, 
month)  the  total  number  of  units  will  be  entered  in  the 
unshaded  area  in  H  and  the  charge  per  unit  will  be 
entered  in  the  unshaded  area  of  I  (see  example  below) . 
The  number  of  visits  must  also  be  shown  in  the  appro- 
priate category,  A  through  G.  No  charges  need  be 
shown  in  A  through  G.  No  entries  should  be  made  in 
the  shaded  areas  of  H  and  I. 


21 

STATEMENT  OF  SERVICES  RENDERED 

POST-HOSPITAL  PLAN 

MEDICAL  PLAN 

PRIMARY  PURPOSE  OF  VISIT 

NO 
VISITS 

CHARGES 

NO 
VISITS 

CHARGES 

A.  Skilled  Nursing  Care 

$ 

$ 

B.  Physical  Therapy 

3 

C.  Speech  Therapy 

D.  Occupational  Therapy 

2 

E.  Medical  Social  Services 

1 

F.  Home  Health  Aide 

G.  Other  Visits  (Specify) 

H.  Total  No   or  Units  of  Service  £ 

I.   Charge  per  unit  of  Service  $  ^.00 

J.  TOTALS 

6 

5  30 

00 

$ 

K.  Other  (Specify) 

L.  TOTAL  CHARGES 

*  30 

00 

$ 

Item  21  J.  Totals. — Show  the  total  number  of  visits  and 
total  charges  listed  in  A  through  G.  If  the  agency 
charges  on  the  basis  of  a  unit  of  service  only,  the  total 
charges  should  be  H  times  I. 

Item  21 K.  Other. — Enter  in  this  space  charges  for  cov- 
ered home  health  services  which  are  not  counted  as 
visits.  Enter  each  medical  appliance  and  category  of 
supply  on  a  separate  line  with  the  charge  for  the  item 
shown  on  the  same  line. 

See  §  420  for  payment  for  rental  of  equipment  when 
no  plan  is  in  effect. 

Item  21 L.  Total  Charges. — Enter  the  sum  of  charges 

in  21J  and  21K.  Do  not  show  total  visits. 

Item  21M.  Amount  Paid  by  Patient. — This  item  re- 


lates only  to  amounts  paid  toward  the  Part  B  deductible 
and  coinsurance.  On  initial  bills,  only  the  amounts 
actually  paid  by  or  on  behalf  of  the  patient  in  the 
period  covered  by  the  bill  should  be  entered.  The  ac- 
tual amount  paid  by  the  patient  will  permit  the  inter- 
mediary to  determine  if  he  is  entitled  to  a  refund.  If 
the  agency  collected  less  than  is  due,  the  intermediary 
will  advise  it  of  the  exact  amount  that  should  be  billed 
for  the  deductible  and  coinsurance. 

This  item  should  be  blank  on  second  and  subsequent 
bills.  In  subsequent  billing  periods,  the  agency  is  re- 
sponsible for  making  the  refund  to  the  patient  if  deduc- 
tible and  coinsurance  amounts  are  overcollected. 

Item  22.  Computing  Reimbursement  Under  Part 
A  (Post-Hospital  Plan). — This  item  is  designed  to 
determine  the  interim  amount  payable  under  Part  A. 
The  computation  may  be  made  either  by  the  agency  or 
the  intermediary. 

Item  22 A.  Total  Charges. — Enter  the  total  Part  A 
(post-hospital  plan)  charges  from  Item  21L. 

Item  22B.  Reimbursement  Rate. — Show  the  reim- 
bursement rate  agreed  upon  by  the  agency  and  the  inter- 
mediary. It  is  the  percentage  relationship  of  the 
agency's  costs  to  its  charges. 

Item  22C.  Reimbursement  Amount  A  Times  B. — 

Multiply  the  total  charges  (22A)  by  the  reimbursement 
percentage  rate  (22B)  to  determine  the  interim  reim- 
bursement amount. 

Item  23.  Computing  Reimbursement  Under  Part  B 
(Medical  Plan). — The  agency  should  not  complete 
this  item  unless  it  knows  that  the  $50  deductible  has 
been  met. 

Item  23 A.  Verified  Deductible. — If  the  deductible 
has  been  met,  enter  "0"  (zero) .  If  you  do  not  know  that 
the  deductible  has  been  met,  make  no  entry. 

Item  23B.  Verified  Coinsurance. — If  the  deductible 
has  been  met,  enter  20  percent  of  the  total  medical  plan 
charges  in  Item  21L. 

Item  23C.  Total  Charges. — Enter  the  amount  shown 
in  the  medical  plan  column  in  Item  21L. 

Item  23D.  Reimbursement  Rate. — This  must  always 
be  a  percentage.  It  will  be  the  percentage  relationship 
of  the  agency's  costs  to  its  charges. 
Item  23E.  C  Times  D. — Enter  the  total  charges  (Item 
23C)  multipled  by  the  reimbursement  rate  (Item  23D) . 
Item  23F.  E  Less  A. — If  the  deductible  has  been  met, 
enter  the  Item  23E  amount.  If  the  deductible  has  not 
been  met,  make  no  entry. 
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Item  23G.  Reimbursement  Amount  80  Percent  of 
F. — Multiply  Item  23F  by  80  percent.  (It  is  important 
to  note  that  even  though  the  deductible  to  be  met  ex- 
ceeds total  charges  a  payment  to  the  agency  is  possible 
if  the  reimbursement  rate  (Item  23D)  is  over  100  per- 
cent. Example:  Deductible  to  be  met  is  $20,  total 
charges  $15,  reimbursement  rate  150  percent.  Charges 
times  rate  is  $22.50,  subtracting  deductible  leaves  $2.50, 
80  percent  of  $2.50  is  $2.00.  The  intermediary  would 
make  this  computation. ) 

Item  23H.  Refund  to  Patient. — The  intermediary  will 
complete  this  item. 

Item  231.  Net  Amount  to  Agency,  G  Less  H. — The 
intermediary  will  complete  this  item. 

Certification  and  Signature  Line. — An  agency 
representative  should  make  sure  that  the  required  physi- 
cian's certification  and  recertification  are  in  the 
agency's  records.  The  representative  should  then  sign 
and  date  the  form  before  it  is  submitted  to  the  inter- 
mediary. A  stamped  signature  is  acceptable.  The  date 
forwarded  should  be  the  date  the  bill  is  actually  for- 
warded to  the  intermediary ;  it  should  not  be  before  the 
"To"  date  in  the  "Statement  Covers  Period"  item. 

405.1  Disposition  of  Form  SSA-1487.— Retain 
the  copy  designated  "Home  Health  Agency  Copy"  and 
submit  the  remaining  copies  to  your  intermediary  (or 
SSA  in  direct  dealing  situations) .  The  remaining  copies 
to  be  submitted  to  the  intermediary  or  SSA  are  the 
following : 

a.  The  original  copy  which  is  maintained  in  the 
intermediary's  (or  SSA  Direct  Reimbursement's)  files. 

b.  The  copy  designated  "Social  Security  Adminis- 
tration Copy." 

Where  the  notice  of  admission  copies  of  the  form 
have  not  been  used  for  start  of  care  notice  purposes  they 
may  be  discarded. 

410.  TRANSFER  FROM  PART  A  TO  PART  B 
HOME  HEALTH  SERVICES 

If  a  patient  will  receive  Part  B  services  under  the 
same  home  health  plan  of  treatment  after  Part  A  visits 
are  exhausted,  or  the  time  limit  for  Part  A  visits  has 
runt  out,  submit  separate  bills  for  each  part.  Do 
not  submit  a  start  of  care  notice.  On  the  last  bill  for 
Part  A  services,  the  "still  receives  services"  block  in 
Item  19  is  checked. 

On  the  initial  bill  for  Part  B  services  Items  10  and 
13  will  contain  the  same  dates  as  on  the  billings  for 
Part  A  services. 


411.  TRANSFER  FROM  PART  B  TO  PART  A 
HOME  HEALH  SERVICES 

If  a  patient  receiving  Part  B  services  has  a  qualifying 
inpatient  stay  so  that  visits  under  Part  A  will  commence, 
separate  bills  must  be  submitted  for  each  part.  The 
discharge  billing  for  the  services  under  Part  B  should 
contain  the  following  information: 

Item  17.  "To  Date" — Date  of  admission  to  the  qual- 
ifying hospital  or  extended  care  facility  stay. 

Item  19.  "Discharged"  block  should  be  checked. 

Item  20.  "Date  applicable  to  Item  19" — Date  of  ad- 
mission to  the  qualifying  hospital  or  extended  care  facil- 
ity stay. 

A  start  of  care  notice  must  be  submitted  and 
processed  in  the  usual  manner.  On  the  start  of  care 
notice  and  Part  A  billing  complete  Items  10,  13,  and 
17  as  follows: 

Item  10.  Show  the  date  on  which  care  started  under 
the  Part  A  plan. 

Item  13.  Show  the  date  on  which  the  new  plan  for 
visits  under  Part  A  was  established. 

Item  17.  "From  Date"  is  the  date  care  started  under 
the  Part  A  plan. 

412.  EFFECT  OF  A  NEW  SPELL  OF  ILLNESS 

If  a  patient  receiving  visits  under  Part  A  has  an 
inpatient  stay  in  a  qualified  institution  (see  §  112.3), 
which  occurs  more  than  60  days  after  his  last  discharge 
from  an  institution  which  prolongs  a  spell  of  illness 
(see  §  112.3),  a  new  spell  of  illness  starts.  This  ter- 
minates the  Part  A  plan  of  treatment.  The  agency 
should  prepare  a  final  billing.  The  "Discharged"  block 
in  Item  19  will  be  checked  (and  the  first  day  of  the  in- 
patient stay  entered  in  Item  20)  unless  the  patient  will 
receive  Part  B  services  under  the  same  plan  of  treat- 
ment (see  §  410). 

If  Part  A  home  health  visits  are  resumed  after  this 
inpatient  stay  a  new  start  of  care  notice  is  required.  If 
the  inpatient  stay  meets  the  prior  stay  requirement 
(§  210.2)  the  new  plan  will  be  under  Part  A,  if  not,  it 
must  be  under  Part  B. 

If  a  patient  receiving  Part  B  visits  has  an  inpatient 
stay  which  starts  a  spell  of  illness  and  meets  the  prior 
stay  requirement,  §  411  should  be  followed.  If  prior 
stay  requirements  are  not  met,  Part  B  visits  can  con- 
tinue. In  the  latter  case  the  information  on  the  inpatient 
stay  should  be  entered  in  Items  11  and  12  of  the  next 
billing  form  submitted. 
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413.  MORE  THAN  ONE  AGENCY  FURNISHES 
HOME  HEALTH  SERVICES 


420.  RENTAL  OF  DURABLE  MEDICAL  EQUIP- 
MENT 


In  the  exceptional  case  where  a  physician  deems  it 
necessary  to  use  two  participating  home  health  agen- 
cies, the  physician  will  designate  the  agency  which  will 
render  the  major  services  and  assume  the  major  re- 
sponsibility for  the  patient's  total  care  as  the  primary 
agency. 

Although  services  can  be  provided  by  both  agencies, 
the  primary  agency  will  submit  the  start  of  care  notice, 
bill  for  all  the  services  rendered  by  both  agencies  to 
the  patient,  and  keep  all  the  records  pertaining  to  the 
case  including  the  plan  of  treatment,  required  certifi- 
cations, and  the  record  of  the  number  of  visits  to  be 
charged  against  the  patient's  allowable  maximum.  The 
secondary  agency  will  be  reimbursed  through  the  pri- 
mary agency  under  mutually  agreed  upon  arrange- 
ments. 

In  rare  instances  a  patient  is  under  the  care  of  two 
physicians,  and  each  physician  finds  it  necessary  to 
establish  a  home  health  plan  with  different  agencies  to 
secure  required  services.  Each  agency  will  independ- 
ently submit  a  start  of  care  notice  and  bill  for  the 
services  it  renders. 

If  it  comes  to  the  attention  of  one  home  health  agency 
that  a  patient  is  receiving  services  from  another  agency, 
each  agency  providing  services  to  the  same  patient 
should,  to  the  extent  possible,  keep  the  other  agency 
advised  of  the  visits,  etc.,  furnished  by  it.  This  will 
permit  each  agency  involved  to  keep  track  of  the  num- 
ber of  visits  furnished  the  patient. 

415.  TRANSFER  TO  ANOTHER  AGENCY  UN- 
DER THE  SAME  HOME  HEALTH  PLAN 
OF  TREATMENT 

If  a  patient  transfers  from  one  agency  to  another 
and  the  current  home  health  services  are  a  continua- 
tion of  the  original  plan  of  treatment,  the  first  agency 
will  indicate  in  Item  19  on  its  final  bill  that  the  patient 
has  been  "discharged,"  and  insert  the  day  its  records 
are  transferred  to  the  other  agency  in  Item  20. 

The  second  agency  (after  submitting  a  start  of  care 
notice)  will  bill  as  though  it  is  the  initial  provider  under 
that  particular  plan.  The  bills  will  continue  to  show  in 
Item  10  the  original  date  care  was  started  by  the  first 
agency,  etc.  On  the  first  bill  the  second  agency  sub- 
mits, the  billing  period  in  Item  17  will  be  from  the 
day  of  the  first  agency's  transfer  to  the  end  of  the  bill- 
ing period. 


The  medical  insurance  program  provides  coverage 
for  certain  enumerated  medical  and  other  health  serv- 
ices. Under  this  provision,  reimbursement  is  provided 
for  the  rental  of  durable  medical  equipment  by  a  pro- 
vider of  services  or  by  an  independent  supplier  to  a 
beneficiary  in  his  place  of  residence.  (See  §  208.5 
for  definition  of  residence.)  Therefore,  a  home 
health  agency  may  receive  reimbursement  on  a  rea- 
sonable cost  basis  for  its  rental  of  durable  medical 
equipment  to  a  Part  B  beneficiary  who  is  (a)  not  re- 
ceiving services  under  a  home  health  plan  of  treatment 
or  (b)  whose  plan  has  been  terminated  by  his  physician 
because  visits  are  no  longer  required  but  who  still 
needs,  for  example,  a  wheelchair.  The  home  health 
billing  form,  SSA-1487,  Item  21K,  should  be  used 
when  requesting  reimbursement  for  the  rental  of  dura- 
ble medical  equipment  to  a  beneficiary  who  is  not  under 
a  home  health  plan  of  treatment. 

If  a  patient's  visits  terminate  but  some  piece  of  equip- 
ment is  to  be  rented  to  the  patient,  check  the  block 
"Still  Receives  Services"  in  Item  19  on  the  final  bill 
for  the  home  health  plan  of  treatment.  On  billings  for 
the  rental  of  the  equipment,  use  the  same  entries  for 
Items  10  and  13  as  on  the  earlier  billings  under  the 
plan  of  treatment,  even  though  the  rental  in  this  in- 
stance is  not  covered  as  a  home  health  service.  These 
entries  are  necessary  to  facilitate  computer  processing 
of  the  rental  bill. 

If  the  agency  rents  equipment  to  a  patient  under 
other  conditions  than  in  the  paragraph  above,  a  start 
of  care  notice  must  be  submitted  to  facilitate  computer 
processing.  The  start  of  care  notice  and  billings  should 
be  completed  in  the  usual  way  except  that  "Date  Care 
Started"  (Item  10)  and  "Date  Home  Health  Plan  Es- 
tablished" (Item  13)  should  be  the  first  day  the  equip- 
ment is  rented. 

On  the  final  bill  for  equipment  rental  check  the  "Dis- 
charged" block  in  Item  19. 

425.  HOME  HEALTH  SERVICES  ARE  SUS- 
PENDED OR  TERMINATED  THEN  RE- 
INSTATED 

A  physician  may  feel  it  necessary  to  suspend  visits 
for  a  time  to  determine  whether  the  patient  is  suf- 
ficiently recovered  from  his  condition  to  do  without 
further  home  health  services.  When  the  suspension  is 
temporary  (not  more  than  60  days)  and  the  physician 
later  determines  that  the  services  must  be  resumed, 
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the  resumed  services  will  be  paid  under  the  same  pro- 
gram (Part  A  or  Part  B)  and  plan  of  treatment  as  be- 
fore the  suspension.  No  special  entry  is  needed  on  the 
bill  to  indicate  a  suspension.  The  date  care  started 
(Item  10)  and  the  date  plan  established  (Item  13) 
will  remain  the  same  as  on  the  initial  bill.  A  no-payment 
bill  should  not  be  submitted  for  the  period  in  which 
there  were  no  visits. 

For  purposes  of  medicare  reimbursement,  a  sus- 
pension of  home  health  visits  for  more  than  60  days 
terminates  the  plan  of  treatment.  When  this  occurs,  a 
discharge  bill  is  prepared  by  the  agency.  To  qualify 
for  additional  Part  A  home  health  visits,  the  patient 
must  have  a  new  qualifying  inpatient  stay,  and  a  new 
start  of  care  notice  must  be  submitted. 

There  may  also  be  instances  in  which  a  physician 
determines  that  home  health  services  being  furnished 
under  Part  A  are  no  longer  necessary  and  discharges 
the  patient.  The  physician  may  later  determine  that  the 
home  health  services  are  again  necessary  and  may  es- 
tablish a  plan  for  services  related  to  the  same  condi- 
tion for  which  the  individual  was  previously  hospital- 
ized. However,  since  the  previous  plan  of  treatment  was 
terminated,  the  subsequent  services  cannot  be  paid  un- 
der Part  A  unless  the  patient  has  had  an  intervening 
qualifying  inpatient  stay.  A  new  start  of  care  notice 
must  be  submitted  if  the  patient  again  qualifies  for 
home  health  visits. 

430.  PREPARATION  OF  A  HOME  HEALTH 
BILLING  FORM  IN  NO-PAYMENT  SITU- 
ATIONS 

Although  no  payment  will  be  made,  a  home  health 
billing  form  should  be  submitted  when: 

a.  Workmen's  compensation  has  paid  or  can  be 
expected  to  pay  the  entire  bill. 

b.  A  National  Institutes  of  Health  grant  paid  or 
will  pay  the  entire  bill. 

c.  The  patient  is  discharged  from  home  health 
visits  or  dies  after  an  earlier  bill  indicated  that  he  was 
still  receiving  services,  and  no  visits  have  been  made 
during  the  interim  period.  In  this  situation,  the  date  of 
discharge  or  death  must  be  later  than  the  "To  Date" 
shown  in  Item  17  on  the  earlier  bill. 

On  a  no-payment  bill,  only  the  following  entries 
should  be  completed : 


a.  Item  1.  Patient's  name. 

b.  Item  2.  Health  Insurance  Claim  Number. 

c.  Item  7.  Provider  Number. 

d.  Item  10.  Date  Care  Started. 

e.  Item  16.  Diagnoses  and  whether  illness  was  em- 
ployment related. 

f.  Item  19.  Terminating  Action.  If  Item  19  does 
not  provide  the  reason  for  nonpayment,  e.g.,  workmen's 
compensation,  enter  reason  in  open  area  under  Item  22. 

g.  Item  20.  Date  Applicable  to  Item  19. 

h.  Item  21L.  Total  Charges  (this  will  usually  be 
"None"). 

i.  Signature  of  Home  Health  Agency  Representa- 
tive and  Date  Forwarded. 

Note :  This  abbreviated  completion  of  bills  does  not 
apply  to  two  other  situations  where  there  will  be  no 
reimbursement,  i.e.,  Part  B  deductible  not  met,  and 
patient  refuses  to  request  payment  ( §  401 ) . 

440.  HOME  HEALTH  SERVICES  UNDER 
PART  B  EXTEND  FROM  ONE  CALEN- 
DAR YEAR  INTO  THE  FOLLOWING 
CALENDAR  YEAR 

Do  not  submit  a  Part  B  bill  for  an  inclusive  period 
beginning  in  one  calendar  year  and  extending  into  the 
following  calendar  year.  If  the  agency  does  not  nor- 
mally bill  on  a  calendar  month  basis,  it  must  prepare 
two  bills.  The  first  will  cover  the  period  ending  Decem- 
ber 31  of  the  old  year,  the  second,  the  period  beginning 
January  1  of  the  new  year.  This  will  permit  the  inter- 
mediary to  apply  the  appropriate  deductible  for  both 
years.  A  new  start  of  care  notice  is  not  required  for 
the  period  beginning  in  the  new  year. 

445.  PROCEDURES  FOR  SUBMITTING  COR- 
RECTED BILLS 

To  correct  a  previously  submitted  bill,  the  home 
health  agency  should  reproduce  a  legible  copy  of  the 
submitted  bill.  Corrections  should  be  made  in  red  in  the 
appropriate  item(s).  The  corrected  bill  should  be 
marked  "DEBIT-ADJ"  in  the  upper  right-hand  mar- 
gin. If  all  charges  and  days  reported  on  the  previously 
submitted  bill  are  to  be  deleted,  mark  it  "CANCEL 
ONLY"  in  the  upper  right-hand  margin.  Send  the  cor- 
rected bill  to  the  intermediary. 
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450.  EXAMPLES 

I.  Initial  Billing — Part  A  Visits. 

II.  Subsequent  Billing — Pail  A — Less  Than  3-Day 
Hospital  Stay  During  Billing  Period. 

III.  Subsequent  Billing — Part  A— 3  (or  More)  Day 
Hospital  Stay. 

IV.  Discharge  Billing — Part  A — New  Spell  of  Ill- 
ness. 

V.  Initial  Billing — Part  A — After  Transfer  From 
Another  Agency. 

VI.  Final  Billing — Part  A — Services  Continue  but 
Part  A  Visits  Exhausted. 


VII.  Initial  Billing— Part  B— Part  A  Visits  Ex- 
hausted. 

VIII.  Subsequent  Billing — Part  B — Less  Than  3- 
Day  Hospital  Stay. 

IX.  Final  Billing— Part  B— Patient  Qualifies  for 
Part  A. 

X.  Initial  Billing — Part  A — Equipment  Furnished 
as  Home  Health  Service. 

XI.  Final  Billing — Part  A — Physician  Terminates 
Plan — Equipment  Still  Needed. 

XII.  Billing  for  Rental  of  Equipment — Part  B. 
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Example  I 


I.  INITIAL  BILLING — PART  A — VISITS 


John  H.  Doe  has  a  qualifying  inpatient  stay  April  3, 
1967,  through  April  8,  1967.  A  home  health  plan  is 
established  April  9,  1967,  and  care  is  started  on  April 
10,  1967. 

The  home  health  agency  submits  a  start  of  care 
notice.  The  official  transfer  records  furnished  this 
agency  contain  the  inpatient  stay  dates  and  are  entered 
in  Item  12.  The  patient's  signature  is  not  required  since 
the  agency  has  obtained  it  on  a  form  maintained  in 
its  own  records. 


The  agency  receives  a  reply  which  indicates  (a)  the 
patient  is  entitled  to  Part  A  and  Part  B,  (b)  he  has 
100  visits  remaining  under  both  plans,  (c)  the  Part  B 
deductible  is  met. 

The  agency  charges  a  unit  rate  of  $5.00  a  visit  and 
the  agreed-upon  reimbursement  rate  is  110%.  Since 
the  agency  has  a  uniform  rate  for  all  services  no 
charges  are  entered  in  Items  21A  through  21G. 

At  the  end  of  its  monthly  billing  period  the  agency 
submits  its  billing  as  below. 


"T,ON       HOME  HEALTH  AGENCY  REPORT  AND  BILLING 
HOSPITAL  AND  MEDICAL  INSURANCE  BEN EFITS  —  SOCIAL  SECURITY  ACT 


Porm  Approved 
Budget  Bureau  N( 
No.  72-R736 


1    PATIENT'S  LAST  NAME                                                        '  FIRST  NAME                                         1  Ml 

Doe                                          ! John  H 

2    HEALTH  INSURANCE  CLAIM  NUMBER 

000-00-0000  A 

3.  PATIENT'S  ADDRESS  (Street  number.  City,  State.  Zip  Code) 

6U01  Security  Blvd. ,  Baltimore,  Md.  21235 

4.  DATE  OF  BIRTH                  |  5.  SEX 

0  2J  0__2|_2  _3  IS  "  Or 

6.  HOME  HEALTH  AGENCY  NAME  AND  ADDRESS 

Z  Visiting  Nurse  Association 
110  South  Paca  St. 
Baltijnore,  Md.  21201 

7  PROVIDER  NO. 

000  000 

8  MEDICAL  RECORO  NO. 

9    NAME  AND  ADDRESS  OF  ATTENDING  PHYSICIAN 

William  Jones,  H.D. 
6U01  Uben  Blvd. 
Baltimore,  Md.  21201 

10.  DATE  CARE  STARTED 

_o_  h\  JL_o|  6_  I_ 

1  1    NAME  AND  ADDRESS  OF  INSTITUTION.  IF  ANY.  CARING  FOR  CONDI- 
TION LATER  REQUIRING  HOME  HEALTH  SERVICES 

General  Hospital 
100  Bruce  Street 
Baltimore,  Marrland  21201 

1  2.  VERIFIED  DATES  OF 
STAY  IN  ITEM  1  I 

FROM                1  TO 

Oh  |03  |67  p|08|67 

13  DATE  HOME 
HEALTH  PLAN 
ESTABLISHED 

OU  1 09  |67 

□ 


-1ENT  SOURCE  FOR  CHARGES  TO  PATIENT 

SELF  OR  _  I  1   BLUE  CROSS 

JE  SHIELD  E 
EMPLOYER 


□ 


^    OTHER  (Explain) 


15.  PATIENT'S  CERTIFICATION:  AUTHORIZATION  TO  RELEASE  INFORMATION  AND  PAYMENT  REQUEST:  I  c 
the  information  given  by  me  In  applying  for  payment  under  Title  XVIII  of  the  Social  Security  Act  is  correct.  I  author 
of  all  records  required  to  act  on  this  request    I  request  that  payment  of  authorized  benefits  be  made  in  my  behalf. 


■rtify  that 
ze  release 


SIGNATURE  (Patient  or  authorized  representative)  (Signature  by  mark  m 

Patient1 s  Request  for  Payment  on  File 


t  be  witnessed) 


□ 


E 


Orebral  Vascular  Accident 


STATEMENT  OF  SERVICES  F 


PRIMARY  PURPOSE  OF  VISIT 


A.  Skilled  Nursing  Care 


B.  Physical  Therapy 


C.  Speech  Therapy 


D.  Occupational  Therapy 


E.  Medical  Social  Servic 


F.  Home  Health  Aide 


G.  Other  Visits  (Specify) 


H.  Total  No.  of  Units  of  Service 


8 


1    Charge  per  unit  of  Service  $£".00 


J.  TOTALS 


POST- HOSPITAL  PLAN 


K.  Other  (Specify) 


L.  TOTAL  CHARGES 


U0 


U0 


oo 


MEDICAL  PLAN 


M.  AMOUNT  PAID  BY  PATIENT 


I  certify  that  required  physician's  certification  and  recertification 


SIGNATURE  OF  HOME  HEALTH  AGENCY  REPRESENTATIVE 


/s/    Edward  Roberts 


DATE  FORWARDEO 


0  5  10  2  16  7 


Olt/09/67 


LEAVE  BLANK 


17  STATEMENT  COVERS  PERIOD 

IS    DATE  OF   HIRST  VISIT 

DATE  OF  LAST  VISIT 

19,  PATIENT 

20  DATE  APPLICABLE  TO 

FROM 

TO 

1  1  DIS- 

|  J  CHARGED 

1 — 1  STILL 

X  RECEIVES 
1  1  SERVICES 

ITEM  19 

0U|l0  [67 

Oli    30  |67 

-1  1 

|     |  DIED 

[—1  VISITS 

|  |  EXHAUSTEO 

POST  -  HOSPITAL  PLAN 


TOTAL  CHARGES 


$Uo,oo 


VI8URSEMENT 


RATE 

nog 


C.  REIMBURSEMENT  fi 


$Wi.oo 


MEDICAL  PLAN 


VERIFIED  DEDUCTIBLE 


B    VERIFIED  COINSURANCE 


C.  TOTAL  CHARGES 


D  REIMBURSEMENT  RATE 


EL  C  TIMES  O 


APPROVED  BY 


/a/   Joseph  Cole      £  5  I  <^  9  I  6  7 


DATE  APPROVED 


form  SSA-1467 


HOME  HEALTH  AGENCY  COPY 
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Example  II 


II.  SUBSEQUENT  BILLING— PART  A— LESS  THAN  3-DAY  HOSPITAL  STAY  DURING  BILLING 

PERIOD 


The  agency  continues  visits  to  the  patient  during 
May.  However,  on  May  20,  1967,  to  May  21,  1967,  he 
is  again  hospitalized.  Although  no  visits  have  been 
made  after  the  hospital  discharge,  they  are  expected 
to  continue.  At  the  end  of  the  monthly  billing  period 
(May)  the  agency  submits  its  billing  as  indicated. 

Since  this  is  a  subsequent  bill  only  the  items  indicated 


are  completed.  The  dates  in  Items  10  and  13  are  the 
same  as  on  the  prior  bill. 

Information  related  to  the  patient's  latest  hospital 
stay  is  entered  in  Items  11  and  12. 

The  hospital  stay  extends  the  spell  of  illness,  but  does 
not  establish  a  new  1-year  period  for  Part  A  visits  since 
it  was  for  less  than  3  days. 


HOME  HEALTH  AGENCY  REPORT  AND  BILLING 

HOSPITAL  AND  MEDICAL  INSURANCE  BEN EFITS -  SOCIAL  SECURITY  ACT 


Form  Approved 
Budget  Bureau  N< 

No.  72-R736 


1    PATIENT  S  LAST  NAME                                                        '  FIRST  NAME                                         '  Ml 

Doe                                             |  John                           |  H 

2    HEALTH  INSURANCE  CLAIM  NUMBER 

000-00-0000  A 

3  PATIENT  S  ADDRESS  (Street  number.  City.  State.  Zip  Code) 

6k01  Security  Blvd.,  Baltimore,  Md.  21235 

4.  DATE  OF  BIRTH                  5.  SEa 

II       D»  O- 

6   HOME  HEALTH  AGENCY  NAME  AND  ADDRESS 

X  Visiting  Nurse  Association 
110  South  Paca  Street 
Baltimore,  Md.  21201 

7   PROVIDER  NO. 

000  000 

e    MEDICAL  RECORD  NO. 

9.  NAME  AND  ADDRESS  OK  ATTENDING  PHYSICIAN 

10  DATE  CARE  STARTED 

0  li  |  1  0  |  6  7 

1  1    NAME  AND  ADDRESS  OF  INSTITUTION.  IF  ANY.  CARING  FOR  CONDI- 
TION LATER  REOUIRING  HOME  HEALTH  SERVICES 

General  Hospital 
100  Bruce  Street 
Ralt.lmorfi,  Mary! and  21201 

12.  VERIFIED  DATES  OF 
STAY  IN  ITEM  1  1 

FROM                1  TO 

05  20  |67  05|21|67 

13.  DATE  HOME 
HEALTH  PLAN 
ESTABLISHED 

QU  1  09  1  67 

□ 
□ 


r  SOURCE  FOR  CH 


°  □  o 


TO  PATIENT 
IE  CROSS 
BLUE  SHIELD 
EMPLOYER 
"  "  UNION 


e  I  1    PUBLIC  AGENCY 

&  1  |    (Give  name) 

F  [_J   OTHER  (Explain) 


is.  PATIENT'S  CERTIFICATION:  AUTHORIZATION  TO  RELEASE  INFORMATION  AND  PAYMENT  REQUEST:  I 
the  information  given  by  me  In  applying  for  payment  under  Title  XVIII  of  the  Social  Security  Act  In  correct.  I  authi 
of  aU  records  required  to  act  oo  this  request    I  request  that  payment  of  authorized  benefits  be  made  In  my  behalf. 

SIGNATURE  (Patient  or  authorized  representative)  (Signature  by  mark  must  be  witnessed) 


certify  that 
-rize  release 


16.  OIAGNOSES 


□ 


□ 


17  STATEMENT  COVERS  PERIOD 

18    DATE  OF  FIRST  VISIT 

DATE  OF  LAST  VISIT 

19.  PATIENT 

20.  OATE  APPLICABLE  TO 

FR{  )M 

Q5_  |oij67_ 

TO 

25_|llJ_6l 

— 1— 1  — 

1  1  DIS- 

|  |  CHARGED 

□  died 

l—i  STILL 
T  RECEIVES 

1  1  SERVICES 

1 — 1  VISITS 

|  |  EXHAUSTED 

ITEM  19 

21 

STATEMENT  OF  SERVICES  RENOERED 

POST- HOSPITAL  PLAN 

MEDICAL  PLAN 

22 

POST  •  HOSPITAL  PLAN 

23 

MEDICAL  PLAN 

PRIMARY  PURPOSE  OF  VISIT 

NO. 
VISITS 

CHARGES 

NO. 
VISITS 

CHARGES 

A   TOTAL  CHARGES 

$25.00 

A,  VERIFIED  DEDUCTIBLE 

A.  Skilled  Nursing  Care 

$ 

$ 

B.  Physical  Therapy 

h 

Q  REIMBURSEMENT 
RATE 

110£ 

S  VERIFIED  COINSURANCE 

C.  Speech  Therapy 

D.  Occupational  Therapy 

E.  Medical  Social  Services 

C.  REIMBURSEMENT  AMT 
A  TIMES  B 

27.50 

C    TOTAl  CHARGES 

F.  Home  Health  Aide 

l 

G.  Other  Visits  (Specify) 

D  REIMBURSEMENT  RATE 

H.  Total  No.  of  Units  of  Service  £ 

I.  Charge  per  unit  of  Services  5*00 

E.  C  TIMES  D 

J.  TOTALS 

5 

$25 

00 

$ 

F    F  LESS  ft 

K.  Other  (Specify) 

G  REIMBURSEMENT  AMT 

eo  %  of  f 

H.  REFUND  TO  PATIENT 

L.  TOTAL  CHARGES 

$25 

00 

$ 

M.  AMOUNT  PAID  BY  PATIENT 

I 

1.  NET  AMOUNT  TO 
AGENCY.  G  LESS  H 

I  certify  that  required  physician's  certification  and  recertiflcationfl  are  on  file. 


SIGNATURE  Of  HOME  HEALTH  AGENCY  REPRESENTATIVE 


/s/    Edward  Roberts 


APPROVED  BY 


0  6  lo  6  |  6  7 


/s/    Joseph  Cole 


DATE  APPROVED 


0  6  |  1  3  16  7 


•  SSA-1487 .«  66. 


HOME  HEALTH  AGENCY  COPY 
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Example  III 


HI.  SUBSEQUENT  BILLING — PART  A— 3  (OR  MORE)  DAY  HOSPITAL  STAY 

The  patient  continues  to  receive  visits.  He  is  rehospi-  days,  the  period  in  which  he  must  use  his  100  visits  has 
talized  from  June  10,  1967,  to  June  17,  1967.  been  extended  to  June  16,  1968. 

Since  he  was  an  inpatient  for  at  least  3  consecutive 


R"°~       HOME  HEALTH  AGENCY  REPORT  AND  BILLING 
HOSPITAL  AND  MEDICAL  INSURANCE  BENEFITS—  SOCIAL  SECURITY  ACT 


Porm  Approved 
Budget  Bureau  N< 
No.  72-R736 


1    PATIENTS  LAST  NAME                                                        '  FIRST  NAME                                         '  Ml 

Doe                                          ,  John                          i  H 

2    HEALTH  INSURANCE  CLAIM  NUMBER 

000-00-0000  A 

3.  PATIENT 'S  ADDRESS  (Street  number.  City,  State,  Zip  Code) 

6U01  Security  Blvd.,  Baltimore,  Md.  21235 

4  DATE  OF  81RTH                    5.  SEX 

 1  D  F 

6.  HOME  HEALTH  AGENCY  NAME  AND  ADDRESS 

X  Visiting  Nurse  Association 
110  South  Paca  Street 
Baltimore,  Maryland  21201 

7.  PROVIDER  NO 

000  000 

8  MEDICAL  RECORD  NO 

9.  NAME  AND  ADDRESS  OF  ATTENDING  PHYSICIAN 

10  OATE  CARE  STARTED 

0  h  |  1  0  |  6  7 

1  1    NAME  AND  ADDRESS  OF  INSTITUTION.  IF  ANY.  CARING  FOR  CONDI- 
TION LATER  REQUIRING  HOME  HEALTH  SERVICES 

General  Hospital 
100  Bruce  Street 
Baltimore,  Maryland  21201 

12  VER1FIEO  DATES  OF 
STAY  IN  ITEM  1  1 

FROM                |  TO 

_06|l0|6z|p6|_15|67 

13  DATE  HOME 
HEALTH  PLAN 
ESTABLISHED 

0^|09_|  6I_ 

□ 


1ENT  SOURCE  FOR  CHARGES  TO  F 
SELF  OR 
FAMILY 


is.  PATIENT'S  CERTIFICATION:  AUTHORIZATION  TO  RELEASE  INFORMATION  AND  PAYMENT  REQUEST:  I  certify  that 
the  information  given  by  me  In  applying  for  payment  under  Title  XVIII  of  the  Social  Security  Act  [3  correct  I  authorize  release 
of  all  records  required  to  act  on  this  request-    I  request  that  payment  of  authorized  benefits  be  made  in  my  behalf. 


SIGNATURE  fPaaento 


orized  representative)  (Stgru 


16  DIAGNOSES 


□ 


//  ....  s„-, 

of  employi 


LEAVE  BLANK 


1  STATEMENT  COVERS  PERIOD 


FROM 

06  |0l|67 


_06    30  67 


16.  DATE  OF  FIRST  VISIT 


DATE  OF  LAST  VISIT 


19.  PATIENT 

□ DIS- 
CHARG 


21 

STATEMENT  OF  SERVICES  RENDERED 

POST -HOSPITAL  PLAN 

MEDICAL  PLAN 

22 

POST -HOSPITAL  PLAN 

23 

MEDICAL  PLAN 

PRIMARY  PURPOSE  OF  VISIT 

NO. 
VISITS 

CHARGES 

NO. 
VISITS 

CHARGES 

A    TOTAL  CHARGES 

$20.00 

A.  VERIFIED  DEDUCTIBLE 

A.  Skilled  Nursing  Care 

S 

S 

B.  Physical  Therapy 

B  REIMBURSEMENT 

RATE 

110? 

8    VERIFIED  COINSURANCE 

C.  Speech  Therapy 

D.  Occupational  Therapy 

E   Medical  Social  Services 

C   REIMBURSEMENT  AMT. 
A  TIMES  B 

22.00 

C.  TOTAL  CHARGES 

F.  Home  Health  Aide 

G.  Other  Visits  (Specify) 

D  REIMBURSEMENT  RATE 

R  Total  No.  of  Units  of  Service  U 

I.  Charge  per  unit  of  Service  $  5*00 

E  C  TIMES  O 

J.  TOTALS 

h 

S20 

00 

$ 

1-    E  l  ESS  1 

K.  Other  (Specify) 

G.  REIMBURSEMENT  AMT. 
SO  X  OF  F 

H    REFUND  TO  PATIENT 

L.  TOTAL  CHARGES 

$20 

00 

$ 

M.  AMOUNT  PAID  BY  PATIENT 

$ 

1  NET  AMOUNT  TO 
AGENCY.  G  LESS  H 

I  certify  that  required  physician's  certification  and  recertlficarion 


RE  OF  HOME  HEALTH  AGENCY  REPRESENTATIVE 

/a/   Edward  Roberts 


DATE  FORWARDED 

0  7  10  7  16  7 


/a/   Joseph  Cole 


OATE  APPROVED 


0  7  I  1  k  16  7 


FORM  SSA  1487    A  66. 


HOME  HEALTH  AGENCY  COPY 


Revision  No.  4 
10/67 
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Example  IV 


IV.  DISCHARGE  BILLING — PART  A— NEW  SPELL  OF  ILLNESS 


The  patient  was  expected  to  continue  receiving  Part 
A  visits  although  none  had  been  made  in  August.  On 
August  18,  1967,  he  was  admitted  to  a  qualified  hos- 
pital. He  was  discharged  from  the  hospital  on  August 
24,  1967. 

A  new  spell  of  illness  begins  because  the  beneficiary 
was  not  an  inpatient  in  the  60  days  preceding  this  pe- 


riod of  hospitalization.  The  patient  is  entitled  to  a  new 
series  of  100  Part  A  home  health  visits  in  the  year  be- 
ginning with  his  discharge  on  August  24,  1967. 

The  agency  prepares  a  discharge  bill.  Item  17  shows 
the  billing  period  as  August  1, 1967,  to  August  18,  1967, 
the  date  the  beneficiary  was  hospitalized.  August  18 
is  also  shown  in  Item  20. 


HOME  HEALTH  AGENCY  REPORT  AND  BIUING 
HOSPITAL  AND  MEDICAL  INSURANCE  BENEFITS—  SOCIAL  SECURITY  ACT 


PATIENT 

Doe 


FIRST  NAME 

John 


!-  HEALTH  INSURANCE  CLAIW 

000-00-0000  A 


PATIENT  S  ADDRESS  (Street  number.  City.  Stale.  Zip  Code) 

6u.Pl  Security  Blvd. ,  Baltijnora,  Md.  21235 


DATE  OF  BIRTH 


□ 


□ 


X  Visiting  Nurse  Association 
110  South  Paca  St. 
Baltimore j  Mda 


1  PROVIDER  NO. 

000  000 


8    MEDICAL  RECORD  NO 


.  NAME  AND  ADDRESS  OF  ATTENDING  PHYSICIAN 


10.  DATE  CARE  STARTED 


0  U    1    0   6  7 


NAME  AND  ADDRESS  OF  INSTITUTION.  IF  ANY.  CARING  FOR  CONDI- 
TION LATER  REQUIRING  HOME  HEALTH  SERVICES 


13  DATE  HOME 
HEALTH  PLAN 
ESTABLISHED 


1ENT  SOURCE  FOR  CHARGES  TO  PATIENT 
SELF  OR  _  f— I    BLUE  CROSS 

FAMILY  C    |  J    BLUE  SHIELD  E 

PRIVATE  „   I  1  EMPLOYER 

INSURANCE       0  |  |  OR  UNION  F 


OTHER  (Explain) 


PATIENT'S  CERTIFICATION:    AUTHORIZATION  TO  RELEASE  INFORMATION  AND  PAYMENT  REQUEST: 
the  information   given  by  roe  In  applying  for  payment  under  Title  XVIII  of  the  Social  Security  Act  la  correct    I  ai 
of  all  records  required  to  act  on  this  request    I  request  that  payment  of  authorized  benefits  be  made  Ln  my  behalf. 
iNATURE  (Patient  or  authorized  representative)  (Signature  by  mark  must  be  witnessed) 


I  certify  that 
thorize  release 


16.  DIAGNOSES 


LEAVE  BLANK 


STATEMENT  COVERS  PERIOD 


1 6.  DATE  OF  FIRST  VISIT 


DATE  OF  LAST  VIStT 


08_  0j|  67 


_08    18  67 


B  CH< 

□  die, 


0  8     1  8   6  7 


r  OF  SERVICES  RENDERED 


'  PURPOSE  OF  VISIT 


A.  Skilled  Nursing  Care 


POST- HOSPITAL  PLAN 


MEDICAL  PLAN 


POST-HOSPITAL  PLAN 


.  VERIFIED  DEDUCTIBLE 


B.  Physical  Therapy 


B  VERIFIED  COINSURANCE 


C.  Speech  Therapy 


D.  Occupational  Therapy 


E.  Medical  Social  Services 


C    TOTAL  CHARGES 


G.  Other  Visits  (Specify) 


D  REIMBURSEMENT  RATE 


H,  Total  No.  of  Units  of  Service 


I.  Charge  per  unit  of  Service  $ 


EL  C  TIMES  D 


J.  TOTALS 


K.  Other  (Specify) 


REFUND  TO  PATIENT 


L.  TOTAL  CHARGES 


None 


M.  AMOUNT  PAID  BY  PATIENT 


1  certify  that  required  physician's  certification  and  recertifications  are  on  file. 


HEALTH  AGENCY  REPRESENTATIVE 


/s/    Edward  Roberts 


OATE  FORWARDED 


0   812    816  7 


APPROVED  BY 


/s/    Joseph  Cole 


DATE  APPROVED 


0  8  I  3  1 1  6  7 


FORM  SSA1487  l«  66> 


HOME  HEALTH  AGENCY  COPY 


.r>2 


Revision  No.  4 
10/67 


Example  V 


V.  INITIAL  BILLING — PART  A— AFTER  TRANSFER  FROM  ANOTHER  AGENCY 


On  the  basis  of  Mr.  Doe's  qualifying  inpatient  stay, 
August  18,  1967,  to  August  24,  1967,  a  new  home  health 
plan  was  established.  Visits  will  now  be  made  by  an- 
other home  health  agency. 

A  new  start  of  care  notice  shows  the  plan  was  estab- 
lished August  25.  1967,  and  the  care  started  August  26, 
1967.  The  official  transfer  records  furnished  this  home 
health  agency  contain  the  inpatient  stay  dates  and  are 


therefore  entered  in  Item  12.  The  home  health  agency 
has  the  patient  sign  the  SSA-1487. 

The  home  health  agency  charges  on  a  visit  basis  but 
has  different  rates  according  to  the  type  of  visit.  The 
agreed-upon  reimbursement  rate  is  90%. 

On  September  14  the  agency  submits  the  billing 
shown  below. 


°~       HOME  HEALTH  AGENCY  REPORT  AND  BILLING 
HOSPITAL  AND  MEDICAL  INSURANCE  BENEFITS  — SOCIAL  SECURITY  ACT 


Form  Approved. 
Budget  Bureau  Ni 
No.  72-R736 


1  .  PATIENTS  LAST  NAME                                                        '  FIRST  NAME                                         '  Ml 

Doe                                             ! John                           \  H 

2    HEALTH  INSURANCE  CLAIM  NUMBER 

000-00-0000  A 

3.  PATIENTS  ADDRESS  (Street  number.  City.  Stau.  Zip  Code} 

61*01  Security  Blvd. ,  Baltimore,  Md.  21235 

A.  Of-'      *c  BIRTH                    5.  SEX 

o_?iO_i.ii_  i.  a  m    □  f 

6.  HOME  HEALTH  AGENCY  NAME  AND  ADDRESS 

Neighborhood  Nurse  Association 
U25  Bast  165th,  West 
Baltimore,  Md.  21207 

7.  PROVIDER  NO 

000  000 

8.  MEDICAL  RECORD  NO. 

9.  NAME  AND  ADDRESS  OF  ATTENDING  PHY51CIAN 

Paul  Taylor,  M.D. 
101  North  Paca  Street 
Baltimore,  Md.  21203 

10.  DATE  CARE  STARTED 

_0  _8  |  2  6  j  6  7 

1  1    NAME  AND  ADDRESS  OF  INSTITUTION,  IF  ANY   CARING  FOR  CONDI- 
TION LATER  REQUIRING  HOME  HEALTH  SERVICES 

Urban  Hospital 

1»75  East  165th  Street 

Baltimore.  Md.  21207 

12  VERIFIED  DATES  OF 
STAY  IN  ITEM  1  1 

FROM                1  TO 

O8|l8|67|08|  2l|  67 

13.  OATE  HOME 
HEALTH  PLAN 
ESTABLISHED 

08|25  j  67 

□  % 


ENT  SOURCE  FOR  CHARGES  TO  PATIENT 

SELF  OR  _    I  1    BLUE  CROSS  _ 

c  I  |   BLUE  SHIELD  E 

IVATE  „  fxl  EMPLOYER 

NSURANCE        D  L__J   OR  UNION  F 


□ 


OTHER  f Explain) 


is  PATIENT'S  CERTIFICATION:  AUTHORIZATION  TO  RELEASE  INFORMATION  AND  PAYMENT  REQUEST:  I  certify  that 
the  information  given  by  me  In  applying  for  payment  under  Title  XVIII  of  the  Social  Security  Act  is  correct.  I  authorize  release 
of  all  records  required  to  act  on  this  request    I  request  that  payment  of  authorized  benefits  be  made  in  my  behalf. 


SIGNATURE  (Patient  or  authorized  representative)  (Signature  by  mark  n 

/b/    John  H.  Doe 


16.  DIAGNOSES 


□  ■ 


Cerebral  Vascular  Accident 


17.  STATEMENT  COVERS  PERIOD 

18.  DATE  OF  FIRST  VISIT 

DATE  OF  LAST  VISIT 

19.  PATIENT 

20.  DATE  APPLICABLE  TO 

FROM 

Q6.|_d-62 

TO 

08  111  i6j 

-1  1 

I  -!- 

|  1  DIS- 

|  |  CHARGED 

|     [  DIED 

r— 1  STILL 
X  RECEIVES 

1  1  SERVICES 

1  1  VISITS 

1  |  EXHAU5TED 

ITEM  19 

STATEMENT  OF  SER 


POST  -  HOSPITAL  PLAN 


POST  -  HOSPITAL  PLAN 


'  PURPOSE  OF  VISIT 


A.  Skilled  Nursing  Care 


A_  TOTAL  CHARGES 

$30.00 


.  VERIFIED  DEDUCTIBLE 


B.  Physical  Therapy 


20  00 


3    VERIFIED  COINSURANCE 


C.  Speech  Therapy 


D.  Occupational  Therapy 


90* 


E.  Medical  Social  Services 


00 


C    TOTAL  CHARGES 


Health  Aide 


G.  Other  Visits  (Specify) 


27.00 


D  REIMBURSEMENT  RATE 


H.  Total  No.  of  Units  of  Service 


i  of  Service  $ 


J.  TOTALS 


K.  Other  (Specify) 


L.  TOTAL  CHARGES 


E  C  TIMES  D 


30 


00 


30  00 


M.  AMOUNT  PAID  BY  PATIENT 


I  certify  that  required  physician's  certification  and  recertifications  < 


SIGNATURE  OF  HOME  HEALTH  AGENCY  REPRESENTATIVE 


/s/   Henry  Daly 


DATE  FORWARDED 


0   9|1   U I  6  7 


APPROVED  BV 


/s/    Thomas  Sid>?s 


DATE  APPROVED 

0  9  12  516  7 


FORM  $SA-1487  IA  66> 


HOME  HEALTH  AGENCY  COPY 


Revision  No.  4 
5/67 


53 


Example  VI 


VI.  FINAL  BILLING — PART  A— SERVICES  CONTINUE  BUT  PART  A  VISITS  EXHAUSTED 


Mr.  Doe  receives  Part  A  home  health  visits  until 
March  15,  1968,  when  the  100  visits  are  exhausted. 
The  home  health  agency  now  transfers  him  to  Part  B 
visits. 

The  agency  must  submit  two  bills  for  the  month  of 


March,  one  for  the  Part  A  visits  and  one  for  the  Part 
B  visits. 

This  example  VI  shows  the  information  to  be  entered 
on  the  Part  A  bill. 

See  Example  VII  for  the  Part  B  bill. 


HOME  HEALTH  AGENCY  REPORT  AND  BILLING 

HOSPITAL  AND  MEDICAL  INSURANCE  BENEFITS -SOCIAL  SECURITY  ACT 


Porm  Approved 
Budget  Bureau  N< 
No-  72-R736 


1    PATIENT'S  LAST  NAME                                                        1  FIRST  NAME                                         '  Ml 

Doe                                             [ John                           | H 

2.  HEALTH  INSURANCE  CLAIM  NUMBER 

000-00-0000  A 

3  PATIENT'S  ADDRESS  (Street  number.  City.  State.  Zip  Code) 

6I1OI  Security  Blvd. ,  Baltimore,  Md.  21235 

4.  DATE  OF  BIRTH                  5-  SEX 

_ .    1      1    __  □  a 

6-  HOME  HEALTH  AGENCY  NAME  AND  ADDRESS 

Neighborhood  Nurse  Association 
1»25  Bast  165th,  West 
Baltimore,  Md.  21207 

7  PROVIDER  NO. 

000  000 

8.  MEDICAL  RECORO  NO. 

9.  NAME  AND  ADDRESS  OF  ATTENDING  PHYSICIAN 

10  DATE  CARE  STARTED 

0   8  1  2   6  |  6  7 

1  1    NAME  AND  ADDRESS  OF  INSTITUTION,  IF  ANY  CARING  FOR  CONDI- 
TION LATER  REQUIRING  HOME  HEALTH  SERVICES 

12  VERIFIED  DATES  OF 
STAY  IN  ITEM  1  1 

FROM                j  TO 

13.  DATE  HOME 
HEALTH  PLAN 
ESTABLISHED 

08  j  25  |  67 

Id  PAYMENT  SOURCE  FOR  CH 
A.  Q                            C  Q 

B    EZI    INSU^NCE        D  [Z 

ARGES  TO  PATIENT 

BLUE  CROSS      _  | — I    PUBLIC  AGENCY 
BLUE  SHIELD     *~  1  |    (Give  name) 

ORPUNIOEN            F  □    OTHER  (Explain) 

is.  PATIENT'S  CERTIFICATION:  AUTHORIZATION  TO  RELEASE  INFORMATION  AND  PAYMENT  REQUEST:  I  certify  that 
the  information  given  by  me  in  applying  for  payment  under  Title  XVIII  of  the  Social  Security  Act  is  correct  I  authorize  release 
of  all  records  required  to  act  on  this  request.    I  request  that  payment  of  authorized  benefits  be  made  in  my  behalf. 

SIGNATURE  (Patient  or  authorized  representative)  (Signature  by  mark  must  be  witnessed) 


16  DIAGNOSES 


□ 


□ 


LEAVE  BLANK 


STATEMENT  COVERS  PERIOD 


03_|oi_^8 


03  I  15  68 


18   DATE  OF  FIRST  VISIT 


DATE  OF  LAST  VISIT 


l~l  CHARGED  0 
□  ™=  □ 


STILL 

RECEIVES 

SERVICES 


■  OF  SERVICES  RENDERED 


POST -HOSPITAL  PLAN 


PRIMARY  PURPOSE  OF  VISIT 


A.  Skilled  Nursing  Care 


"Woo 


.  TOTAL  CHARGES 


.  VERIFIED  DEDUCTIBLE 


$li0.00 


B.  Physical  Therapy 


C.  Speech  Therapy 


D.  Occupational  Therapy 


VERIFIED  COINSURANCE 


90* 


E.  Medical  Social  Servic 


G.  Other  Visits  (Specify) 


H.  Total  No.  of  Units  of  Service 


I    (  harge  per  unit  <>f  Service  $ 


J.  TOTALS 


Uo 


K.  Other  (Specify) 


L.  TOTAL  CHARGES 


llO  00 


M.  AMOUNT  PAID  BY  PATIENT 


I  certify  that  required  physician's  certiflcation  and  recertifications  are  on  Hie. 


C    TOTAL  CHARGES 


36.00 


D  REIMBURSEMENT  RATE 


E.  C  TIMES  D 


REFUND  TO  PATIENT 


SIGNATURE  OF  HOME  HEALTH  AGENCY  REPRESENTATIVE 


/s/    Henry  Daly 


DATE  FORWARDED 


0  3  12  0  16  8 


APPROVED  BY 


/s/    Thomas  Slden 


DATE  APPROVED 


0  3 I 2  816 


.  SSA-1487  .4 


HOME  HEALTH  AGENCY  COPY 


54  Revision  No.  4 

10/67 


Example  VII 


VII.  INITIAL  BILLING — PART  B— PART  A  VISITS  EXHAUSTED 


This  example  is  the  bill  for  Part  B  visits  in  March 
1968. 

The  agency  believes  no  part  of  the  $50  Part  B 
deductible  has  been  met  and  prematurely  collects  the 
total  charge  of  $40  from  the  patient.  It  does  not  com- 
plete Item  23  of  the  billing  form,  which  the  agency 
completes  only  when  it  knows  the  deductible  has  been 
met. 

On  receipt  of  the  Part  B  bill  for  March  1968,  the 


intermediary  queries  the  SSA  central  record  for  de- 
ductible status.  The  reply  shows  $30  remaining  to  meet 
the  Part  B  deductible  for  1968. 

The  intermediary  completes  Item  23  to  compute  the 
reimbursement  amount.  A  refund  of  $8  is  determined 
to  be  due  the  patient.  The  agency  has  been  overpaid 
$3.20.  This  will  be  adjusted  when  the  agency  submits 
another  bill.  The  intermediary  makes  the  refund  to 
the  patient. 


°        HOME  HEALTH  AGENCY  REPORT  AND  BILLING 
HOSPITAL  AND  MEDICAL  INSURANCE  BENEFITS-SOCIAL  SECURITY  ACT 


1    PAT1ENT5  LAST  NAME                                                        '  FIRST  NAME                                         '  Ml 

Doe                                          i  John                          i  H 

2    HEALTH  INSURANCE  CLAIM  NUMBER 

000-00-0000  A 

3  PATIENTS  ADDRESS  (Street  number.  City.  Slate.  Zip  Code} 

61,01  Security  Blvd..  Baltimore.  Md.  21235 

A.  DATE  OF  BIRTH                    5.  SEX 

II  •□- 

6.  HOME  HEALTH  AGENCY  NAME  AND  ADDRESS 

Neighborhood  Nurse  Association 
U25  East  165th,  West 
Baltimore,  Md.  21207 

7.  PROVIDER  NO. 

000  000 

8.  MEDICAL  RECORD  NO. 

9.  NAME  AND  ADDRESS  OF  ATTENOING  PHYSICIAN 

10-  DATE  CARE  STARTED 

0  8  |  2  6  |  6  7 

t  !    NAME  AND  ADDRESS  OF  INSTITUTION.  IF  ANY,  CARING  FOR  CONDI- 
TION LATER  REQUIRING  HOME  HEALTH  SERVICES 

12.  VERIFIED  DATES  OF 
STAY  IN  ITEM  1  1 

FROM                1  TO 

__l_l_Lll 

13.  DATE  HOME 
HEALTH  PLAN 
ESTABLISHED 

08  | 2$  |  67 

□ 
□ 


c  |  1    PUBLIC  AGENCY 

E  |  |    (Giue  name) 

F,  [_]    OTHER  (Explain) 


is.  PATIENT'S  CERTIFICATION:  AUTHORIZATION  TO  RELEASE  INFORMATION  AND  PAYMENT  REQUEST:  I  certify  that 
the  Information  given  by  me  in  applying  for  payment  under  Title  XVIII  of  the  Social  Security  Act  is  correct.  I  authorize  release 
of  all  records  required  to  act  on  this  request    I  request  that  payment  of  authorized  benefits  be  made  in  my  behalf- 

SIGNATURE  (Pooem  or  authorized  representative)  (Signature  by  mark  must  be  witnessed) 


16.  DIAGNOSES 


□  YES      B    □    ND  "t{Z 


LEAVE  BLANK 


STATEMENT  COVERS 


03  |16_[68_  03_|jl 


168 


16.  DATE  OF  FIRST  VISIT 


DATE  OF  LAST  VISIT 


1  1  D,S" 

I  |  CHARC 

□  died 


EXHAUSTEO. 


STATEMENT  OF  SERVICES  RENDERED 

POST- HOSPITAL  PLAN 

MEDICAL  PLAN 

22. 

POST -HOSPITAL  PLAN 

23 

MEDICAL  PLAN 

PRIMARY  PURPOSE  OF  VISIT 

NO. 
VISITS 

CHARGES 

NO. 
VISITS 

CHARGES 

A.  TOTAL  CHARGES 

A   VERIFIED  DEDUCTIBLE 

$30.00 

A.  Skilled  Nursing  Care 

5 

S 

B.  Physical  Therapy 

3 

30 

00 

B  REIMBURSEMENT 
RATE 

B    VERIFIED  COINSURANCE 

2.00 

C.  Speech  Therapy 

D.  Occupational  Therapy 

E.  Medical  Social  Services 

C  REIMBURSEMENT  AMT 
A  TIMES  B 

C    TOTAL  CHARGES 

1*0.00 

F.  Home  Health  Aide 

1 

6 

00 

G.  Other  Visits  (Specify)  Intern 

1 

U 

00 

D  REIMBURSEMENT  RATE 

90% 

H.  Total  No.  of  Units  of  Service 

I.  Charge  per  unit  of  Service  $ 

E_  C  TIMES  O 

36.00 

J.  TOTALS 

S 

5 

$  Uo 

00 

F    E  LESS  A 

6.00 

K.  Other  (Specify) 

G   REIMBURSEMENT  AMT 
80  X  OF  F 

U.80 

H    REFUND  TO  PATIENT 

8.00 

L.  TOTAL  CHARGES 

S 

$  UO 

00 

M.  AMOUNT  PAID  BY  PATIENT 

$  Uo 

00 

1  NET  AMOUNT  TO 
AGENCY.  G  LESS  H 

I  certify  that  required  physician's  certification  and  recertifications  an 


-3.20 


SIGNATURE  OF  HOME  HEALTH  AGENCY  REPRESENTATIVE 

/s/    Henry  Daly 


DATE  FORWARDED 

0  i  I  0  k  I  6  8 


APPROVED  BY 


/s/   Thomas  Sidss 


DATE  APPROVED 

0  U|  1  216  8 


form  SSA-1487  «  66. 


HOME  HEALTH  AGENCY  COPY 


Revision  No.  4 
10/67 
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Example  VIII 


VIII.  SUBSEQUENT  BILLING — PART  B— LESS  THAN  3-DAY  HOSPITAL  STAY 


On  June  14,  1968,  the  patient  receives  inpatient  serv- 
ices in  a  hospital  participating  in  medicare. 

This  inpatient  hospital  stay  of  less  than  3  days  starts 
a  spell  of  illness,  but  does  not  entitle  the  patient  to 
visits  under  Part  A.  However,  information  about  the 


stay  is  entered  in  Items  11  and  12  of  the  next  bill. 

Since  the  agency  now  knows  that  the  Part  B  deducti- 
ble was  met  by  its  last  bill,  it  may  complete  Item  23 
on  this  bill. 


rat  ion       HOME  HEALTH  AGENCY  REPORT  AND  BILLING 
HOSPITAL  AND  MEDICAL  INSURANCE  BENEFITS-  SOCIAL  SECURITY  ACT 


Porm  Approved. 
Budget  Bureau  Ni 
No.  72-R736 


1    PATIENT'S  LAST  NAME                                                        1  FIRST  NAME                                         1  Ml 

Doe                                             i John                           , H 

2.  HEALTH  INSURANCE  CLAIM  NUMBER 

000-00-0000  A 

3  PATIENT'S  ADDRESS  (Street  number.  City.  State.  Zip  Code) 

6U01  Security  Blvd.,  Baltimore,  Md.  21235 

4,  DATE  OF  BIRTH                  5.  SEX 

1       1         □  "       □  F 

6.  HOME  HEALTH  AGENCY  NAME  AND  ADDRESS 

Neighborhood  Nurse  Association 
U25  East  165th,  West 
Baltimore,  Md.  21207 

7.  PROVIDER  NO. 

000  000 

8.  MEDICAL  RECORD  NO 

9.  NAME  AND  ADDRESS  OF  ATTENDING  PHYSICIAN 

10.  DATE  CARE  STARTED 

0   8  1  2    6  |  6  7 

1  1    NAME  AND  ADDRESS  OF  INSTITUTION,  IF  ANY.  CARING  FOR  CONDI- 
TION LATER  REOUIRING  HOME  HEALTH  SERVICES 

Main  Hospital 
Elm  Street 
Baltimore.  Md.  21211 

1  2.  VERIFIED  DATES  OF 
STAY  IN  ITEM  1  1 

FROM                1  TO 

06|  XU|  68  06jl5|  68 

13.  DATE  HOME 
HEALTH  PLAN 
ESTABLISHED 

08j  25|67 

I  PAYMENT  SOURCE  F 
Q    SELF  OR 


?  CHARGES  TO  PATIENT 
BLUE  CROSS  _ 
BLUE  SHIELD 


□ 


□ 


□ 


OTHER  (Explain) 


PATIENT'S  CERTIFICATION:  AUTHORIZATION  TO  RELEASE  INFORMATION  AND  PAYMENT  REQUEST:  I  certify  that 
the  information  given  by  me  In  applying  for  payment  under  Title  XVIII  of  the  Social  Security  Act  is  correct  I  authorize  release 
of  all  records  required  to  act  on  this  request.    I  request  that  payment  of  authorized  benefits  be  made  in  my  behalf. 


SIGNATURE  (Patient  or  authorized  representative)  (Sign 


16  DIAGNOSES 


□  NO 


LEAVE  BLANK 


17  STATEMENT  COVERS  PERIOD 


06  01 


06    30  68 


16.  DATE  OF  FIRST  VISIT 


DATE  OF  LAST  VISTT 


19.  PATIENT 
I     1  CHARGED       @  j 

□  °<™     □ ; 


20  DATE  APPLICABLE  TO 


21 

STATEMENT  OF  SERVICES  RENDERED 

POST  -  HOSPITAL  PLAN 

MEDICAL  PLAN 

22 

POST-HOSPITAL  PLAN 

23 

MEDICAL  PLAN 

PRIMARY  PURPOSE  OF  VISIT 

VISITS 

CHARGES 

NO 
VISITS 

CHARGES 

A    TOTAL  CHARGES 

A  VERIFIED  DEDUCTIBLE 

0 

A.  Skilled  Nursing  Care 

$ 

1 

$  10 

00 

B.  Physical  Therapy 

It 

UO 

00 

B  REIMBURSEMENT 
RATE 

B  VERIFIED  COINSURANCE 

$11.60 

C.  Speech  Therapy 

D.  Occupational  Therapy 

E.  Medical  Social  Services 

C   REIMBURSEMENT  AMT 
A  TIMES  8 

C.  TOTAL  CHARGES 

58.00 

F.  Home  Health  Aide 

2 

8 

00 

G.  Other  Visits  (Specify) 

D  REIMBURSEMENT  RATE 

90% 

H.  Total  No.  of  Units  of  Service 

1    I  harge  per  unil  ..1  Service  $ 

E.  C  TIMES  D 

52.20 

J.  TOTALS 

$ 

7 

*  58 

00 

F   E  LESS  A 

52.20 

K.  Other  (Specify) 

G    REIMBURSEMENT  AMT 

80  %  OF  P 

Ul.  76 

H   REFUND  TO  PATIENT 

0 

L.  TOTAL  CHARGES 

$ 

*  58 

00 

M.  AMOUNT  PAID  BY  PATIENT 

$ 

1  NET  AMOUNT  TO 
AGENCY.  G  LESS  H 

I  certify  that  required  physician's  certification  and  receitJfi cations  are  on  file. 


1.1.76 


SIGNATURE  OF  HOME  HEALTH  t 


/s/    Henry  Daly 


REPRESENTATIVE 


OATE  FORWARDED 

Si  l\l  2_|6_  8. 


APPROVED  BY 

/s/    Thomas  Sid^s 


DATE  APPROVED 

0  7  I  1  3  16 


form  SSA-1487 1 


HOME  HEALTH  AGENCY  COPY 
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Example  IX 


IX.  FINAL  BILLING — PART  B— PATIENT  QUALIFIES  FOR  PART  A 


From  July  4,  1968,  to  July  8,  1968,  Mr.  Doe  receives 
inpatient  services  in  a  nonparticipating  hospital  which 
meets  all  the  conditions  of  participation.  Since  a  spell 
of  illness  started  as  a  result  of  the  June  hospitalization, 
this  inpatient  stay  of  4  days  entitles  him  to  a  new  100 
Part  A  visits.  A  new  plan  must  be  established. 

This  example  is  the  final  Part  B  bill.  The  "To"  date 


in  Item  17  is  the  same  date  as  shown  in  Item  20,  i.e.,  the 
date  of  admission  to  the  hospital. 

Information  has  also  been  received  by  the  agency  that 
the  Department  of  Welfare  will  pay  for  charges  to  the 
patient.  The  name  and  address  of  the  agency  as  well  as 
the  case  number  assigned  to  the  patient  are  shown  in 
Item  14. 


ration      HOME  HEALTH  AGENCY  REPORT  AND  BILLING 
HOSPITAL  AND  MEDICAL  INSURANCE  BENEFITS- SOCIAL  SECURITY  ACT 


Porm  Approved. 
Budget  Bureau  N< 
No.  72-R736 


1    PATIENTS  LAST  NAME                                                        '  FIRST  NAME                                         1  Ml 

Doe                                            !  John                           j  H 

2    HEALTH  INSURANCE  CLAIM  NUMBER 

000-00-0000  A 

3.  PATIENT'S  ADDRESS  (Street  number.  City.  Slate.  Zip  Code) 

6U01  Security  Blvd. ,  Baltimore,  Md.  21235 

4.  DATE  OF  BIRTH                    5  SEX 

II  □" 

6.  HOME  HEALTH  AGENCY  NAME  ANO  ADDRESS 

Neighborhood  Nurse  Association 
U2S  East  165th,  West 
Baltimore,  Md.  21207 

7  PROVIDER  NO 

000  000 

8  MEDICAL  RECORD  NO 

9    NAME  AND  ADDRESS  OF  ATTENDING  PHYSICIAN 

10.  DATE  CARE  STARTED 

0   8  |  2   6  |  6  7 

t  1  .  NAME  AND  ADDRESS  OF  INSTITUTION,  IF  ANY  CARING  FOR  CONDI- 
TION LATER  REQUIRING  HOME  HEALTH  SERVICES 

12  VERIFIED  DATES  OF 
STAY  IN  ITEM  1  1 

FROM                1  TO 

__!__[ — !__[__!__ 

13.  DATE  HOME 
HEALTH  PLAN 
ESTABLISHED 

08  |  25  |  67 

□ 


1ENT  SOURCE  FO 
SELF  OR  - 
FAMILY  c 


CHARGES  TO  PATIENT 

I  ]    BLUE  CROSS 

c  I  |    BLUE  SHIELD 

_  I  1  EMPLOYER 

D   |  |   OR  UNION 


^    OTHER  (Explain) 


Department  of  Welfare 
702  Main  Street 
Baltimore,  Maryland  21209 


Case  No.  66L6k 


15  PATIENT'S  CERTIFICATION:  AUTHORIZATION  TO  RELEASE  INFORMATION  AND  PAYMENT  REQUEST:  I  certify  that 
the  Information  given  by  me  In  applying  for  payment  under  Title  XVIII  of  the  Social  Security  Act  is  correct  I  authorize  release 
of  all  records  required  to  act  on  this  request.    I  request  that  payment  of  authorized  benefits  be  made  in  my  behalf. 


SIGNATURE  (Pattern  or  authorized  representative)  (Signature  by  mark  must  be  witnessed) 


□ 


LEAVE  BLANK 


1  7.  STATEMENT  COVERS  PERIOD 

,y      DATt     ,  ,|      (  .RST  VISIT 

DATE  OF  LAST  VISIT 

20  DATE  APPLICABLE  TO 

FROM 

07|oi  68 

TO 

07  |  cXi  68 

fxl  DIS" 

1*1  CHARGED 

[     [  DIED 

1  1  ST,LL 

\  RECEIVES 

1  1  SERVICES 

1  1  VISITS 

|  1  EXHAUSTED 

ITEM  19 

0  1_  |_Q_  Jl|  6_  JL 

21 

STATEMENT  OF  SERVICES  RENDERED 

POST-HOSPITAL  PLAN 

MEDICAL  PLAN 

22 

POST -HOSPITAL  PLAN 

23 

MEDICAL  PLAN 

PRIMARY  PURPOSE  OF  VISIT 

NO. 
VISITS 

CHARGES 

NO. 
VISITS 

A.  TOTAL  CHARGES 

A.  VERIFIED  DEDUCTIBLE 

0 

A.  Skilled  Nursing  Care 

$ 

$ 

B.  Physical  Therapy 

1 

10 

00 

B  REIMBURSEMENT 
RATE 

B   VERIFIED  COINSURANCE 

$  2.80 

C.  Speech  Therapy 

D.  Occupational  Therapy 

E.  Medical  Social  Services 

C  REIMBURSEMENT  AMT, 
A  TIMES  B 

C    TOTAL  CHARGES 

Hi. 00 

F.  Home  Health  Aide 

1 

h 

00 

G.  Other  Visits  (Specify) 

O  REIMBURSEMENT  RATE 

90? 

H.  Total  No.  of  Units  of  Service 

I.  Charge  per  unit  of  Service  $ 

E  C  TIMES  D 

12.60 

J.  TOTALS 

$ 

2 

00 

F    E  LESS  A 

12.60 

K.  Other  (Specify) 

G    REIMBURSEMENT  AMT 
80  %  OF  F 

10.08 

H    REFUND  TO  PATIENT 

0 

L.  TOTAL  CHARGES 

$ 

$  xu 

00 

M.  AMOUNT  PAID  BY  PATIENT 

$ 

1  NET  AMOUNT  TO 
AGENCY,  G  LESS  H 

I  certify  that  required  physician's  certification  and  recertifications  t 


$10.08 


SIGNATURE  OF  HOME  HEALTH  AGENCY  REPRESENTATIVE 


/s/   Henry  Daly 


DATE  FORWARDED 


0  7  I  0  6  I  6  8 


/s/    Thomas  Sidaa 


DATE  APPROVED 

0  711  616 


FORM  SSA-1487  'A  66, 


HOME  HEALTH  AGENCY  COPY 


Revision  No.  4 
10/67 
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Example  X 


X.  INITIAL  BILLING — PART  A— EQUIPMENT  FURNISHED  AS  HOME  HEALTH  SERVICE 


This  is  the  initial  Part  A  bill  following  the  final  Part 
B  bill  in  Example  IX.  The  agency  submitted  a  start  of 
care  notice. 

A  Part  A  plan  was  established  July  20,  1968,  and 
care  started  July  21,  1968. 

The  home  health  agency,  in  addition  to  visits,  is  now 


furnishing  a  wheelchair  to  the  patient.  This  is  billed 
for  in  Item  21K. 

Since  services  are  now  being  furnished  under  a  new 
home  health  plan,  a  new  request  for  payment  is  re- 
quired. The  patient's  signature  has  been  obtained  on 
the  agency's  record. 


ht,  EDUCATION.  AND  WELFARE 

ration       HOME  HEALTH  AGENCY  REPORT  AND  BILLING 
HOSPITAL  AND  MEDICAL  INSURANCE  BENEFITS  -  SOCIAL  SECURITY  ACT 


1    PATIENT'S  LAST  NAME                                                        '  FIRST  NAME                                         '  Ml 

Dor                                                i  John                             i  H 

2    HEALTH  INSURANCE  CLAIM  NUMBER 

000-00-0000  A 

3  PATIENT'S  ADDRESS  (Street  number,  City,  State.  Zip  Code) 

6ti01  Security  Blvd.,  Baltlniore,  Md.  21235 

4.  DATE  OF  BIRTH                    5.  SEX 

Q-2_|.Q.2-|$-9—  B  M       □  F 

6   HOME  HEALTH  AGENCY  NAME  AND  ADDRESS 

Neighborhood  Nurse  Association 
li25  Bast  165th,  West 
Baltimore,  Md.  21207 

7.  PROVIDER  no. 

000  000 

6  MEDICAL  RECORD  NO. 

9    NAME  AND  ADDRESS  OF  ATTENOING  PHYSICIAN 

Harold  Burns,  M.D. 
716  West  65  Street 
Baltijuore,  Md.  21209 

10  DATE  CARE  STARTED 

_0   T_\  _2_  _l|  6__8 

1  1    NAME  AND  ADDRESS  OF  INSTITUTION.  IF  ANY.  CARING  FOR  CONDI- 
TION LATER  REQUIRING  HOME  HEALTH  SERVICES 

XYZ  Hospital 
Bruce  Street 
Baltimore.  Mrl.  21 209 

12  VERIFIED  DATES  OF 
STAY  IN  ITEM  1  I 

FROM                1  TO 

Pj|pi|68|oi|5£|6S 

13  DATE  HOME 
HEALTH  PLAN 
ESTABLISHED 

14  PAYMENT  SOURCE  FOR  CH 
*■  □    F^lT             =  C 
B  □    SaW  O.C 

ARGES  TO  PATIENT                                                         _  _ 

blue  cross    c  m  public  agency         Department  of  Wei 

BLUE  SHIELD     EL±J    (Give  name)                     jrfe    y^-^  3^. 

Ir^mon"             other  (Explain)         Baltimore,  Maryland    21209            Case  No.  66lt61i 

PATIENT'S  CERTIFICATION:  AUTHORIZATION  TO  RELEASE  INFORMATION  AND  PAYMENT  REQUEST:  I  certify  that 
the  Information  given  by  me  In  applying  for  payment  under  Title  XVIII  of  the  Social  Security  Act  Is  correct  I  authorize  release 
of  all  records  required  to  act  on  this  request    I  request  that  payment  of  authorized  benefits  be  made  In  my  behalf. 


SIGNATURE  (Patient  c 


horized  representative)  (Signature  by  r, 


Patient  request  for  payment  on  file 


7/20/68 


16  DIAGNOSES 


□  yes  .@»o  %y^z 


LEAVE  BLANK 


Cerebral  Vascular  Accident 


17  STATEMENT  COVERS  PERIOD 

18,  DATE  OF  FIRST  VISIT 

DATE  OF  LAST  VISIT 

19,  PATIENT 

20.  DATE  APPLI 

3ABLE  TO 

07 '21 '68 

TO 

07  | 31  |68 

1  1  D,S" 

|  |  CHARGED 

□  DIED 

f— .  STILL 
IX  RECEIVES 
1  SERVICES 

1  1  VISITS 

|  |  EXHAUSTED 

ITEM  19 

STATEMENT  OF  ! 


POST  -  HOSPITAL  PLAN 


POST -HOSPITAL  I 


MEDICAL  PLAN 


MARY  PURPOSE  OF  VISIT 


A.  Skilled  Nursing  Ca 


20 


V  TOTAL  CHARGES 

$70.00 


VERIFIED  DEDUCTIBLE 


B.  Physical  Therapy 


.  Speech  Therapy 
D.  Occupational  Therapy 


ho 


90% 


8   VERIFIED  COINSURANCE 


E.  Medical  Social  Services 


G.  Other  Visits  (Specify) 


H.  Total  No.  of  Units  of  Servic 


I.  Charge  per  unit  of  Service  $ 


J.  TOTALS 


60 


oo 


K.  Other  (Specify) 


Tfieel  chair 


10 


00 


L.  TOTAL  CHARGES 


70  CO 


M   AMOUNT  PAID  BY  PATIENT 


I  certify  that  required  physician's  certification  and  recertificatlons  are  od  file. 


63.00 


C.  TOTAL  CHARGES 


D  REIMBURSEMENT  RATE 


EL  C  TIMES  D 


REFUND  TO  PATIENT 


SIGNATURE  OF  HOME  HEALTH  AGENCY  REPRESENTATIVE 

/s/    Henry  Daly 


E  FORWARDED 


0  8 I 0  2  16 


APPROVED  BY 


/s/    Thomas  Sides 


DATE  APPROVED 

0  8  I  1  2  16 


orm  SSA-1487  «  «i 


HOME  HEALTH  AGENCY  COPY 
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Revision  No.  4 
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Example  XI 


XI.  FINAL  BILLING — PART  A— PHYSICIAN  TERMINATES  PLAN— EQUIPMENT  STILL  NEEDED 


On  March  9,  1969,  the  patient's  physician  decides 
that  visits  are  no  longer  necessary.  However,  the  wheel- 
chair will  still  be  required. 


The  home  health  agency  will  rent  the  patient  the 
wheelchair  after  March  9,  1969. 

This  example  shows  the  last  Part  A  billing  form  for 
services  to  March  9, 1969. 


rioivte  HEALTH  AGENCY  REPORT  AND  BILLING 
HOSPITAL  AND  MEDICAL  INSURANCE  BENEFITS  —  SOCIAL  SECURITY  ACT 


Form  Approved 
Budget  Bureau  No 
No.  72-R736 


1    PATIENT'S  LAST  NAME                                                        1  FIRST  NAME                                         1  Ml 

Doe                                            |  John                           j  H 

2    HEALTH  INSURANCE  CLAIM  NUMBER 

000-00-0000  A 

3.  PATIENT'S  ADDRESS  (Street  number.  City.  State.  Zip  Code) 

6I1OI  Security  Blvd.,  Baltimore,  Md.  21235 

4  OATEOF  BIRTH                    5.  SEX 

II          □"  □' 

6    HOME  HEALTH  AGENC  NAME  AND  ADDRESS 

Neighborhood  Nurse  Association 
14.25  Bast  165th,  West 
Baltimore,  Md.  21207 

7.  PROVIDER  NO, 

000  000 

6.  MEDICAL  RECORO  NO. 

9.  NAME  AND  ADDRESS  OF  ATTENDING  PHYSICIAN 

10.  DATE  CARE  STARTED 

0  7  |  _2_  1    6_  8_ 

1  I    NAME  AND  ADDRESS  OF  INSTITUTION.  IF  ANY.  CARING  FOR  CONDI- 
TION LATER  REQUIRING  HOME  HEALTH  SERVICES 

12  VERIFIED  DATES  OF 
STAY  IN  ITEM  1  1 

FROM                1  TO 

__U_J__U- 

13  DATE  HOME 
HEALTH  PLAN 
ESTABLISHED 

07  |  20  |  68 

SOURCE  FOR  CHARGES  TO  PATIENT 

SELF  OR  _    1  1    BLUE  CROSS 

I  |   BLUE  SHIELD 


INSURANCE 


.  |     |    OTHER  (Explain) 


PATIENT'S  CERTIFICATION:  AUTHORIZATION  TO  RELEASE  INFORMATION  AND  PAYMENT  REQUEST:  I  certify  that 
the  information  given  by  me  in  applying  for  payment  under  Title  XVIII  of  the  Social  Security  Act  is  correct  I  authorize  release 
of  all  records  required  to  act  on  this  request    I  request  that  payment  of  authorized  benefits  be  made  in  my  behalf. 


SIGNATURE  (Patittu  or  authorized  representative)  ISigm 


16.  DIAGNOSES 


□  y^  b.o 


LEAVE  BLANK 


1  7.  STATEMENT  COVERS  PERIOD 


.  DATE  OF  FIRST  VISIT 


DATE  OF  LAST  VISIT 


03  |0X  |69 


03  | 09  169 


□  diei 


Hi 

□  ; 


STATEMENT 


■  SERVICES  RENDERED 


PRIMARY  PURPOSE  OF  VISIT 


A.  Skilled  Nursing  Ca 


POST  ■  HOSPITAL  PLAN 


20  00 


MEDICAL  PLAN 


POST-HOSPITAL  PLAN 


.  TOTAL  CHARGES 


$U5.00 


MEDICAL  PLAN 


,  VERIFIED  DEDUCTIBLE 


B.  Physical  Therapy 


C.  Speech  Therapy 


D.  Occupational  Therapy 


00 


90g 


E.  Medical  Social  Services 


G.  Other  Visits  (Specify) 


H.  Total  No.  of  Units  of  Service 


L  Charge  per  unit  of  Service  $ 


J.  TOTALS 


36 


00 


K.  Other  (Specify) 


Wheel  chair 


L.  TOTAL  CHARGES 


ii5  00 


M.  AMOUNT  PAID  BY  PATIENT 


I  certify  that  required  physician's  certification  and  recertificatlons  are  on  file. 


C  REIMBURSEMENT  A 


$140,50 


C.  TOTAL  CHARGES 


VI8URSEMENT  f 


E.  C  TIMES  O 


H.  REFUND  TO  PATIENT 


SIGNATURE  OF  HOME  HEALTH  AGENCY  REPRESENTATIVE 


/s/    Henry  Daly 


DATE  FORWARDED 


APPROVED  BY 


0  3  II 


6  9 


/s/   Thomas  Sides 


DATE  APPROVED 


0  3  I  2  7  |6  9 


FORM  SSA-1487  14  66, 


HOME  HEALTH  AGENCY  COPY 


Revision  No.  4 
10/67 
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Example  XII 


XII.  BILLING  FOR  RENTAL  OF  EQUIPMENT — PART  B 


On  March  10,  1969,  the  rental  of  the  wheelchair  takes 
effect.  The  rental  of  durable  medical  equipment  is 
reimbursable  on  a  cost  basis  under  Part  B.  This  ex- 
ample shows  the  billing  form  for  the  period  March  10, 
1969,  through  March  31,  1969. 

Note:  While  the  rental  of  durable  medical  equip- 
ment is  not  reimbursable  when  the  patient  is  under  a 
home  health  plan  of  treatment^  Items  10  and  13  must 
be  completed  to  facilitate  computer  processing  by  the 
Social  Security  Administration.  The  dates  shown  on  the 
last  bill  are  therefore  repeated  on  this  bill.  Item  19 
shows  "still  receives  services"  for  the  same  reason. 


Since  the  agency  does  not  know  whether  the  Part  B 
deductible  has  been  met  for  1969,  it  does  not  complete 
Item  23. 

On  receipt  of  the  bill  the  intermediary  queries  to 
SSA  central  record  for  the  patient's  1969  deductible 
status.  The  reply  indicates  that  $16  of  the  deductible 
remains  to  be  met.  The  intermediary  completes  Item  23 
to  compute  the  reimbursement  amount  due  the  agency. 
The  intermediary  informs  the  agency  of  the  deductible 
and  coinsurance  amounts  for  which  the  patient  is 
liable. 


60 


ration       HOME  HEALTH  AGENCY  REPORT  AND  BILLING 
HOSPITAL  AND  MEDICAL  INSURANCE  BENEFITS- SOCIAL  SECURITY  ACT 


<m  Approvt 
igei  Sureao 
72-R736 


1    PATIENT  S  LAST  NAME                                                        '  FIRST  NAIvIE                                         '  Ml 

Doe                                          | John                          !  H 

2    HEALTH  INSURANCE  CLAIM  NUMBER 

000-00-0000  A 

3  PATIENT  S  ADDRESS  (Stree*  number.  City.  Slate,  Zip  Code) 

6I4OI  Security  Blvd. ,  Baltimore,  Md.  21235 

4  DATE  OF  BIRTH                  5.  SEX 

II         □"      □  ' 

G   HOME  HEALTH  AGENCY  NAME  AND  ADORESS 

Neighborhood  Nurse  Association 
Ii25  East  165th,  V/est 
Baltimore,  Md.  21235 

7  PROVIDER  NO. 

000  000 

8  MEDICAL    RECORD  NO 

9    NAME  AND  ADDRESS  OF  ATTENDING  PHYSICIAN 

10.  DATE  CARE  STARTED 

0   7   2   1  [_6  8_ 

1  1    NAME  AMD  ADDRESS  OF  INSTITUTION.  IF  ANY  CARING  FOR  CONDI- 
TION LATER  REQUIRING  HOME  HEALTH  SERVICES 

12  VERIFIED  DATES  CF 
STAY  IN  ITEM  1  1 

FROM                1  TO 

__L  1  J-L  1- 

13.  DATE  HOME 
ESTABLISHED 

07 1  20|  68 

14  PAYMENT  SOURCE  FOR  CHARGES  TO  PATIENT 

.    1  1    SELF  OR            _  1 — 1    BLUE  CROSS      .  1 — |    PUBLIC  AGENCY 

A  l  |    FAMILY              c  |  |    BLUE  SHIELD     E  |  j    ( Give  name) 

B  LH    rNSURANCE       0  O  ORPUNIOEN          ^  D    OTHER  (Explain) 

15  PATIENT'S  CERTIFICATION:  AUTHORIZATION  TO  RELEASE  INFORMATION  AND  PAYMENT  REQUEST:  I  certify  that 
the  information  given  by  me  In  applying  for  payment  under  Title  XVIII  of  the  Social  Security  Act  is  correct.  I  authorize  release 
of  all  records  required  to  act  on  this  request    I  request  that  payment  of  authorized  benefits  be  made  In  my  behalf. 


'Patient  or  authorised  representative)  (Signature  by  mark 

"Patients  request  for  payment  on  file. 


16  DIAGNOSES 


□  YES      B    Q  NO 


I  certify  that  required  physician's  certification  and  recertlficatlon 


SIGNATURE  OF  HOME  HEALTH  t 


/s/    Heary  Daly 


<  REPRESENTATIVE 


0  h  1 1  0  I  6  9 


3AO/69 


LEAVE  BLANK 


17   STATEMENT  COVETS  PE^IOL) 

18    DATE  OK    HRST  VISIT 

DATE  OF  LAST  VISIT 

19  PATIENT 

20.  DATE  APPLICABLE  TO 

FROM 

_Oj(iq|69_ 

TO 

_°3  |  31 1  69 

I  1  DIS" 

|  |  CHARGED 

□  DIED 

t=n  STILL 
□C  Receives 
c— 1  SERVICES 

1     1  EXHAUSTED, 

ITEM  19 

__L_I  

STATEMENT  OF  SERVICES  RENDERED 

POST  -  HOSPITAL  PLAN 

MEDICAL  PLAN 

POST-HOSPITAL  PLAN 

23 

MEDICAL  PLAN 

PRIMARY  PURPOSE  OF  VISIT 

NO 
VISITS 

CHARGES 

NO. 
VISITS 

CHARGES 

A    TOTAL  CHARGES 

A.  VERIFIED  DEDUCTIBLE 

$16.00 

A.  Skilled  Nursing  Care 

$ 

S 

B.  Physical  Therapy 

B  REIMBURSEMENT 
RATE 

n    VERIFIED  COINSURAI  H  (■: 

1.00 

C.  Speech  Therapy 

D.  Occupational  Therapy 

E.  Medical  Social  Services 

C    REIMBURSEMENT  AMT 
A  TIMES  6 

C.  TOTAL  CHARGES 

21.00 

F.  Home  Health  Aide 

G.  Other  Visits  (Specify) 

D  REIMBURSEMENT  RATE 

90* 

H.  Total  No.  of  Units  of  Service 

I.  Charge  per  unit  of  Service  $ 

E.  C  TIMES  D 

18.90 

J.  TOTALS 

$ 

$ 

F    E  LESS  A 

2.90 

K.  Other  (Specify) 

G  REIMBURSEMENT  AMT 
80  %  OF  F 

2.32 

Rental  of  wheel  chair 

2] 

00 

H    REFUND  TO  PATIENT 

0 

L.  TOTAL  CHARGES 

$ 

$  2j 

00 

M.  AMOUNT  PAID  BY  PATIENT 

$ 

1  NET  AMOUNT  TO 
AGENCY.  G  LESS  H 

2.32 


APPROVED  3Y 


/s/   Thomas  Sidss 


OATE  APPROVED 


0  hi  1  9  |6  9 


form  SSA-1487  i 


HOME  HEALTH  AGENCY  COPY 


Revision  No.  4 
10/67 

U.S.  GOVERNMENT  PRINTING  OFFICE:  1967     O — 278-607 


i 


1?. 


EALTH  INSURANCE  FOR  THE  AGED 


JtCH  1968 


HOME  HEALTH  AGENCY 
MANUAL  REVISION 


U.S.  DEPARTMENT  OF 
HEALTH,  EDUCATION,  AND  WELFARE 
SOCIAL  SECURITY  ADMINISTRATION 
HIM-11 


NO.  5 


QEPARTliNT  OF 
IEALTH.,  inUcATiON  AND  WELFARE 

»PR2  4  1968 


LIBRARY 


New  Material 


Replacement  Pages 


Discard  Pages 


Sec.  UOQ-405  41-4-2  U  pp.) 

Example  Xl-Sec.  ^60         59-65  (7  pp} 


41-42  (2  pp.) 
59-60  (2  pp) 


Section  U01,  General  Billing  Information,  has  been  expanded  to 
indicate  that  form  SSA-1U83,  Provider  Billing  For  Medical  and  Other 
Health  Services,  will  be  submitted  for  Part  B  services  which  do  not 
qualify  for  payment  as  home  health  services. 

Section  U60,  Completing  Items  on  Form  SSA-II483,  is  new  and  should 
be  reviewed  in  its  entirety. 

Example  XI,  Final  Billing  -  Part  A  -  Physician  Terminates  Plan  - 
Equipment  Still  Needed,  has  been  changed  to  show  that  the  patient 
was  discharged  and  that  the  discharge  date  is  shown  on  the  billing 
form. 

Example  XII,  Billing  for  Rental  of  Equipment  -  Part  B,  illustrates 
a  completed  form  S3A-1U83  showing  the  rental  of  an  item. 


294-804  O-68 


We  are  distributing  one  copy  of  this  transmittal  directly  to 
each  Home  Health  Agency.    Additional  copies  will  be  distributed 
to  the  intermediaries  when  they  become  available. 


2 


Thomas  M.  Tierney,  Director 
Bureau  of  Health  Insurance 


Action  Notes:    The  last  line  on  page  17a  should  be  changed  to  read: 

"secutive  days  in  (l)  a  participating  hospital,  psych-" 

Delete  the  example  at  the  bottom  of  page  30;  it  con- 
tains an  error  which  will  be  corrected  in  a  future 
transmittal. 


§  U05>,  item  23G,  page  U5  should  be  changed  so  that 
the  next  to  the  last  sentence  of  the  example  reads: 
"Charges  times  rate  is  $22.50,  subtracting  $15  of 
the  deductible  (see  item  23A)  leaves  $7.50;  80  per- 
cent of  $7.50  is  $6." 

Delete  I  U20,  page  U6. 

Delete  the  parenthetical  sentence  on  top  of  the  second 
column  of  page  h3» 


In  Table  of  Contents,  Chapter  IV, 

Delete  reference  to  Rental  of  durable  medical  equipment, 
§  U20. 

Insert  reference:    Completing  items  on  Form  S3A-1U83,  §  U60. 


3-68  BILLING  PROCEDURES  h.00 

UOO.    INTERVIEWING  THE  PATIENT  ABOUT  HIS  DEDUCTIBLE  STATUS 

If  it  is  apparent  that  the  home  health  services  will  be  charged 

to  supplementary  medical  insurance  rather  than  to  hospital  insurance, 

i.e.,  there  was  no  prior  hospital  or  extended  care_facility  stay, 

the  plan  was  not  established  within  lh  days  of  discharge,  benefits 

were  exhausted  under  a  Part  A  plan,  or  the  home  health  agency 

specializes  in  treating  mental  diseases,  the  home  health  agency  will 

want  to  discuss  the  patient's  deductible  status  with  him  or  his 

representative.    (For  more  detailed  information  about  the  deductible, 

see  §  220.1.) 

Before  the  home  health  agency  attempts  to  collect  the  $50  deductible 
or  any  portion  of  it,  it  should  satisfy  itself  that  the  deductible 
has  not  been  met.    This  should  be  done  by  a  careful  interview  with 
the  patient,  or  a  member  of  his  family  or  other  person  if  he  is 
unable  to  conduct  his  own  affairs,  and  by  reference  to  the  interme- 
diary's reply  to  the  start  of  care  notice. 

The  intermediary's  reply  to  the  start  of  care  notice  will  indicate 
whether  the  deductible  has  been  met  or  not  met.    However,  if  the 
reply  indicates  that  the  deductible  has  not  been  met,  there  will 
be  no  indication  of  the  remaining  expenses  needed  to  satisfy  the 
deductible.    The  patient,  in  that  event,  may  have  a  medicare 
utilization  notice  or  explanation  of  benefits  indicating  what  part 
of  the  deductible  he  has  met.    If  he  has  such  a  notice,  the  home 
health  agency  may  collect  from  the  patient  the  portion  of  the 
deductible  not  met.    If  the  patient  has  bills  for  other  expenses 
which  could  meet  the  deductible  he  should  submit  them  promptly  to 
the  medical  insurance  carrier  and  it  will  not  be  necessary  for 
the  agency  to  collect  any  part  of  the  deductible. 

When  the  intermediary  receives  the  agency's  billing,  it  will  query 
the  Social  Security  Administration  central  record  for  the  amount 
of  the  deductible  remaining  to  be  met. 

Any  overpayments  by  the  patient  for  the  deductible,  discovered  when 
the  intermediary  verifies  the  status  of  the  deductible  with  the 
Social  Security  Administration,  will  be  refunded  to  the  patient  by 
the  intermediary  and  the  agency  payment  adjusted  accordingly. 

If  the  agency  collects  less  than  is  due,  the  intermediary  will 
notify  it  of  the  amount  remaining  to  be  collected  on  the  deductible 
after  processing  the  bill. 

The  agency  should  not  bill  a  third  party  until  the  patient's 
deductible  status  is  known. 
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UOI.    GENERAL  BILLING  INFORMATION 

Form  SSA-1U87,  Home  Health  Agency  Report  and  Billing  should  be 
submitted  for  covered  home  health  services  furnished  a  medicare 
patient  under  a  plan  of  treatment  before  visits  are  exhausted. 

Billings  should  be  submitted  on  a  regular  basis  until  the  allowable 
visits  are  exhausted.    An  SSA-1U8?  should  be  submitted  when: 

A.  The  home  health  plan  of  treatment  is  terminated. 

B.  Visits  are  exhausted. 

C.  Visits  are  switched  from  Part  3  to  Part  A. 

D.  Part  B  visits  and  other  home  health  services  have  been 
rendered  and  the  billing  for  them  will  not  meet  the  $50  deductible. 

E.  The  patient  or  his  representative  refuses  to  request  that 
payment  be  made  on  his  behalf.    In  this  case,  show  "Refused  Payment" 
in  the  open  area  under  item  22.    (Your  intermediary  can  furnish 
instructions  on  how  to  bill  if  the  patient  subsequently  decides  to 
request  payment.) 

Services  provided  in  different  accounting  periods  should  not  be  put 
on  the  same  bill.    At  the  end  of  your  accounting  period,  you  should 
submit  a  bill  which  contains  all  services  furnished  to  the  patient 
since  the  last  bill  and  through  the  end  of  the  period.  Services 
furnished  in  the  following  accounting  period  should  be  on  a  separate 


Form  SSA-II483,  Provider  Billing  for  Medical  and  Other  Health  Services, 
should  be  submitted  for  Part  B  services  which  do  not  qualify  for 
payment  as  home  health  services. 

Specifically,  the  home  health  agency  should  use  an  SSA-IL83  in  the 
following  situations: 

1.    The  patient  is  not  currently  entitled  to  either  Part  A  or 
Part  B  benefits,  e.g.,  does  not  meet  prior  stay  or  physician  certi- 
fication requirements,  etc.,  the  patient  has  Part  B  coverage,  and 
the  agency  bills  for  any  of  the  following  services: 


bill. 


a.    Surgical  dressings,  splints,  casts,  and  other  devices 
used  for  reduction  of  fractures  and  dislocations, 


b.    Rental  or  purchase  of  durable  medical  equipment, 
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Ambulance  service, 


d. 


Prosthetic  devices, 


e.    Limb,  arm,  back,  and  neck  braces,  trusses  and  artificial 
limbs,  arms,  and  eyes. 

2.    The  patient  is  receiving  home  health  visits  under  Part  A 
or  B,  he  has  Part  B  coverage  and  the  agency  bills  for  ambulance 
service  (which  is  not  a  home  health  service)  to  the  extent  provided 
in  the  regulations. 

A  start  of  care  notice  is  not  necessary  before  billing  on  an  SSA-D.483. 
Upon  receipt  of  the  SSA-IU83  the  intermediary  will  send  a  Part  B 
query  to  SSA  if  the  Part  3  deductible  is  not  met. 


k0$.    COMPLETION  OF  HOME  HEALTH  AGENCY  BILLING  (FORM  SSA -11*87) 
Examples  of  completed  billing  forms  are  in  §  h$0. 

Items  1  through  lh  should  be  completed  on  the  initial  billing  in 
the  manner  described  in  §  325  ( start  of  care  notice) . 

Items  hi  Ss  9,  lh,  15,  and  16  may  be  omitted  on  second  and  subsequent 
billings.    Items  11  and  12  may  also  be  omitted  on  subsequent  billings 
unless  there  are  later  inpatient  stays  in  a  hospital  or  extended 
care  facility  (see  below). 

Items  11  and  12 .  Name  and  Address  of  Institution,  etc.,  and  Verified 
Dates,  etc. --The  information  given 


Rev.  5 


on  the  initial  billing  on  prior  inpatient  stays  should  not 
be  repeated  on  the  second  or  subsequent  billings.  How- 
ever, any  subsequent  inpatient  stays  in  a  hospital  or 
extended  care  facility  should  be  reported  in  these  items 
on  the  next  billing.  The  dates  of  stay  should  be  entered 
only  if  verified  with  the  institution.  Once  a  later  in- 
patient stay  has  been  entered  on  a  billing  it  should  not 
be  repeated  on  a  subsequent  billing. 

This  later  information  on  inpatient  admission  and 
discharge  is  needed  to  determine  if  a  new  spell  of  ill- 
ness has  begun  or  the  1-year  period  for  visits  has  been 
extended.  See  §  215.1  for  the  effect  of  a  later  stay  on 
entitlement  to  Part  A  home  health  visits. 

Entries  in  these  items  do  not  affect  other  items  on 
the  SSA-1487  unless  they  start  a  new  spell  of  illness. 
The  original  "Date  Care  Started"  (Item  10)  and  "Date 
Home  Health  Plan  Established"  (Item  13)  will  remain 
the  same. 

Item  13.  Date  Home  Health  Plan  Established. — 

Never  make  more  than  one  entry  on  a  billing  form  in 
this  item.  If  Part  A  visits  are  involved,  the  entry  is  the 
date  the  initial  plan  was  established  in  the  spell  of  ill- 
ness for  which  you  are  billing.  The  fact  the  initial  plan 
is  amended,  the  patient  is  reinstitutionalized  in  the 
same  spell  of  illness,  Part  A  visits  have  been  exhausted 
and  Part  B  visits  will  begin,  care  extends  from  one 
year  into  another,  etc.,  is  immaterial.  This  same  date 
could,  therefore,  be  shown  on  subsequent  bills  for  a 
number  of  years.  However,  a  new  date  plan  established 
is  shown  if  the  patient  becomes  eligible  for  a  new  series 
of  Part  A  visits,  regardless  of  whether  he  was  previ- 
ously receiving  visits  under  Part  A  or  Part  B. 

Item  15.  Patients  Certification  and  Payment  Re- 
quest.— Have  the  patient  or  his  authorized  representa- 
tive read  the  statement  on  the  form  or  on  the  agency's 
record  if  it  uses  the  alternate  signature  procedure  (see 
below).  If  the  signature  is  obtained  on  Form  SSA- 
1487,  it  is  sufficient  if  it  is  legible  only  on  the  original. 

If  the  patient  cannot  sign  his  name  because  of  his 
physical  or  mental  condition,  another  person  may  sign 
on  his  behalf,  e.g.,  John  J.  Jones  by  Jack  A.  Smith.  (Ob- 
tain a  brief  statement  that  shows  both  why  the  patient 
himself  did  not  sign  the  form  and  the  relationship  of 
the  signer  to  the  patient.  Retain  the  explanation  in  the 
agency's  file  if  the  signature  is  obtained  on  the  agency's 
own  record.  If  the  signature  is  on  Form  SSA-1487,  the 
explanation  should  accompany  or  be  included  in  the 
billing  form.  In  certain  situations,  a  home  health  agency 
representative  may  sign  on  behalf  of  the  patient.  (See 
§  235.1  for  who  may  sign  a  request  for  payment.) ) 


The  statement  should  be  read  to  a  patient  who  signs 
by  mark.  A  signature  by  mark  sho.uld  be  witnessed  by  a 
person  who  knows  the  patient.  - ;  , 

Signature  on  Agency  Record. — The  agency  may 
arrange  with  its  intermediary  to  have  the  patient's 
signature  on  its  records  serve  as  the  request  for 
payment. 

The  agency  should  then  incorporate  the  language 
now  on  the  SSA-1487  by  printing  or  stamping  it  on 
either  the  agency's  own  start  of  care  form  or  on  a 
separate  form  attached  to  or  associated  with  that  form. 
The  following  format  is  suggested: 

"Statement  To  Permit  Payment  for  Home 
Health  Services  or  Hospital  Insurance  and 
Medical  Insurance  Benefits  to  Home  Health 

Agency 

"I  certify  that  the  information  given  by  me  in 
applying  for  payment  under  Title  XVIII  of  the 
Social  Security  Act  is  correct.  I  authorize  release 
of  all  records  required  to  act  on  this  request.  I 
request  that  payment  of  authorized  benefits  be 
made  on  my  behalf." 

The  original  copy  of  the  first  billing  form  submitted 
by  the  agency  for  services  to  a  patient  should  be 
stamped  or  typed  on  the  patient's  signature  line  to  indi- 
cate that  the  patient's  statement  is  on  file.  The  following 
wording  is  suggested:  "Patient's  request  for  payment  on 
file." 

When  the  intermediary  and  agency  have  arranged 
to  put  this  procedure  into  effect,  the  intermediary  will 
thereafter  make  payment  without  the  patient's  signa- 
ture on  the  billing  form,  as  long  as  home  health  services 
are  being  received  from  the  same  agency  under  the 
same  plan  of  treatment. 

Item  16.  Diagnoses. — Complete  on  the  initial  bill. 
Home  health  visits  under  Part  A  must  be  related  to  a 
condition  for  which  the  patient  was  receiving  inpatient 
hospital  or  extended  care  treatment  (see  §  240.1) .  Enter 
all  diagnoses  as  furnished  by  the  attending  physician. 
List  the  primary  diagnosis  first  with  "Primary"  in 
parentheses. 

Show  the  diagnosis  in  accordance  with  recognized 
nomenclature,  e.g.,  "Current  Medical  Terminology,"  or 
"Standard  Nomenclature  of  Diseases  and  Operations." 

This  item  need  not  be  completed  on  subsequent  bills, 
but  if  other  diagnoses  are  identified  between  the  initial 
and  final  bills,  note  such  changes  or  additional  diag- 
noses on  the  final  bill. 

Enter  an  "X"  in  the  appropriate  check  box  to  indi- 
cate whether  or  not  the  condition  is  employment  re- 
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Example  XI 


XL  FINAL  BILLING — PART  A— PHYSICIAN  TERMINATES  PLAN— EQUIPMENT  STILL  NEEDED 


On  March  9,  1969,  the  patient's  physician  decides 
that  visits  are  no  longer  necessary.  However,  the  wheel- 
chair will  still  be  required. 


The  home  health  agency  will  rent  the  patient  the 
wheelchair  after  March  9,  1969. 

This  example  shows  the  last  Part  A  billing  form  for 
services  to  March  9, 1969. 


HEALTH.  EDUCATION.  ANO  WELFARE 

"I-5"""0"      HOME  HEALTH  AGENCY  REPORT  AND  BILLING 

HOSPITAL  AND  MEDICAL  INSURANCE  BENEFITS- SOCIAL  SECURITY  ACT 


Form  Approved. 
Budget  Bureau  Nc 
No.  72-R736 


1    PATIENTS  LAST  NAME                                                           FIRST  NAME                                         1  Ml 

Doe                                         |  John                         |  H 

2    HEALTH  INSURANCE  CLAIM  NUMBER 

000-00-0000  A 

3.  PATIENT  S  ADDRESS  fStrtet  number.  City.  Starr.  Zip  Cod*) 

61*01  Security  Blvd. ,  Baltimore,  Md.  21235 

4.  DATE  OF  BIRTH                    5.  SEX 

II  □» 

6.  HOME  HEALTH  AGENCY  NAME  AND  ADDRESS 

Neighborhood  Nurse  Association 
U25  Bast  165th,  West 
Baltimore,  Md.  21207 

7.  PROVIDER  NO. 

000  000 

8.  MEDICAL  RECORD  NO. 

9.  NAME  AND  ADDRESS  OF  ATTENDING  PHYSICIAN 

10.  DATE  CARE  STARTED 

_0  7_  |  _2  1  |  6_  _8 

1 1 .  NAME  AND  ADDRESS  OF  INSTITUTION.  IF  ANY.  CARING  FOR  CONDI- 
TION LATER  REQUIRING  HOME  HEALTH  SERVICES 

12  VERIFIED  DATES  OF 
STAY  IN  ITEM  1  1 

FROM                |  TO 

__L_L_L_I_I__ 

13.  DATE  HOME 
HEALTH  PLAN 
ESTABLISHED 

07_  |  20  |_68 

rfENT  SOURCE  FOR  CHARGES  TO  PATIENT 
SELF  OR  -  I — I  BLUE  CROSS  , 

FAMILY  c  |  |   BLUE  SHIELD 

PRIVATE  „  I — |  EMPLOYER 
INSURANCE       °-  |  |  OR  UNION 


F.  Q    OTHER  (Explain) 


15.  PATIENTS  CERTIFICATION:  AUTHORIZATION  TO  RELEASE  INFORMATION  AND  PAYMENT  REQUEST:  I  certify  that 
the  Information  given  by  me  In  applying  for  payment  under  Title  XVIII  of  the  Social  Security  Act  it  correct  I  authorize  release 
of  all  records  required  to  act  on  this  request.    I  request  that  payment  of  authorized  benefits  be  made  in  my  behalf. 


SIGNATURE  (PaOeni  or  authorized  ntpraentaOva)  (Signntjir*  by  mark  mutt  be  witnessed) 


16.  DIAGNOSES 


□ 


LEAVE  BLANK 


I  7  STATEMENT  COVERS  PERIOD 


19.  DATE  OF  FIRST  VISIT 


DATE  OF  LAST  VlSfT 


03  1 01 169 


03  I 09  169 


□  ; 


I  certify  that  required  physician's  certification  and  recertiflcations  are  od  file. 


03 | 09 [69 


21 

STATEMENT  OF  SERVICES  RENDERED 

POST  ■  HOSPITAL  PLAN 

MEDICAL  PLAN 

22. 

POST -HOSPITAL  PLAN 

23. 

MEDICAL  PLAN 

PRIMARY  PURPOSE  OF  VISIT 

NO. 
VISITS 

CHARGES 

NO. 
VISITS 

CHARGES 

A   TOTAL  CHARGES 

$U5.oo 

A.  VERIFIED  DEDUCTIBLE 

A.  Skilled  Nursing  Care 

2 

*  20 

00 

$ 

B.  Physical  Therapy 

B  REIMBURSEMENT 
RATE 

90* 

B  VERIFIED  COINSURANCE 

C.  Speech  Therapy 

1 

10 

00 

D.  Occupational  Therapy 

1 

6 

00 

E.  Medical  Soclai  Services 

C  REIMBURSEMENT  AMT 
A  TIMES  B 

$li0.5o 

C    TOTAL  CHARGES 

F.  Home  Health  Aide 

G.  Other  Visits  (Specify) 

O.  REIMBURSEMENT  RATE 

H.  Total  No.  of  Units  of  Service 

L  Charge  per  unit  of  Service  $ 

E.  C  TIMES  D 

J.  TOTALS 

1ft 

$  36 

00 

% 

F    E  LESS  A 

K.  Other  (Specify) 

G  REIMBURSEMENT  AMT. 
eo  X  OF  F 

Wheel  chair 

00 

H.  REFUNO  TO  PATIENT 

L.  TOTAL  CHARGES 

00 

% 

M.  AMOUNT  PAID  BY  PATIENT 

% 

1  NET  AMOUNT  TO 
AGENCY.  G  LESS  H 

SIGNATURE  OF  HOME  HEALTH  AGENCY  REPRESENTATIVE 

/s/   Henry  Daly 
form  SSA-1487  - 


DATE  FORWARDED 


0  3  11   8  16  9 


APPROVED  BY 


/s/   Thomas  Sides 


DATE  APPROVED 

0  3  |  2  7  |6  9 


HOME  HEALTH  AGENCY  COPY 
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EXAMPLE  XII 


XII.    BILLING  FOR  RENTAL  OF  EQUIPMENT  -  PART  B 


On  March  10,  1969,  the  rental  of  the  wheelchair  takes  effect. 
The  rental  of  durable  medical  equipment  is  reimbursable  on  a  cost 
basis  under  Part  B.    This  example  shows  the  billing  form  for  the 
period  March  10,  1969,  through  March  31,  1969. 

The  agency  prepares  an  SSA-1U83  since  the  patient  is  no  longer 
under  a  plan  of  treatment. 

The  agency  does  not  complete  items  2ii  or  25. 


On  receipt  of  the  bill  the  intermediary  queries  to  SSA  central 
records  for  the  patient's  1969  deductible  status.    The  reply  indicates 
that  $16  of  the  deductible  remains  to  be  met. 

The  patient  owes  $16  toward  the  Part  B  deductible.    $16  is  subtracted 
from  the  total  charges  of  $21  leaving  a  total  of  $5.    Twenty  percent 
of  $5  is  $1  which  the  patient  owes  as  coinsurance.    $16  is  entered 
in  Item  2h  B  and  $1  in  2h  C. 

The  $21  total  charges  are  multiplied  by  the  90$  reimbursement  rate 
leaving  a  total  of  $18.90,    The  $16  deductible  is  subtracted  leaving 
a  total  of  $2.90.    Eighty  percent  of  this  amount  or  $2.32  is  entered 
in  Item  2$  in  the  "Provider"  block.    0  lis  entered  in  "Patient"  block0 
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EXHIBIT  XII 


PROVIDER  BILLING  FOR  MEDICAL  AND  OTHER  HEALTH  SERVICES 

MEOICAL  INSURANCE  BENEFITS  -  SOCIAL  SECURITY  ACT 


Form  Approved 
Budget  Bureau 
No.  72-R0738 


1.  Patient'*  lost  nome                                                  {First  name  JmI 

Doe                                                   John  H 

2.  Health  insurance  cloim  number 

000-00-0000A 

3.  Potient's  oddress  (Street  number,  City,  Stote,  ZIP  Code) 

6k01  Security  Blvd . ,  Baltimore,  Md.  21235 

4.  Date  of  birth 

.0.2.! JP_  _£!_£  .2 

5.  Sex 

[X)M   □  F 

6.  Provider  name  and  address,  (City  and  State) 

Visiting  Nurse  Association 
Baltimore,  Md.  21201 

7.  Provider  numbor 

000000 

9.  Type  of  service 

A.  |    1  Inpotient      C.  [X]  Other  (Specify) 

Home  Health 
b.  □Outpatient  Agency 

8.  Medical  record  number 

If  you  hove  other  heolth  insurance  or  if  your  Stato  Medical  Assistance  Agoncy  will  poy  port  of  your  medical  expenses  and  you  want  informa- 
tion about  this  cloim  released  to  them  upon  their  roquest  complete  items  10  and  11. 

10.  Insuring  organization  or  State  agency  name  and  oddress 

11.  Policy  or  medical  assistance  number 

12.  Patient's  Certification,  Authorization  to  Releose  Information,  and  Payment  Request.   I  certify  that  the  information  given  by  me  in  applying 
for  payment  under  Title  XVIII  of  the  Social  Security  Act  is  correct.   I  authorize  any  holder  of  medical  or  other  information  about  me  to  re- 
loose  to  the  Social  Security  Administration  or  its  Intermediaries  or  carriers  any  information  needed  for  this  or  o  related  medicare  claim.  I 
request  that  poyment  of  authorized  benefits  be  mode  on  my  behalf 


Contained  in 
provider's  record 


Signature  (Patient  or  authorized  representative)  (Signature  by  mark  must  be  witnessed) 


Date 


13.  Nature  of  illness  or  injury 

Cerebral  Vascular  Accident 


I — |  Check  here  if  illness  or  injury 
I — '  was  connected  with  employment 


Do  not  use 
this  space 


14.  Surgical  procedures 


15.  Statement  of  services 
A.  Clinic  visit  (  ) 

Covered  Charges 

16. 

Statement 
Covers 
Period 

First  service 

0  3  i  1  0  !  6  9 
 i  1  

Last  service 

0  3  !  3  1  1  6  9 
 1  1  

B.  Emergency  room  (  ) 

17. 

Blood 
Information 

A.  Pints 
furnished 

B.  Pints 
replaced 

Not  Replaced 

C.  Pints 

D.  Charge 
per  pint 

E.  Patient 
poid  for 
deductible 

C.  Loborotory 

D.  Radiology 

18.  Professional  component  (hospital  inpatients) 

19.  Other  professional 
component 

A.  Pathology 

B.  Radiology 

E.  Phormocy 

20.  Date  benefits  exhausted  or  HH  plan 
terminated 

0     3  !  0     9  !   6  9 

21.  Potient  paid  (Excluding  I7E) 

None 

F.  Blood 

G.  Ambulance 

22.  1  certify  thot  the  required  physician's  cerllfico- 

"T"t.  S2L> 

23.  Date  forworded 

o  u! 0  ^  16  9 

H.  Physical  therapy 

FOR  INTERMEDIARY  USE  ONLY 

1.  Other  (Specify) 

24.  Verified  Patient  Liability 

A.  Blood  deductible 

B.  Cash  deductible 

$16.00 

C.  Coinsurance 

$1.00 

Rental  of  Wheel  Chair 

21 

00* 

25.  Payment  Distribution 

26.  Date  approved 

_0iJi.2.!6.  3_ 

Provider 

$2.32 

Patient 

0 

J.  TOTAL 

21 

00 

■^Summit  Rental 
25  Paca  St. 
Baltimore,  Md. 


Agency 
21202 


FORM  SSA-1483  (i-es) 
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1460.    COMPLETING  ITEMS  ON  FORM  SSA-II483 

Item  1.    Patient  Identification. — Enter  the  patient's  name  from 
his  health  insurance  card  or  other  notice. 

Item  2.    Health  Insurance  Claim  Number, — Enter  the  patient's 
claim  number  as  shown  on  his  health  insurance  card,  certificate 
of  award,  utilization  notice,  or  as  reported  by  the  social 
security  district  office. 

Item  3«    Patient's  Address. --Show  the  patient's  mailing  address 
from  your  records.    Where  the  patient's  authorized  representative 
is  applying  on  behalf  of  the  patient,  show  the  authorized 
representative's  name  and  address.    If  the  patient  is  an  inpatient 
of  an  institution,  enter  the  name  of  that  institution. 

Items  k  and  5>    Date  of  Birth  and  Sex. — Enter  the  patient's  date 
of  birth  and  sex.    If  the  date  of  birth  is  unknown,  the  agency  should 
transmit  the  bill  without  the  date  of  birth.    While  the  date  of 
birth  is  useful  as  identification  and  should  be  shown  when  available, 
a  billing  can  be  processed  without  it. 

Items  6,  7,  and  8,    Home  Health  Agency  Identification, — Enter  the 
name  and  address  (city  and  State  is  all  that  is  ncessary)  of  the 
agency  and  the  agency's  assigned  provider  number.    These  items 
can  be  preprinted  on  all  copies  of  the  form,  if  desired.  Enter 
the  patient's  medical  record  number  only  if  one  is  assigned  by 
the  agency  for  its  own  filing  purposes. 


6.  Provider  name  and  address  (City  and  State) 

7.  Provider  number 

Visiting  Nurse  Association 

000000 

Baltimore,  Md,  21235 

8.  Medical  record  number 

Item  9,    Type  of  Service, — Check  "Other"  and  enter  the  remark  "Home 
Health  Agency,"    This  will  indicate  that  the  agency  has  furnished 
Part  B  services  which  were  not  reimbursable  as  home  health  services. 
If  the  agency  is  billing  for  services  furnished  an  individual  who 
is  an  inpatient  of  an  institution,  the  name  and  address  of  that  institu- 
tion should  be  shown  in  item  3o 


L 


9.  Type  of  service 

A.   [^Inpatient      C.  |  X  I  Other  (Specify) 

Home  Health 
b.  □  Outpatient  Agency 
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Items  10  and  11.    Complementary  Coverage  Information,,  — If 
information  about  the  claim  is  to  be  sent  to  a  complementary 
insurer  at  the  patient's  request,  and  the  agency  does  not  object, 
the  name  and  address  of  the  organization  or  agency  should  be  shown. 
The  identifying  number  will  be  shown  in  item  11 • 

Item  12.    Patient ' s  Certification. — Have  the  patient  or  his 
authorized  representative  read  the  statement  on  the  form  or  on 
the  agency's  record  if  it  uses  the  alternate  signature  procedure. 
(See  §§  U05ff.) 

If  the  agency  obtains  the  signature  on  its  own  form,  check  the 
block  marked  "Contained  in  provider's  record."    If  the  signature 
is  obtained  on  form  SSA-iii83,  it  is  sufficient  if  it  is  legible 
on  the  original  only.    A  signature  is  required  with  each  billing. 
If  the  agency  obtains  a  signature  on  its  own  record,  it  will 
remain  effective  as  long  as  the  particular  service  is  being 
received  from  the  same  agency  according  to  the  physician's  order. 

If  the  patient  cannot  sign  his  name  because  of  his  physical  or 
mental  condition,  another  person  may  sign  on  his  behalf,  e.g0, 
John  Jo  Jones  by  Jack  A.  Smith.    In  certain  situations,  a  home 
health  agency  representative  may  sign  on  behalf  of  the  patient. 
(See  §  235*1  for  who  may  file  a  payment  request.)    Briefly  explain 
why  the  patient  did  not  sign  the  form  himself  and  show  the  relation- 
ship of  the  signer  to  the  patient.    This  explanation  should  be 
retained  in  the  agency's  file  if  the  signature  is  obtained  on  the 
home  health  agency's  own  record.    If  the  signature  is  on  form  SSA-1U83* 
the  explanation  should  accompany  or  be  included  on  the  billing  form0 
The  statement  should  be  read  to  the  patient  who  signs  by  mark. 

A  signature  by  mark  should  be  witnessed  by  a  person  who  knows  the 
patient.    Enter  the  name  and  address  of  any  person  witnessing  a 
signature  by  mark. 

If  it  is  impractical  to  obtain  the  patient's  signature  because 
the  agency  does  not  make  a  visit  to  his  home  (e.g.,  the  physician 
certifies  that  the  patient  needs  a  certain  item  of  durable  medical 
equipment  but  no  visits  are  certified),  the  agency  may  furnish 
the  equipment  and  need  not  obtain  the  patient's  signature.  An 
agency  representative  should  sign  on  behalf  of  the  patient  and 
write  in  this  item  "Patient  not  visited." 

Item  13.  Nature  of  Illness  or  Injury. --An  entry  must  be  made  only 
on  bills  where  the  patient's  health  insurance  number  ends  in  "0"- 
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When  necessary,  enter  the  nature  of  illness  or  injury  as  furnished 
by  the  attending  physician.    Acceptable  medical  terminology  should 
be  used,  such  as  "Current  Medical  Terminology",  "Standard  Nomencla- 
ture of  Diseases  and  Operations, "  and  "International  Classification 
of  Diseases  Adapted." 

If  the  condition  was  employment  related,  check  the  block  and  show 
the  name  and  address  of  the  employer,  if  known.    Where  the  agency 
knows  that  a  workmen's  compensation  claim  has  been  made,  it  should 
insert  or  attach  a  statement  identifying  the  carrier,  if  any, 
handling  the  workmen's  compensation  claim,  and  give  any  available 
details  about  the  claim.    (See  §§  2^0ff  for  additional  inf ormation0 ) 

Item  lii.    Surgical  Procedures^ — No  entry  should  be  made  in  this  item. 

Item  15.    Statement  of  Services  Rendered. — Enter  the  covered  Part  B 
charges  during  the  billing  period  which  do  not  constitute  reimbursable 
home  health  services.    If  the  service  was  furnished  under  arrangements 
with  suppliers  outside  the  agency,  but  is  being  billed  by  the 
agency,  enter  an  asterisk  by  the  type  of  service  furnished  and 
cross-refer  this  to  the  name  and  address  of  the  supplier  in  remarks. 


H.  Physical  therapy 

1.  Other  (Specify) 

15 

00* 

J.  TOTAL 

15 

00 

Remarks: 


*  Do ran' s  Rental  Shop 
21*01  Birge 

Baltimore,  Md0  21000 


Rome  Health  Agencies  should  make  no  entry  in  A.  Clinic  Visit, 

Bo  Emergency  Room,  C.  Laboratory,  D.  Radiology,  E.  Pharmacy,  F„  Bloodo 

Durable  medical  equipment  furnished  should  be  entered  under  "I." 
Indicate  whether  it  is  rented  or  purchased.    Show  the  full  purchase 
price  if  the  equipment  is  purchased. 

Show  total  covered  charges  on  line  J. 
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I  ten  16  o    Statement  Covers  Period.— -Enter  the  dates  of  the  first  and 
last  service  furnished  during  the  billing  period.    Do  not  bill  for 
an  inclusive  period  spanning  two  calendar  years,  since  the  deductible 
applies  to  the  charges  incurred  in  each  year  independently.  Usually 
the  date  of  the  first  service  should  be  later  than  the  date  of  the 
last  service  on  the  preceding  bill. 

Item  17.    Blood  Information. — Home  Health  Agencies  should  make  no 
entry  in  item  17. 

Item  18.    Professional  Component  (Hospital  Inpatients). — Home  Health 
Agencies  should  make  no  entry  in  this  item. 

Item  19.    Other  Professional  Component. — Home  Health  Agencies  should 
make  no  entry  in  this  item. 

Item  20o    Date  Benefits  Exhausted  or  Home  Health  Plan  Terminated. — 
Enter  a  date  only  when  home  health  visits  are  exhausted  or  the 
physician's  plan  of  treatment  is  terminated. 

Item  21.    Patient  Paid. — Enter  the  amount,  if  any,  paid  by  the  patient0 
Do  not  include  any  amount  paid  by  a  separate  billing  for  physicians' 
services. 

Item  22 o    Signature  of  Agency  Representative  . — Before  the  billing  is 
forwarded  to  the  intermediary,  an  agency  representative  should 
assure  himself  that  the  physician's  certification  as  to  medical 
necessity  is  on  file.    The  representative  should  sign  his  namej  a 
stamped  signature  is  acceptable. 

Item  23 »    Date  Forwarded. — Enter  the  date  on  which  the  form  was 
forwarded  to  the  intermediary. 


The  balance  of  the  form  is  for  the  use  of  the  intermediary  in  computing 
the  payments  to  be  mstde  to  the  agency  and/or  patient* 

The  Home  Health  Agency  should  make  no  entry  in  items  2h,  2$,  and  26. 
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This  transmittal  furnishes  home  health  agencies  with  additional 
instructions  on  the  1967  Amendments  to  the  Social  Security  Act. 

The  material  is  in  the  form  of  supplements  to  Chapters  I  and  II, 
and  should  be  inserted  at  the  end  of  the  chapter  to  which  it  relates. 
To  facilitate  identification,  supplements  are  printed  on  colored 
paper.    For  ease  of  reference,  amendment  supplement  sections  show 
an  "H"  prefix  and,  where  practical,  the  related  permanent  manual 
section  number  has  been  used.    As  soon  as  possible,  we  will  inte- 
grate the  supplement  material  in  the  permanent  manual  text. 

A  limited  direct  distribution  of  2  copies  of  this  supplement  is 
being  made  to  each  agency.    Intermediaries  will  complete 
distribution  when  additional  copies  are  available. 


Thomas  M.  Tierney,  Director 
Bureau  of  Health  Insurance 
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Podiatrists'  Services 

H115.1    Podiatrists  as  Physicians. — Effective  January  1,  1968, 
coverage  of  physicians '  services  is  extended  to  include  services 
performed  by  podiatrists.    The  intent  of  the  amendments  is  to  allow 
payment  for  certain  foot  care  services  whether  furnished  by  a  doctor 
or  medicine,  osteopathy,  or  podiatry  (to  the  extent  that  each  is 
legally  authorized  to  perform  the  services).    Certain  foot  care  ser- 
vices (including  routine  care),  however,  are  excluded  regardless  of 
who  performs  them.     (See  §  H233.) 

A.  Scope  of  Coverage  of  Podiatrists1  Services, — Podiatrists 
(chiropodists)  are  included  within  the  definition  of  "physician" 
(except  as  indicated  in  B.  below)  but  only  with  respect  to  those 
functions  which  they  are  legally  authorized  to  perform  in  the  State 

in  which  they  perform  them.    This  means  that  the  professional  services 
provided  by  a  podiatrist  within  the  scope  of  his  applicable  State 
license  (except  those  services  which  are  specifically  excluded)  are 
"physicians'  services,"  reimbursable  on  a  reasonable  charge  basis 
under  Part  B. 

Podiatrists  may  hold  any  of  the  following  professional  degrees,  of 
which  the  first  three  are  the  most  common:    Pod.D  or  D.P.  (Doctor 
of  Podiatry),  D.S.C.  (Doctor  of  Surgical  Chiropody),  D.P.M.  (Doctor 
of  Podiatric  Medicine),  D.S.P.  (Doctor  of  Surgical  Podiatry),  Gradu- 
ate in  Podiatry,  Master  Chiropodist,  or  in  a  very  few  instances 
another  podiatry  degree.    Within  a  particular  State,  all  individuals 
holding  any  of  these  degrees  are  licensed  to  perform  the  same  functions; 
however,  there  are  variations  from  State  to  State  as  to  the  authorized 
scope  of  podiatric  practice. 

B.  Services  for  Which  Podiatrists  Are  Excluded  From  the  Definition 
of  Physician. — 

1 .    Physician  Certification  and  Recertif ication  of  the  Need  for 
Provider  Services  (8  210). — A  podiatrist  is  not  a  "physician"  for 
the  purpose  of  making  the  required  physician  certifications  and 
recertifications  of  the  medical  necessity  for  Part  A  and  Part  B 
provider  services.    This  means  that  a  medical  doctor  (or  osteopath) 
must  complete  the  certification  of  necessity  for  provider  services 
where  such  certifications  are  required.    However,  no  certification 
by  a  medical  doctor  is  required  with  respect  to  a  podiatrist's 
professional  services  to  his  patients. 
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2.    Home  Health  Services  Requirements  (aa  2QOff  and  205). — A 

podiatrist  is  not  a  "physician"  for  the  purpose  of  any  of  the  physi- 
cian activities  required  to  qualify  an  organization  as  a  home  health 
agency  or  required  for  coverage  of  home  health  services.    Thus,  a 
podiatrist  may  not  be  a  "physician"  member  of  the  group  of  professional 
personnel  responsible  for  establishing  policies  governing  the  services 
provided  by  the  home  health  agency,  nor  may  a  podiatrist  furnish  any 
of  the  "physician"  supervision  of  the  agency's  services  required  by 
the  statute  or  the  Conditions  of  Participation  for  Home  Health  Agencies. 
In  addition,  a  podiatrist  is  not  a  "physician"  for  the  purpose  of 
establishing  or  reviewing  the  plan  of  home  health  treatment  required 
for  each  patient  receiving  covered  services  nor  for  the  purpose  of 
satisfying  the  requirement  that  each  home  health  patient  must  be 
under  the  care  of  a  "physician." 
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Hospital  Insurance  Benefits  Entitlement 


H120  B.      Transitional  Provision. — The  1967  amendments  modify  the 
quarters  of  coverage  requirement  of  the  transitional  provision. 
The  person  attaining  age  6£  after  1967,  who  is  not  entitled  to 
monthly  benefits  under  social  security  or  railroad  retirement,  will 
need  three  less  quarters  of  coverage  than  under  the  pre-amendment 
provision.     A  person  attaining  age  65  in  1968  needs  3  quarters  of 
coverage;  in  1969,  6  quarters  of  coverage;  in  1970,  9  quarters  of 
coverage;  etc. 

Supplementary  Medical  Insurance  Benefits 

H122  A.     Enrollment. — The  1967  amendments  provide  that  States  will 
be  given  the  option  of  "buying-in"  for  all  their  aged  who  are 
eligible  for  medical  assistance  under  Title  XIX,  whether  or  not 
they  are  receiving  cash  assistance. 

33    General  Enrollment  Period. — The  first  general  enrollment 
period  was  to  occur  October  1,  1967,  through  December  31,  1967. 
By  special  Congressional  action,  however,  this  period  was  extended 
tnrough  March  33*  1968.    The  1967  amendments  provide  that  effective 
January  1,  1969,  the  general  enrollment  period  will  be  annual 
rather  than  biennial  and  will  run  from  January  1  through  March  31 
rather  than  October  1  through  December  31.     Coverage  will  begin  on 
the  following  July  1. 

Bli    States  .—The  1967  amendments  extended  from  December  31,  1967,  to 
December  31,  1969,  the  deadline  by  which  States  may  request  an  agree- 
ment with  the  Secretary  to  enroll  eligible  individuals  under  the  "buy- 
in"  provision.     States  are  also  permitted  to  cover  under  the  agreement 
persons  who  attain  age  65  and  otherwise  become  eligible  after  the 
December  31,  1969,  deadline. 

H122,l  Premiums. --Through  March  1968,  the  individual  supplementary 
medical  insurance  premium  was  $3.    The  law  permitted  the  Secretary  of 

Health,  Education,  and  Welfare  to  adjust  the  premium  amount  consistent 
with  changes  in  costs  of  the  program,  and  in  December  1967,  the  Secretary 
announced  a  new  premium  rate  of  $4-  effective  April  1968  through  June  1969. 

With  the  1967  amendments,  the  law  specifies  that  the  Secretary  will 
determine  and  make  known  during  December  of  each  year  the  premium 
rate  which  will  be  applicable  for  a  12 -month  period  to  begin  the 
following  July  1.    When  the  Secretary  makes  known  a  rate  change  for 
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Part  B,  he  will  issue  a  public  statement  setting  forth  the  actuarial 
assumptions  and  other  bases  upon  which  he  arrived  at  the  new  rate. 

H122.2       Beginning  of  Coverage 

D.  Enrollment  by  a  State  of  its  welfare  recipients  under  the 
1567  amendments — coverage  begins  on  the  latest  of  the  following: 

1.  July  1,  1966, (no  change) 

2.  First  day  of  the  third  month  after  the  month  the  modification 
or  agreement  is  entered  into.     (no  change) 

3.  First  day  of  the  first  month  in  which  the  individual  is 
eligible  and  a  member  of  the  group  except  that  (for  a  State  which 
buys  in  for  medically  indigent  persons)  if  the  individual  is  not 
in  such  month  receiving  money  payments  under  titles  I,  IV(Part  A), 
X,  XIV,  or  XVI,  his  coverage  will  begin  on  the  first  day  of  the 
second  month  after  such  month,  or  on  the  first  day  of  the  first 
month  in  which  he  receives  a  money  payment  under  one  of  the  above 
titles,  whichever  occurs  first.     (1967  amendments) 

h.    The  date  specified  in  the  agreement. 

H122.3A      Coverage  Ends. — Prior  to  the  1967  amendments,  an  individual 
could  request  termination  of  medical  insurance  by  notifying  the 
Social  Security  Administration  in  writing  during  a  general  enroll- 
ment period  and  coverage  would  terminate  at  the  close  of  the  general 
enrollment  period.    Because  of  the  extension  of  the  1967  general 
enrollment  period  to  April  1,  1968,  coverage  might  end  on  either 
December  31 y  1967 ,  or  March  31 f  1968,  the  effective  termination 
date  being  determined  by  the  period  during  which  the  termination 
request  was  filed. 

The  1967  amendments  provide  that  beginning  April  1,  1968,  an 
individual  wishing  to  disenroll    may    do  so  at  any  time,  but  such 
disenrollment  will  not  take  effect  until  the  close  of  the  calendar 
quarter  following  the  calendar  quarter  in  which  the  notice  of 
disenrollment  is  filed. 

C.     If  an  individual  is  enrolled  under  a  Federal-State  agreement, 
his  coverage  under  the  agreement  ends  on  whichever  of  the  following 
occurs  first: 

1.     The  end  of  the  month  in  which  he  becomes  ineligible  (as 
determined  by  the  State)  for  welfare  money  payments  or  (if  the 
agreement  covers  all  individuals  eligible  for  medical  assistance 
under  title  XIX),  for  both  money  payments  and  medical  assistance. 
( 1 967  amendments . ) 
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2.  The  end  of  the  month  before  the  first  month  for  which  he 
becomes  entitled  to  monthly  social  security  or  railroad  retirement 
benefits    (if  the  State's  agreement  covers  only  money  recipients 
who  are  not  entitled  to  such  benefits). 

3.  The  end  of  the  month  in  which  the  State  agreement  is 
terminated. 

U.     The  end  of  tne  month  in  which  the  individual  dies. 
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 COVERAGE  OF  HOME  HEALTH  SERVICES  H210.2 

Three-Day  Prior  Hospitalization 

H210.2    Three-Day  Prior  Hospitalization  Requirement  for  Coverage  of 
Home  Health  Services  Under  Part  A.— Effective  with  hospital  discharges 
occurring  on  and  after  January  1,  1968,  a  new  definition  of  "hospital" 
applies  in  determining  whether  a  beneficiary  has  met  the  3-day 
hospital-stay  requirement. 

The  hospital  must: 

A.  Provide  24--hour  nursing  service  rendered  or  supervised  by  a 
registered  professional  nurse  and  have  a  licensed  practical 
nurse  or  registered  professional  nurse  on  duty  at  all  times 
(§  112. 1.E);  and 

B.  Where  licensing  of  hospitals  is  provided  for  under  State  or 
local  law,  be  licensed  or  approved  by  the  State  or  local 
licensing  agency  as  meeting  the  standards  established  for 
such  licensing  (§  112.1.G);  and 

C.  Be  primarily  engaged  in  providing  to  inpatients,  by  or  under 
the  supervision  of  doctors  of  medicine  or  osteopathy: 

1.  diagnostic  and  therapeutic  services  for  medical  diagnosis, 
treatment  and  care  of  injured,  disabled,  or  sick  persons, 
(§  112.1. A. 1),  or 

2.  rehabilitation  services  for  the  rehabilitation  of  injured, 
disabled,  or  sick  persons  (§  112.1. A. 2); 

and 

D.  Not  be  primarily  engaged  in  providing  to  inpatients  skilled 
nursing  care  and  related  services  for  patients  who  require 
medical  or  nursing  care.     (See  definition  of  an  extended  care 
facility  in  §  112.2.) 

Psychiatric  and  tuberculosis  hospitals  that  meet  the  above  hospital 
requirements  also  satisfy  the  prior-stay  hospital  definition. 

Federal  hospitals  need  not  be  licensed  under  State  or  local  licensing 
laws  to  meet  the  definition. 
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Physical  Therapy  Services  Furnished  to  Outpatients 
Covered  Under  Medical  Insurance 

H221 .     OUTPATIENT  PHYSICAL  THERAPY  SERVICES 

Effective  July  1,  1^68,  coverage  under  Part  B  of  physical  therapy 
furnished  on  an  outpatient  basis  is  expanded  by  including  such 
services  furnished  by  or  under  arrangements  made  by  a  participating 
provider  of  services.    Reimbursement  for  these  outpatient  physical 
therapy  services  will  be  made  to  the  provider  on  a  cost  basis.  The 
patient  will  be  responsible  only  for  the  regular  Part  B  deductible 
and  coinsurance  amounts  (i.e.,  the  annual  $5>0  deductible  and  20 
percent  coinsurance). 

For  the  purposes  of  this  coverage,  the  term  "provider  of  services" 
is  extended  to  include  approved  clinics,  rehabilitation  agencies 
and  public  health  agencies  as  well  as  participating  hospitals, 
extended  care  facilities  and  home  health  agencies.    To  qualify  as 
providers  of  services;  clinics,  rehabilitation  agencies  and  public 
health  agencies  will  be  required  to  meet  certain  conditions  enum- 
erated in  the  law  and  to  enter  into  an  agreement  with  the  Secretary 
in  which  they  agree  not  to  charge  any  beneficiary  for  covered 
services  for  which  the  program  will  pay  and  to  refund  any  erroneous 
charges  made. 

Payment  would  be  made  for  outpatient  physical  therapy  services  only 
where  a  physician  has  certified  that  (l )  such  services  are  or  were 
required  because  the  individual  needed  physical  therapy  services 
on  an  outpatient  basis,  (2)  a  plan  for  furnishing  such  services  has 
been  established  and  is  periodically  reviewed  by  the  physician,  and 
(3)  such  services  are  or  were  furnished  while  the  individual  is  or 
was  under  the  care  of  a  physician.     In  addition,  the  plan  of 
treatment  established  by  the  physician  must  prescribe  the  type, 
amount,  and  duration  of  the  physical  therapy  services  to  be  fur- 
nished the  individual. 

This  new  provision  represents  an  extension  of  coverage  in  that 
under  present  law  individuals  who  are  not  homebound  and  therefore 
are  ineligible  for  home  health  benefits  can  secure  outpatient 
physical  therapy  services  only  if  provided  as  an  incident  to  a 
physician's  services  (i.e.,  provided  under  his  personal  super- 
vision with  the  charges  for  such  services  included  in  the  physician' 
bill)    or  as  a  hospital  service  furnished  incident  to  a  physician's 
services.    Beginning  with  July  1,  1968,  such  individuals  may  secure 
such  services  from  any  provider  of  services  without  the  require- 
ment that  the  services  be  furnished  incident  to  a  physician's 
services.     This  new  provision  will  also  permit  a  home  health 
patient  who  runs  out  of  visits  to  continue  to  receive  covered 
physical  therapy  services  from  the  home  health  agency  (or  other 
provider)  providing  he  has  Part  B  coverage. 


Rev.  6 


4-68 


COVERAGE  OF  HOME  HEALTH  SERVICES 


H232.7 


Exclusion  of  Refractive  Services 

H232.7    Exclusion  of  Eve  Care  Services. — Effective  January  1,  1968, 
the  amendments  expand  the  eye  care  exclusion  in  the  present  law  by 
also  excluding  from  coverage  procedures  performed  to  determine  the 
refractive  state  of  the  eyes  during  the  course  of  any  eye  examina- 
tion.   Thus,  expenses  for  all  eye  refraction  procedures,  whether 
performed  by  an  opthamologist  (or  any  other  physician)  or  by  an 
optometrist  and  without  regard  to  the  reason  for  the  performance 
of  the  refraction,  are  excluded  from  coverage  under  the  program. 
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Exclusion  of  Foot  Care 
H233.    EXCLUDED  FOOT  CARE  SERVICES 

The  amendments  limit  the  scope  of  covered  foot  care  services  by 
excluding  the  following  types  of  services  under  both  Part  A  and 
Part  B,  effective  January  1,  1968. 

A.  Treatment  of  Flat  Foot  Conditions  and  Prescription  of 
Supportive  Devices  Therefor. — For  the  purposes  of  this  exclusion, 
treatment  of  "flat  foot  conditions"  means  treatment  of  the  local 
condition  of  flattened  arches  regardless  of  the  underlying  pathology 
causing  it,  except  where  such  treatment  is  purely  incidental  to  and 
an  integral  part  of  covered  foot  treatment  (for  example,  treatment 
of  a  fracture).    The  term  "treatment"  encompasses  all  phases  of 
services  in  connection  with  flat  feet,  including  evaluations  as 
well  as  any  measures  or  devices  designed  either  to  correct  the 
condition  or  to  palliate  pain  and  other  symptoms  associated  with 
the  condition. 

B.  Treatment  of  Subluxations  of  the  Foot. --For  the  purposes  of 
this  exclusion,  the  term  "subluxation"  refers  to  structural  mis- 
alignments of  the  feet  (except  fractures  and  complete  dislocations) 
which  do  not  require  treatment  by  surgical  methods,  regardless  of 
the  underlying  pathology.    Excluded  "treatment"  of  the  above 
conditions  includes  evaluations  as  well  as  the  nonsurgical  measures, 
supplies,  or  appliances  used  to  correct  the  condition  or  alleviate 
symptoms.    The  exclusion  does  not  apply  where  such  treatment  is 
purely  incidental  to  and  an  integral  part  of  covered  foot  treatment 
(such  as  treatment  of  a  fracture)  or  where  performed  as  a  part  of 
postoperative  care  during  the  period  of  convalescence  from  covered 
foot  surgery. 

This  exclusion  does  not  apply  to  the  ankle  joint  (talo-crural  joint). 

C.  Routine  Foot  Care. —Routine  foot  care  includes  the  cutting 
or  removal  of  corns,  warts,  or  calluses,  the  trimming  of  nails,  and 
routine  hygienic  care.    "Routine  hygienic  care"  includes  hygienic 
and  preventive  maintenance  care  of  the  feet,  of  the  type  which  is 
ordinarily  considered  self -care,  such  as  observation  and  cleansing 
of  the  feet,  use  of  skin  creams  to  maintain  skin  tone  of  both 
ambulatory  and  bedfast  patients,  nail  care  not  involving  surgery, 
prevention  and  reduction  of  corns,  calluses  and  warts,  and  any 
services  performed  in  the  absence  of  localized  illness,  injury,  or 
symptoms  involving  the  foot. 
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The  above  types  of  "routine"  care  are  excluded  regardless  of  the 
reason  for  such  care.    Thus,  the  fact  that  a  particular  individual 
is  unable  to  perform  certain  care  for  himself  (for  example,  because 
of  a  physical  disability  or  a  predisposing  systemic  disease  such  as 
diabetes  or  peripheral  vascular  disease  which  makes  preventive  hygienic 
foot  care  particularly  important)  does  not  change  the  character  of 
the  services  and  make  them  "nonroutine . "    Hygienic  and  other  care 
which  is  simply  incident  to  and  an  integral  part  of  active  covered 
treatment  of  foot  lesions,  such  as  infections  and  diabetic  ulcers, 
is  not  considered  as  "routine"  care  and  hence  is  not  excluded. 


H233.1    Application  of  Foot  Care  Exclusions  to  Provider  Services, — 

Charges  for  provider  services  furnished  in  connection  with  non- 
covered  foot  care  which  are  normally  separately  identified  by  the 
provider  must  be  shown  as  noncovered  charges.    However,  the  provider 
need  not  identify  services  in  connection  with  noncovered  foot  care 
where  it  is  neither  the  normal  practice  to  separately  identify  the 
services  nor  administratively  feasible  to  establish  a  separate 
charge  for  such  services,  or  where  such  services  are  performed  only 
incidentally  at  the  same  time  as  and  as  a  necessary  integral  part 
of  a  primary  covered  procedure. 
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This  transmittal  furnishes  expanded  definitions  of  part-time  or 
intermittent  services  (§  205  »1C),  home  health  aide  services  (§  205. 4-), 
and  homebound  (§  208.4.) . 

A  limited  direct  distribution  of  two  copies  of  this  revision  is  being 
made  to  each  home  health  agency.    Intermediaries  will  complete  dis- 
tribution when  additional  copies  are  available. 

Thomas  M.  Tierney,  Director 
Bureau  of  Health  Insurance 


Action  Notes:    Delete  the  first  8  lines  (i.e.,  the  material  in 
brackets)  at  the  top  of  p.  17b. 

Delete  §  H210.2.    That  material  has  now  been 
included  in  §  210.2a 

Section  4-05,  item  21,  p.  4-3,  par.  3.  Delete 
"homemaker  services"  in  the  second  sentence  and 
substitute  "services  of  a  domestic  or  housekeeping 
services  unrelated  to  patient  care." 
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the  supervisor  accompanies  the  student  on  a  visit.) 

rC.    Part-Time  or  Intermittent  Services* — Part-time  or  intermittent 
service  of  professional  personnel  and  home  health  aides  is  usually 
service  for  a  few  hours  a  day  several  times  a  week.  Occasionally, 
more  service,  i.e.,  8  hours,  may  be  provided  for  a  limited  period 
when  the  physician  recommends  and,  when  because  of  unusual  circum- 
stances, neither  the  alternative  of  part-time  care  nor  institutional- 
ization is  feasible. 

Services  of  professional  staff  usually  are  provided  less  frequently 
and  for  shorter  periods  of  time  than  are  the  services  of  home  health 
aides.    For  physical,  speech,  and  occupational  therapists  and  medical 
social  workers,  visits  ordinarily  should  not  exceed  1  hour. 

Home  health  aide  visits  usually  will  be  provided  two  or  three  times 
a  week  for  several  hours.    Thus  most  agencies  average  20  hours  or 
less  a  week  for  the  Medicare  case  load.    This  average  reflects  the 
planning  and  flexibility  needed  to  provide  up  to  8  hours  a  day,  5  days 
a  week  for  the  few  very  ill  patients  who  need  extensive  care  and  have 
no  family  member  present  during  the  day. 

In  recognition  of  the  span  of  normal  practice  followed  in  home  care, 
reimbursement  may  ordinarily  be  made  for  up  to  100  hours  a  month  of 
home  health  aide  service  assuming  no  question  exists  regarding  the 
coverage  status  of  such  services.    By  the  same  token,  on  an  inter- 
mittent basis,  service  for  up  to  8  hours  a  day,  5  days  a  week  may  be 
provided  when  medically  necessary  due  to  unusual  circumstances,  e.g., 
the  patient  has  just  returned  from  the  hospital  and  must  be  oriented, 
along  with  his  family,  to  various  aspects  of  home  care;  the  patient's 
condition  is  terminal;  or  he  has  suffered  a  relapse  which  while 
requiring  more  intensive  care  either  does  not  necessitate  institu- 

Ltionalization  or  institutionalization  cannot  immediately  be  arranged. 
The  agency  will  need  to  explain  for  patients  having  service  exceeding 
a  rate  of  100  hours  per  month,  why  this  amount  of  care  was  required. 

205.2    Physical.  Speech,  and  Occupational  Therapy. — Physical,  speech, 
and  occupational  therapy  furnished  by  the  home  health  agency  is  covered 
when  provided  in  accordance  with  a  physician's  orders  and  by  or  under 
the  supervision  of  a  qualified  therapist. 
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The  cost  of  the  services  of  aides  and  other  personnel  providing 
supplementary  services  is  covered  when  such  an  aide  or  other  person 
is  trained  and  supervised  by  appropriate  professional  personnel. 

205.3    Medical  Social  Services. — These  services  must  be  under  the 
direction  of  a  physician  and  must  be  given  by  or  under  the  supervision 
of  a  qualified  medical  or  psychiatric  social  worker. 

r205.4-    Services  of  a  Home  Health  Aide. — The  primary  function  of  a 
home  health  aide  is  the  personal  care  of  a  patient.    The  services  of 
a  home  health  aide  are  given  under  the  supervision  of  a  registered 
professional  nurse,  and  if  appropriate,  a  physical,  speech,  or  occu- 
pational therapist.    The  assignment  of  a  home  health  aide  to  a  particular 
case  must  be  made  in  accordance  with  a  written  plan  of  treatment 
established  by  a  physician  which  indicates  the  patient's  need  for 
personal  care  services.    The  specific  personal  care  services  to  be 
provided  by  the  home  health  aide  must  be  determined  by  a  registered 
professional  nurse  and  not  by  the  home  health  aide. 

Personal  care  duties  which  may  be  performed  by  a  home  health  aide 
include  assistance  in  the  activities  of  daily  living,  e.g.,  helping 
the  patient  to  bathe,  to  get  in  and  out  of  bed,  to  care  for  his  hair 
and  teeth,  to  exercise,  and  to  take  medications  specifically  ordered 
by  a  physician  which  are  ordinarily  self-administered,  and  retraining 
the  patient  in  necessary  self-help  skills. 

While  the  primary  need  of  the  patient  for  home  health  aide  services 
furnished  in  the  course  of  a  particular  visit  may  be  for  personal  care 
services  furnished  by  the  aide,  the  home  health  aide  may  also  perform 
certain  household  services  which  are  designated  to  the  home  health  aide 
in  order  to  prevent  or  postpone  the  patient's  institutionalization. 
These  services  may  include  keeping  a  safe  environment  in  areas  of  the 
home  used  by  the  patient,  e.g.,  changing  the  bed,  light  cleaning,  re- 
arrangements to  assure  that  the  beneficiary  can  safely  reach  necessary 
supplies  or  medication,  laundering  essential  to  the  comfort  and  clean- 
liness of  the  patient,  etc.,  seeing  to  it  that  the  nutritional  needs 
(which  may  include  the  purchase  of  food  and  assistance  in  the  preparation 
of  meals)  of  the  patient  are  met,  and  washing  utensils  used  in  the  course 
of  the  visit.    If  these  household  services  are  incidental  and  do  not 
substantially  increase  the  time  spent  by  the  home  health  aide,  the  cost 
of  the  entire  visit  would  be  reimbursable.    Housekeeping  services  which 
would  materially  increase  the  amount  of  time  required  to  be  spent  by 
the  home  health  aide  to  make  the  visit  above  the  amount  of  time  neces- 
sitated by  care  for  the  patient  are  not  reimbursable.    Where  another 
member  of  the  household  is  an  equally  aged  and  feeble  or  ill  person, 
e.g.,  an  aged  spouse  or  parent  of  the  beneficiary,  certain  services 
performed  by  the  home  health  aide  may  be  advantageous  to  both  members 
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of  the  household  but  would  nevertheless  be  reimbursable  if  the  amount 
of  time  spent  by  the  aide  is  not  materially  increased  in  order  to 
j  serve  the  nonbeneficiary  member. 

The  discussion  of  part-time  or  intermittent  services  in  §  205.1 C  is 
also  applicable  to  home  health  aides. 

205.5  Medical  Supplies  (Except  for  Drugs  and  Biologicals)  and  the  Use 
of  Medical  Appliances. — Medical  supplies  are  items  which  are  essential 
to  enable  the  home  health  agency  to  carry  out  effectively  in  the  home 
the  kinds  of  care  which  the  physician  has  ordered.    Medical  supplies 
include  (but  are  not  limited  to)  gauze,  cotton,  adhesive  bandage, 
surgical  dressings,  catheters,  surgical  gloves,  rubbing  alcohol, 
irrigating  solutions,  intravenous  fluids,  and  oxygen. 

Medical  appliances  are  items  owned  or  rented  by  the  home  health  agency 
and  loaned  to  the  patient  to  facilitate  his  treatment  and  rehabilita- 
tion.   They  include,  but  are  not  limited  to,  such  items  as  bedpans, 
wheelchairs,  crutches,  hospital  beds,  trapeze  bars,  oxygen  tents, 
intermittent  positive  pressure  machines,  and  air  pressure  mattresses. 

Drugs  and  biologicals  are  excluded  from  coverage  as  items  or  services 
administered  by  home  health  agencies,  under  either  hospital  insurance 
or  medical  insurance.    They  may,  in  certain  cases,  be  covered  under 
medical  insurance    when  administered  by  a  physician  as  a  part  of  his 
professional  services  and  are  not  capable  of  being  self -administered. 

205.6  Services  of  Interns  and  Residents. — Home  health  services  in- 
clude the  medical  services  of  interns  and  residents-in-training  under 
an  approved  hospital  teaching  program  (if  the  agency  has  an  affiliation 
with  or  is  under  common  control  of  a  hospital  providing  such  medical 
services) .    "Approved"  means  approved  by  the  Council  on  Medical  Edu- 
cation of  the  American  Medical  Association,  or  in  the  case  of  an 
osteopathic  hospital,  the  Committee  on  Hospitals  of  the  Bureau  of 
Professional  Education  of  the  American  Osteopathic  Association,  and, 
in  the  case  of  an  intern  or  resident-in-training  in  the  field  of 
dentistry,  approved  by  the  Council  on  Dental  Education  of  the  American 
Dental  Association.    Reimbursement  is  provided  under  Part  B  for  the 
services  other  hospital  interns  and  residents  furnish  to  beneficiaries 
receiving  home  health  services. 

205.7  Outpatient  Services. — Outpatient  services  include  any  of  the 
items  or  services  described  above  which  are  provided  under  arrange- 
ments on  an  outpatient  basis  at  a  hospital,  extended  care  facility, 
rehabilitation  center,  or  outpatient  department  affiliated  with  a 
medical  school,  and  (1)  which  require  equipment  which  cannot  readily 
be  made  available  at  the  patient's  place  of  residence  or  (2)  which 
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are  furnished  while  he  is  at  the  facility  to  receive  the  services 
described  in  (1).    The  hospital,  extended  care  facility,  or  outpatient 
department  affiliated  with  a  medical  school  must  all  be  qualified  pro- 
viders of  services.    However,  there  are  special  provisions  for  the  use 
of  the  facilities  of  rehabilitation  centers  (see  §  200.3).    The  cost 
of  transporting  an  individual  to  a  facility  cannot  be  reimbursed  as 
a  home  health  service. 

208.    CONDITIONS  FOR  COVERAGE  FOR  HOME  HEALTH  SERVICES  UNDER  BOTH 
HOSPITAL  AND  MEDICAL  INSURANCE 

208.1  Patient  Must  be  Under  Care  of  a  Physician. — Items  and  services 
must  be  furnished  to  an  individual  who  is  under  the  care  of  a  physi- 
cian.   This  physician  may  be  the  patient's  private  physician;  or,  a 
physician  on  the  staff  of  the  home  health  agency;  or,  a  physician 
working  under  an  arrangement  with  the  institution  which  is  the  patient's 
residence;  or  if  the  agency  is  hospital-based,  a  physician  on  the 
hospital  or  agency  staff.    The  attending  physician  establishes  the 

plan  of  treatment  and  also  certifies  to  the  necessity  for  home  health 
services. 

208.2  Services  Furnished  by  Agency. — Items  and  services  must  be 
furnished  by  a  participating  home  health  agency  or  by  others  under 
arrangements  made  by  the  agency.     (See  §  200.2  for  definition  of 
"under  arrangements.") 

208.3  Services  Furnished  Under  a  Plan. — Items  and  services  must  be 
furnished  under  a  plan  established  and  periodically  reviewed  by  a 
physician  and  which  relates  the  items  and  services  to  the  patient's 
condition.    A  plan  must  be  reduced  to  writing  by  the  physician  and  be 
made  available  to  the  home  health  agency  which  has  accepted  the  patient 
as  a  client.     (See  §  210.3  for  coverage  of  Part  A  services  rendered 
before  the  plan  is  reduced  to  writing.)    Part  B  home  health  services 
furnished  before  the  plan  is  reduced  to  writing  are  covered  if  author- 
ized by  a  physician.    However,  the  plan  is  to  be  reduced  to  writing 
prior  to  the  submission  of  the  bill.    The  plan  should  specify  the  types 
of  services  required  and  should,  as  far  as  possible,  provide  a  long- 
range  forecast  of  likely  changes  in  the  patient's  condition.    It  should 
include  the  diagnosis  and  a  description  of  the  patient's  functional 
limitation  resulting  from  the  illness  or  injury,  the  type  and  frequency 
of  nursing  services  needed,  drugs  and  medications,  special  diets, 
activities  permitted,  rehabilitation  and  therapy  services,  medical 
social  services,  home  health  aide  services,  and  the  medical  supplies 
and  appliances  necessary. 

The  plan  is  signed  by  the  attending  physician  and  incorporated  into 
the  agency's  permanent  record  for  the  patient.    Any  changes  should  be 
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made  in  writing  and  signed  by  the  physician  or  by  a  registered  pro- 
fessional nurse  on  the  staff  of  the  agency  pursuant  to  the  physician's 
oral  orders.    All  changes  in  orders  for  dangerous  drugs  and  narcotics 
must  be  signed  by  the  physician. 

The  plan  must  be  reviewed  by  the  attending  physician,  in  consultation 
with  agency  professional  personnel,  at  such  intervals  as  the  severity 
of  the  patient's  illness  requires  but  at  least  every  2  months.  Each 
review  of  a  patient's  plan  should  contain  the  initials  of  the  physician 
and  show  the  date  performed.    The  agency's  record  need  not  be  forwarded 
to  the  intermediary  for  review  but  will  be  retained  in  the  agency' s 
file. 

When  an  individual  has  coverage  under  both  Part  A  and  Part  B,  home 
health  plans  under  both  parts  should  not  operate  concurrently.  For 
example,  a  plan  of  treatment  is  established  after  hospitalization  for 
a  condition  for  which  the  patient  was  hospitalized,  and  the  patient 
later  requires  home  health  services  for  a  condition  unrelated  to  the 
previous  hospitalization  but  while  the  original  plan  of  treatment  is 
still  in  effect.    The  original  plan  of  treatment  should  be  modified 
to  take  into  account  the  required  home  health  services  for  the  con- 
dition not  related  to  previous  hospitalization.    Otherwise,  there  would 
be  administrative  difficulties  in  counting  home  health  visits,  par- 
ticularly if  two  home  health  agencies  become  involved.    Of  course,  if 
the  patient  does  not  have  Part  B  coverage,  the  original  plan  of 
treatment  cannot  be  modified  to  provide  home  health  services  not 
related  to  prior  hospitalization. 

When  benefits  under  hospital  insurance  have  been  exhausted  and  a  change 
to  benefits  under  medical  insurance  is  made,  it  is  not  necessary  for 
the  physician  to  change  the  plan  of  treatment. 

208.^    Patient  Confined  to  His  Home. — In  order  for  a  beneficiary  to 
be  eligible  to  receive  covered  home  health  services  under  both  Part  A 
and  Part  B,  the  law  requires  that  a  physician  certify  in  all  cases 
that  the  beneficiary  is  confined  to  his  home  (see  §  24-0.1).    An  indi- 
vidual does  not  have  to  be  bedridden  to  be  considered  as  confined  to 

rhis  home.    However,  the  condition  of  these  patients  should  be  such 
that  there  exists  a  normal  inability  to  leave  home  and,  consequently, 
leaving  their  homes  would  require  a  considerable  and  taxing  effort. 
If  the  patient  does  in  fact  leave  the  home,  the  patient  may  neverthe- 
less be  considered  homebound  if  the  absences  from  the  home  are  infre- 
quent or  for  periods  of  relatively  short  duration.    It  is  expected 
that  in  most  instances  absences  from  the  home  which  occur  will  be  for 

Lthe  purpose  of  receiving  medical  treatment.    However,  occasional 
absences  from  the  home  for  nonmedical  purposes,  e.g.,  an  occasional 
trip  to  the  barber,  a  walk  around  the  block  or  a  drive,  would  not 
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r necessitate  a  finding  that  the  individual  is  not  homebound  so  long 
as  they  are  undertaken  on  an  infrequent  basis  or  are  of  relatively 
short  duration  and  do  not  indicate  that  the  patient  has  the  capacity 
to  obtain  the  health  care  provided  outside  rather  than  in  the  home. 

Generally  speaking,  a  beneficiary  will  be  considered  to  be  homebound 
if  he  has  a  condition  due  to  an  illness  or  injury  which  restricts  his 
ability  to  leave  his  place  of  residence  except  with  the  aid  of  support- 
ive devices  such  as  crutches,  canes,  wheelchairs,  and  walkers,  the 
use  of  special  transportation,  or  the  assistance  of  another  person 
or  if  he  has  a  condition  which  is  such  that  leaving  his  home  is 
medically  contraindicated.    Some  examples  of  homebound  patients  which 
are  also  illustrative  of  the  factors  to  be  taken  into  account  in 
determining  whether  a  homebound  condition  exists  would  be:     (1)  a 
beneficiary  paralyzed  from  a  stroke  who  is  confined  to  a  wheelchair 
or  who  requires  the  aid  of  crutches  in  order  to  walk;  (2)  a  bene- 
ficiary who  is  blind  or  senile  and,  therefore,  requires  the  assistance 
of  another  person  in  leaving  his  place  of  residence;  (3)  a  beneficiary 
who  has  lost  the  use  of  his  upper  extremities  and,  therefore,  is  unable 
to  open  doors,  use  handrails  on  stairways,  etc.,  and,  therefore,  re- 
quires the  assistance  of  another  individual  in  leaving  his  place  of 
residence;  (4-)  a  patient  who  has  just  returned  from  a  hospital  stay 
involving  surgery  who  may  be  suffering  from  resultant  weakness  and 
pain  and,  therefore,  his  actions  may  be  restricted  by  his  physician 
to  certain  specified  and  limited  activities  such  as  getting  out  of 
bed  only  for  a  specified  period  of  time,  walking  stairs  only  once  a 
day,  etc.;  and  (5)  a  patient  with  arteriosclerotic  heart  disease  of 
such  severity  that  he  must  avoid  all  stress  and  physical  activity. 

The  aged  person  who  does  not  often  travel  from  his  home  because  of 
feebleness  and  insecurity  brought  on  by  advanced  age  would  not  be 
considered  confined  to  his  home  for  purposes  of  receiving  home  health 
services  unless  he  meets  one  of  the  above  conditions.    A  patient  who 
requires  speech  therapy  but  does  not  require  physical  therapy  or 
nursing  services  must  also  meet  one  of  the  above  conditions  in  order 
to  be  considered  as  confined  to  his  home.    Thus,  a  person  who  has 
undergone  a  laryngectomy  yet  is  recovered  to  the  point  of  being 
able  to  get  about  normally  without  undue  effort  would  not  be  con- 
sidered as  confined  to  his  home. 

Although  a  patient  must  be  confined  to  his  home  to  be  eligible  for 
covered  home  health  services,  some  services  cannot  be  provided  at 
the  patient's  residence  because  equipment  is  required  which  cannot 
be  made  available  there.    If  the  services  required  by  an  individual 

L involve  the  use  of  such  equipment,  the  home  health  agency  may  make 
arrangements  with  a  hospital,  extended  care  facility,  or  a  rehabili- 
tation center  to  provide  these  services  on  an  outpatient  basis 
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(see  §§  200.2  and  205.7).    However,  even  in  these  situations,  for 
'  the  services  to  be  covered  as  home  health  services  the  patient  must 
be  considered  as  confined  to  his  home;  and  to  receive  such  outpatient 
services  it  may  be  expected  that  a  homebound  patient  will  generally 
require  the  use  of  supportive  devices,  special  transportation,  or 
the  assistance  of  another  person  to  travel  to  the  appropriate  facility. 

If  for  any  reason  a  question  is  raised  as  to  whether  an  individual 
is  confined  to  his  home,  the  agency  will  be  requested  to  furnish  the 
intermediary  with  the  information  necessary  to  establish  that  the 
_beneficiary  is  homebound  as  defined  above. 

208.5    Patient's  Place  of  Residence.— A  patient's  residence  is 
wherever  he  makes  his  home.    This  may  be  his  own  dwelling,  an  apart- 
ment, a  relative's  home,  a  home  for  the  aged,  or  some  other  type  of 
institution.    However,  an  institution  may  not  be  considered  a 
patient's  residence  if  it: 

(a)  Meets  at  least  the  basic  requirement  in  the  definition  of  a 
hospital  (§  112.1),  i.e.,  it  is  primarily  engaged  in  providing  by  or 
under  the  supervision  of  physicians,  to  inpatients,  diagnostic  and 
therapeutic  services  for  medical  diagnosis,  treatment,  and  care  of 
injured,  disabled,  or  sick  persons,  or  rehabilitation  services  for 
the  rehabilitation  of  injured,  disabled,  or  sick  persons,  or 

(b)  Meets  at  least  the  basic  requirement  in  the  definition  of 
an  extended  care  facility  (§  112.2),  i.e.,  it  is  primarily  engaged 
in  providing  to  inpatients  skilled  nursing  care  and  related  services 
for  patients  who  require  medical  or  nursing  care,  or  rehabilitation 
services  for  the  rehabilitation  of  injured,  disabled,  or  sick  persons. 
If  a  patient  is  transferred  from  a  participating  extended  care 
facility  to  a  nonparticipating  part  of  the  facility  which  he  uses 

as  his  home,  the  part  will  not  be  considered  the  patient's  residence 
if  it  meets  this  requirement. 

Thus,  if  an  individual  is  a  patient  in  an  institution  or  distinct 
part  of  an  institution  which  provides  the  services  described  in  (a) 
or  (b)  above,  he  is  not  entitled  to  have  payment  made  for  home  health 
services  under  either  Part  A  or  Part  B  since  such  an  institution  may 
not  be  considered  his  residence. 

When  a  patient  remains  in  a  participating  extended  care  facility 
following  his  discharge  from  active  care,  the  facility  may  not  be 
considered  his  residence  for  purposes  of  home  health  coverage. 
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210.    SPECIAL  CONDITIONS  FOR  COVERAGE  OF  HOME  HEALTH  SERVICES  UNDER 
HOSPITAL  INSURANCE  (PART  A) 

In  addition  to  the  conditions  listed  in  §  208,  the  following  con- 
ditions must  be  met  for  coverage  under  hospital  insurance. 

210.1  Effect  of  Spell  of  Illness  on  Coverage. — Hospital  insurance 
coverage  extends  only  to  home  health  visits  (100  or  less)  furnished 
after  the  beginning  of  one  spell  of  illness  and  before  the  beginning 
of  the  next. 

The  controlling  event  is  the  beginning  of  the  spell  of  illness.  Thus, 
the  spell  of  illness  requirement  is  satisfied  if,  when  the  home  health 
services  are  furnished,  the  patient  is  either  in  a  spell  of  illness, 
or  has  ended  a  spell  of  illness  and  not  begun  a  new  one.    A  series  of 
visits  ends  with  the  beginning  of  a  new  spell  of  illness.     (See  §  112.3 
for  the  definition  of  spell  of  illness  and  the  examples  in  §  210.2  for 
the  interrelationship  of  the  spell  of  illness  and  the  prior  stay  re- 
quirements.) 

210.2  Prior  Inpatient  Stay. — In  addition  to  the  spell  of  illness 
requirement,  the  law  further  specifies  that  a  patient  is  entitled  to 
these  home  health  visits  under  hospital  insurance  in  the  year  following 
his  most  recent  discharge  from  a  covered  stay  of  any  duration  in  an 
extended  care  facility  or  from  a  stay  of  at  least  3  consecutive  days 
in: 

1 .  a  participating  hospital,  psychiatric  hospital  or  tubercu- 
losis hospital;  or 

2.  a  participating  distinct  part  of  a  psychiatric  or  tubercu- 
losis hospital;  or 

3.  a  nonparticipating  hospital,  psychiatric  hospital,  or  tubercu- 
losis hospital  which  meets  at  least  the  following  requirements: 

A.  provides  24 -hour  nursing  service  rendered  or  supervised 

by  a  registered  professional  nurse  and  has  a  licensed  practical 
nurse  or  registered  professional  nurse  on  duty  at  all  times 
(§  112.1E);  and 

B.  where  licensing  of  hospitals  is  provided  for  under  State  or 
local  law,  is  licensed  or  approved  by  the  State  or  local  licensing 
agency  as  meeting  the  standards  established  for  such  licensing 

(§  11 2.1  CO  5  and 

C.  is  primarily  engaged  in  providing  to  inpatients,  by  or  under 
the  supervision  of  doctors  of  medicine  or  osteopathy: 
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(1)  diagnostic  and  therapeutic  services  for  medical 
diagnosis,  treatment  and  care  of  injured,  disabled,  or 
sick  persons  (§  112.1A.1),  or 

(2)  rehabilitation  services  for  the  rehabilitation  of 
injured,  disabled,  or  sick  persons  (§  112. 1A. 2);  and 

D.    is  not  primarily  engaged  in  providing  to  inpatients  skilled 
nursing  care  and  related  services  for  patients  who  require 
medical  or  nursing  care.     (See  definition  of  an  extended  care 
facility  in  §  112.2.) 

Nonparticipating  psychiatric  and  tuberculosis  hospitals  need 
not  meet  the  special  requirements  applicable  to  such  hospitals 
to  satisfy  the  prior  stay  requirements.    Federal  hospitals 
need  not  be  licensed  under  State  or  local  licensing  laws  to 
meet  the  prior  stay  hospital  definition. 

NOTE:    Where  the  coverage  of  Part  A  home  health  services  is 

dependent  upon  a  nonparticipating  hospital,  psychiatric 
hospital,  or  tuberculosis  hospital  stay  from  which  a 
patient  was  discharged  prior  to  January  1,  1968,  the 
following  applies:    the  hospital  must  meet  at  least  the 
conditions  of  participation  for  hospitals  described  in 
§  112.1  except  requirements  F,  H,  and  I  (the  special 
requirements  for  tuberculosis  and  psychiatric  hospitals 
need  not  be  met) . 
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FOREWORD 


This  manual  is  designed  for  use  by  home  health  agencies  which  will  be  billing  for 
services  furnished  under  the  provisions  of  the  Health  Insurance  for  the  Aged  Act  of  1965. 
It  contains  informational  and  procedural  material  the  home  health  agency  will  need  to 
assist  in  prompt  and  efficient  payment  of  claims  and  to  answer  questions  which  patients 
may  ask  about  the  program.  This  issuance  should  help  to  assure  that  the  law  is  uniformly 
applied  nationally  without  regard  to  where  covered  services  are  furnished.  This  manual 
is  not  intended  to  supersede  "The  Conditions  of  Participation  for  Home  Health  Agencies." 
Both  issuances  are  to  be  used  for  home  health  agency  reference  purposes.  The  home  health 
agency's  intermediary  will  issue  any  necessary  supplementary  instructions  on  matters  which 
concern  the  relationship  between  agencies  and  intermediaries. 

The  manual  does  not  have  the  effect  of  regulations,  but  a  careful  effort  has  been  made 
to  insure  that  the  provisions  of  the  law  and  proposed  regulations  are  accurately  reflected. 

The  procedures  described  in  this  manual  have  been  devised  to  satisfy  the  administra- 
tive needs  of  the  program  with  a  minimum  of  inconvenience  to  beneficiaries,  and  to  home 
health  agencies  and  their  intermediaries.  We  believe  that  the  vast  majority  of  claims  will 
lend  themselves  to  simple,  routine  handling. 

The  manual  is  designed  to  accommodate  new  pages  as  further  interpretations  of  the 
law  and  changes  in  procedures  are  made.  Accordingly,  revised  sections,  pages  or  chapters 
will  be  issued  as  the  need  presents  itself. 

Your  intermediary  will  answer  any  questions  you  may  have  about  policies  and  pro- 
cedures in  the  program.  Home  health  agencies  dealing  directly  with  the  Social  Security 
Administration  may  direct  any  questions  to  the  servicing  social  security  district  office  for 
reply  or  refer  them  to  the  Bureau  of  Health  Insurance  Regional  Representative. 


Arthur  E.  Hess,  Director, 
Bureau  of  Health  Insurance. 
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Chapter  I 


GENERAL  INFORMATION  ABOUT  THE  PROGRAM 


100.  INTRODUCTION 

The  Health  Insurance  for  the  Aged  Act,  Title  XVIII 
of  the  Social  Security  Act  has  made  available  to  nearly 
every  American  65  years  of  age  and  older  a  broad 
program  of  health  insurance  designed  to  assist  the 
Nation's  elderly  to  meet  hospital,  medical,  and  other 
health  costs.  The  program  includes  two  related  health 
insurance  programs — hospital  insurance  (Part  A  of 
the  law)  and  voluntary  supplementary  medical  insur- 
ance (Part  B  of  the  law). 

The  conduct  of  the  program  has  been  delegated  by 
the  Secretary  of  Health,  Education,  and  Welfare  to  the 
Commissioner  of  Social  Security.  Congress  has  pro- 
vided substantial  administrative  roles  for  the  States 
and  for  voluntary  insurance  organizations  in  recog- 
nition of  their  experience  in  the  health  care  and  insur- 
ance fields. 

The  law  specifically  prohibits  the  Federal  Govern- 
ment from  exercising  supervision  or  control  over  the 
practice  of  medicine,  the  manner  in  which  medical 
services  are  provided,  and  the  administration  or  oper- 
ation of  medical  facilities.  The  patient  is  free  to  choose 
any  qualified  institution,  agency,  or  person  offering  him 
services.  The  responsibility  for  his  treatment  and  the 
control  of  his  care  remains  with  his  physician  and  the 
home  health  agency  or  other  facility  furnishing  him 
services.  The  individual  may  keep  or  obtain  any  other 
health  insurance  he  desires. 

102.  DISCRIMINATION  PROHIBITED 

Participating  providers  of  services  under  the  hos- 
pital insurance  program,  i.e.,  hospitals,  extended  care 
facilities,  and  home  health  agencies,  must  comply  with 
the  requirements  of  Title  VI  of  the  Civil  Rights  Act  of 
1964.  Under  the  provisions  of  that  Act,  a  participat- 
ing home  health  agency  is  prohibited  from  making  a 
distinction  on  the  ground  of  race,  color,  or  national 
origin  in  the  acceptance  and  treatment  of  patients;  the 
services  provided;  the  use  of  equipment  and  other 
facilities;  and  the  assignment  of  personnel  to  provide 
services. 

The  Department  of  Health,  Education,  and  Welfare 
is  responsible  for  investigating  complaints  of 
noncompliance. 


104.  DISCLOSURE  OF  INFORMATION 

Records  and  information  acquired  in  the  adminis- 
tration of  the  Social  Security  Act  are  confidential  and 
may  be  disclosed  only  under  the  conditions  prescribed 
in  regulations  or  on  the  express  authorization  of  the 
Commissioner  of  Social  Security.  The  regulations  of 
the  Department  of  Health,  Education,  and  Welfare 
regarding  the  confidentiality  of  records  and  informa- 
tion apply  not  only  to  governmental  agencies  but  also  to 
public  and  private  agencies  participating  in  the  ad- 
ministration of  the  program,  as  well  as  those  institu- 
tions, facilities,  agencies,  and  persons  providing 
services,  and  those  furnishing  services  under  arrange- 
ments with  a  provider  of  services.  However,  the 
medical  records  of  a  patient  (other  than  those  obtained 
from  the  Social  Security  Administration)  are  the  prop- 
erty of  the  home  health  agency  and  are  not  subject  to 
these  rules  and  regulations  even  though  the  patient 
receives  benefits  under  this  program.  These  records, 
however,  may  be  subject  to  State  or  local  laws  or 
home  health  agency  rules  governing  disclosure. 

Disclosure  by  a  provider  of  records  or  information 
is  permitted  when  necessary  in  connection  with  a  claim 
under  health  insurance  and  for  the  proper  performance 
of  the  duties  of  any  officer  or  employee  of  a  public  or 
private  agency,  or  organization  which  has  entered  into 
an  agreement  with  the  Social  Security  Administration 
to  carry  out  the  health  insurance  provisions  of  the  law. 

Program  information  furnished  by  a  provider  of  serv- 
ices to  a  State  agency  certifying  providers  in  the  health 
insurance  program  may,  with  the  approval  of  the 
Department  of  Health,  Education,  and  Welfare  be  dis- 
closed by  the  State  agency  to  the  State  licensing  au- 
thority if  the  information  relates  to  the  provider's 
compliance  or  noncompliance  with  the  licensure 
requirements. 

Program  information  and  records  may  not  be  dis- 
closed to  others  not  enumerated  above  except  under 
the  conditions  prescribed  by  regulations. 

110.  HOSPITAL  INSURANCE — A  BRIEF 
DESCRIPTION 

Payment  for  the  services  and  items  provided  under 
hospital  insurance  described  below  is  always  made  di- 
rectly to  the  provider  of  service;  i.e.,  hospital,  extended 


care  facility,  or  home  health  agency,  on  behalf  of  the 
patient.  The  amount  of  such  payment  is  based  on  the 
reasonable  cost  to  the  provider  for  furnishing  these 
covered  services  and  items  to  the  patient. 

110.1  Inpatient  Hospital  Services. — The  items 
and  services  covered  include:  bed  and  board  in  a  semi- 
private  (2  to  4  beds)  accommodation,  unless  a  private 
room  is  medically  necessary;  nursing  and  other  related 
services;  use  of  hospital  facilities  and  medical  social 
services  ordinarily  furnished  by  the  hospital  for  the 
care  and  treatment  of  inpatients;  drugs,  biologicals, 
supplies,  appliances,  and  equipment  for  use  in  the  hos- 
pital, which  are  ordinarily  furnished  by  the  hospital; 
diagnostic  or  therapeutic  items  or  services  furnished 
by  the  hospital  or  by  others  under  arrangements  made 
by  the  hospital;  services  by  interns  or  residents-in-train- 
ing if  they  are  under  a  teaching  program  approved  by 
the  American  Medical  Association,  American  Osteo- 
pathic Association,  or  American  Dental  Association; 
and  cost  of  whole  blood  after  the  first  3  pints  in  a  spell  of 
illness  and  all  costs  of  administering  the  blood. 

The  patient  is  entitled  to  payment  on  his  behalf  for 
up  to  90  days  of  inpatient  hospital  services  in  each  spell 
of  illness.  There  is  an  inpatient  hospital  deductible  of 
$40  in  each  spell  of  illness  and  a  coinsurance  amount  of 
$10  per  day  after  the  60th  day  and  through  the  90th 
day.  The  deductible  and  coinsurance  amounts  are 
subject  to  change  on  January  1,  1969,  and  on  the  first 
day  of  each  odd  year  thereafter. 

Inpatient  tuberculosis  hospital  services  are  covered 
if  the  services  furnished  to  the  individual  are  services 
which  can  reasonably  be  expected  to  improve  his  condi- 
tion or  render  it  noncommunicable.  Inpatient  psychi- 
atric hospital  services  are  covered  if  the  services  fur- 
nished to  the  patient  are  furnished  when  he  is  receiving 
intensive  treatment,  or  are  necessary  for  medically  re- 
quired inpatient  diagnostic  study.  Where  an  individual 
is  in  a  qualified  tuberculosis  or  psychiatric  hospital  on 
the  first  day  of  the  first  month  for  which  he  is  entitled 
to  hospital  insurance  benefits,  the  days  on  which  he  was 
an  inpatient  of  such  a  hospital  in  the  90-day  period  im- 
mediately before  his  first  day  of  entitlement  must  be 
counted  in  determining  the  90-day  limit  on  inpatient 
hospital  services  in  his  first  spell  of  illness.  In  addi- 
tion, there  is  a  lifetime  limitation  of  190  days  for  pay- 
ment for  inpatient  psychiatric  hospital  services.  A 
period  spent  in  a  psychiatric  hospital  prior  to  entitle 
ment,  however,  does  not  count  against  the  190  days. 

110.2  Outpatient  Hospital  Diagnostic  Serv- 
ices.— Outpatient  hospital  diagnostic  services  covered 
under  hospital  insurance  include — 

A.  diagnostic  tests  and  related  services  to  the  extent 
that  they  would  not  be  excluded  if  performed  on  an 
inpatient  basis; 

R.  drugs  and  biologicals  necessary  for  diagnostic 
study; 


C.  the  services  rendered  in  connection  with  a 
diagnostic  study  by  an  intern  or  resident-in-training 
under  an  approved  teaching  program;  and 

D.  other  services  and  supplies  if  customarily  fur- 
nished to  outpatients  for  purposes  of  diagnostic  study. 

Benefits  are  payable  on  the  basis  of  a  diagnostic  study 
period,  which  is  a  period  of  20  consecutive  days  begin- 
ning with  the  first  day,  not  included  in  a  previous  diag- 
nostic study,  on  which  the  patient  receives  outpatient 
diagnostic  services. 

The  deductible  for  outpatient  hospital  diagnostic 
services  during  each  diagnostic  study  is  one-half  the  in- 
patient hospital  deductible,  or  $20.  This  deductible 
amount  counts  as  an  incurred  expense  for  individuals 
with  supplementary  medical  insurance  coverage.  After 
satisfying  the  $20  deductible,  the  patient  is  responsible 
for  a  coinsurance  amount  equal  to  20  percent  of  the 
reasonable  charges,  not  in  excess  of  the  amount  cus- 
tomarily charged,  for  the  outpatient  hospital  diagnostic 
services  rendered  during  the  diagnostic  study. 

110.3  Posthospital  Extended  Care  Services. — 
A  patient  is  entitled  to  up  to  100  days  of  posthospital 
extended  care  services  in  a  spell  of  illness.  The  patient 
must  have  been  a  hospital  inpatient  for  at  least  3  con- 
secutive days  before  his  discharge  and  must  be 
admitted  to  the  extended  care  facility  within  14  calendar 
days  after  the  date  of  hospital  discharge.  Benefits 
for  posthospital  extended  care  are  payable  for  services 
furnished  on  or  after  January  1,  1967.  Discharge 
from  the  hospital  must  occur  after  June  30,  1966,  or  on 
or  after  the  first  day  of  the  month  in  which  the  bene- 
ficiary attains  age  65,  whichever  is  later.  The  program 
will  pay  the  reasonable  cost  of  services  for  up  to  100 
days  in  each  spell  of  illness,  except  that  there  is  a  $5 
per  day  coinsurance  amount  for  each  day  of  extended 
care  services  after  the  first  20  days. 

Covered  services  include  room  and  board;  skilled 
nursing  care  by  or  under  the  supervision  of  a  registered 
professional  nurse;  physical,  occupational,  or  speech 
therapy  either  by  the  extended  care  facility  or  under 
arrangements  made  by  the  facility;  drugs,  biologicals, 
supplies,  appliances,  and  equipment  furnished  for  use 
in  the  extended  care  facility  which  are  ordinarily  fur- 
nished for  the  care  and  treatment  of  inpatients;  and 
other  services  ordinarily  furnished  by  the  facility. 
No  payment  may  be  made  for  custodial  care  or  for 
items  or  services  which  would  not  be  covered  in  a 
hospital,  e.g.,  physicians'  services  and  private  duty 
nursing.  The  services  of  residents-in-training  and  in- 
terns under  an  approved  teaching  program  of  a  hospital 
with  which  the  facility  has  a  transfer  agreement  (see 
§  112.2),  and  other  diagnostic  and  therapeutic  services 
furnished  by  such  a  hospital  are  covered  if  furnished 
under  arrangements  made  by  the  facility. 

110.4  Posthospital  Home  Health  Services. — 

Home  health  services  are  provided  under  hospital  in- 
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surance  and  also  under  supplementary  medical  insur- 
ance. (For  a  complete  discussion  of  these  services, 
see  chapter  II.) 

112.  HOSPITAL  INSURANCE  DEFINITIONS 
RELATING  TO  PART  A  HOME  HEALTH 
SERVICES 

112.1  Hospital. — A  hospital  is  an  institution 
which — 

A.  is  primarily  engaged  in  providing,  by  or  under 
the  supervision  of  physicians,  to  inpatients — 

1.  diagnostic  and  therapeutic  services  for  medical 
diagnosis,  treatment,  and  care  of  injured,  disabled,  or 
sick  persons,  or 

2.  rehabilitation  services  for  the  rehabilitation  of 
injured,  disabled,  or  sick  persons. 

B.  maintains  clinical  records  on  all  patients; 

C.  has  bylaws  in  effect  concerning  its  staff  of 
physicians; 

D.  has  a  requirement  that  every  patient  must  be 
under  the  care  of  a  physician ; 

E.  provides  24-hour  nursing  service  by  or  supervised 
by  a  registered  professional  nurse  and  has  a  licensed 
practical  nurse  or  registered  professional  nurse  on  duty 
at  all  times; 

F.  has  in  effect  a  hospital  utilization  review  plan; 

G.  is  licensed  or  is  approved  by  the  State  or  local 
licensing  agency  as  meeting  the  standards  established 
for  such  licensing;  and 

H.  meets  other  health  and  safety  requirements  of  the 
Secretary  of  the  Department  of  Health,  Education,  and 
Welfare.  (These  additional  requirements  may  not  be 
higher  than  comparable,  ones  prescribed  for  accredita- 
tion by  the  Joint  Commission  on  Accreditation  of  Hos- 
pitals with  certain  exceptions  specified  in  the  law.) 

I.  is  not  primarily  for  the  care  and  treatment  of 
mental  diseases  or  tuberculosis. 

112.2  Extended  Care  Facility. — An  extended 
care  facility  is  one  which  provides  skilled  nursing  care 
and  related  services  for  patients  who  require  medical 
or  nursing  care;  or  rehabilitation  services  for  injured, 
disabled,  or  sick  persons.  It  may  be  either  a  separate 
institution  (such  as  a  nursing  home)  or  a  part  of  an 
institution  (such  as  a  convalescent  wing  of  a  hospital ), 
licensed  or  approved  for  licensing  under  State  or  local 
law,  and  meet  the  health  and  safety  conditions  pre- 
scribed by  the  Secretary  of  the  Department  of  Health, 
Education,  and  Welfare.  The  extended  care  facility 
must  have  a  written  transfer  agreement  with  one  or 
more  participating  hospitals  providing  for  the  transfer 
of  patients  between  the  hospital  and  the  facility  and  for 
the  interchange  of  medical  and  other  information.  If 
an  otherwise  qualified  facility  has  failed  in  an  attempt, 
in  good  faith,  to  enter  into  such  an  agreement,  the 
agreement  requirement  may  be  waived  by  the  State 
agency.  A  facility  primarily  for  the  care  and  treat- 
ment of  mental  disease  or  tuberculosis  may  not  qualify 
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as  a  participating  extended  care  facility  in  the  health 
insurance  program. 

Qualified  facilities  must  enter  into  the  required  agree- 
ment with  the  Secretary  to  participate  as  providers  of 
services  in  the  health  insurance  program. 

A  patient  can  meet  the  prior  stay  requirement  for 
"posthospital"  home  health  services  (see  chapter  II) 
by  a  covered  stay  in  a  participating  extended  care 
facility.  See  §  110.3  for  the  conditions  of  a  covered 
stay. 

112.3  Spell  of  Illness  Denned. — A  spell  of  illness 
is  a  period  of  consecutive  days  that  begins  with  the  first 
day  (not  included  in  a  previous  spell  of  illness)  on 
which  a  patient  is  furnished  inpatient  hospital  or  ex- 
tended care  services  by  a  qualified  provider  in  a  month 
for  which  the  patient  is  entitled  to  hospital  insurance 
benefits.  A  qualified  hospital  ( including  a  psychiatric 
or  tuberculosis  hospital)  or  extended  care  facility  is 
one  that  has  been  certified  as  meeting  all  the  require- 
ments of  the  definition  of  such  an  institution.  A  hos- 
pital which  meets  the  requirements  in  the  definition  of 
a  hospital  except  for  F  and  H  in  §  112.1  is  also  a  quali- 
fied hospital  for  purposes  of  beginning  a  spell  of  illness 
when  such  hospital  furnishes  the  patient  covered 
inpatient  emergency  services.  Thus,  generally,  the 
spell  of  illness  begins  when  covered  inpatient 
services  are  initially  furnished  to  an  entitled 
individual. 

The  spell  of  illness  ends  with  the  close  of  a  period 
of  60  consecutive  days  during  which  the  patient  was 
neither  an  inpatient  of  a  hospital  nor  an  inpatient  of  an 
extended  care  facility.  In  determining  the  60-consecu-  ~~ I 
tive-day  period,  the  day  of  discharge  should  be  counted.  _J 
It  is  important  to  note  that  for  purposes  of  con- 
tinuing a  spell  of  illness,  the  hospital  or  extended 
care  facility  in  which  the  stay  occurs  need  not 
meet  all  of  the  requirements  that  are  necessary 
for  starting  a  spell  of  illness. 

Inpatient  services  will  prolong  the  beneficiary's  spell 
of  illness  if  the  hospital  is  primarily  engaged  in  pro- 
viding, by  or  under  the  supervision  of  physician  (s) , 
to  inpatients  (1)  diagnostic  and  therapeutic  services 
for  medical  diagnosis,  treatment,  and  care  of  injured, 
disabled,  or  sick  persons,  or  rehabilitation  services  for 
injured,  disabled,  or  sick  persons;  or  (2)  psychiatric 
services  for  the  diagnosis  and  treatment  of  mentally  ill 
persons;  or  (3)  medical  services  for  the  diagnosis  and 
treatment  of  tuberculosis. 

Similarly,  inpatient  services  in  an  extended  care 
facility  will  prolong  a  beneficiary's  spell  of  illness  if  the 
facility  (including  one  primarily  for  the  care  and 
treatment  of  mental  diseases  or  tuberculosis)  meets  at 
least  the  requirement  that  it  is  primarily  engaged  in- 
providing  to  inpatients  skilled  nursing  care  and  related 
services  for  patients  who  require  medical  or  nursing 
care,  or  rehabilitation  services  for  injured,  disabled,  or 
sick  persons. 
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An  individual  may  be  discharged  from  and  re- 
admitted to  a  hospital  or  extended  care  facility  several 
times  during  a  spell  of  illness  and  still  be  in  the  same 
spell  if  60  days  have  not  elapsed  between  discharge  and 
readmission.  The  stay  need  not  be  for  related  physical 
or  mental  conditions. 

As  long  as  a  person  continues  to  be  entitled  to  hos- 
pital insurance,  there  is  no  limit  to  the  number  of  spells 
of  illness  he  may  have. 

Example  1:  X  was  born  August  9,  1902.  On 
July  28,  1967,  X  entered  a  participating  general  hos- 
pital. After  he  had  been  in  the  hospital  for  2  weeks  X 
was  discharged  on  August  11,  1967.  On  his  doctor's 
orders  X  entered  a  participating  nursing  home  on  Au- 
gust 15, 1967,  and  remained  there  until  his  discharge  on 
October  27,  1967.   He  had  no  further  inpatient  stays  in 

1967.  X's  spell  of  illness  began  on  August  1,  1967, 
the  first  day  of  the  month  he  attained  age  65  and  was 
entitled  to  hospital  insurance.  The  spell  of  illness 
ended  December  25,  1967,  the  end  of  the  60-day  period 
beginning  with  the  day  of  last  discharge. 

Example  2:  Y,  over  age  65,  entered  a  participating 
general  hospital  on  July  28,  1968,  for  treatment  of  a 
heart  condition.    He  was  discharged  on  August  11, 

1968.  On  August  20,  1968,  Y  entered  a  nonpartici- 
pating  nursing  home,  which  provided  primarily 
skilled  nursing  care  and  related  services.  Y  remained 
in  this  facility  until  his  discharge  on  October  27,  1968. 
On  December  25,  1968,  Y  was  again  admitted  to  a 
participating  hospital  because  of  injuries  suffered  in  an 
accident.  He  was  discharged  on  January  13,  1969,  and 
had  no  further  inpatient  stays  in  1969.  Y's  spell  of  ill- 
ness began  on  July  28,  1968.  His  stay  in  the  nursing 
home  began  less  than  60  days  after  his  hospital  dis- 
charge and  the  spell  was  continued  even  though  the 
stay  was  not  covered.  The  subsequent  hospital  stay  be- 
gan less  than  60  days  after  the  nursing  home  discharge 
and  continued  the  spell  of  illness  although  the  condi- 
tion treated  was  unrelated  to  his  prior  stays.  The  spell 
ended  on  March  13,  1969,  the  end  of  the  60-day  period 
beginning  with  the  day  of  last  discharge. 

115.  SUPPLEMENTARY  MEDICAL  INSUR- 
ANCE— A  BRIEF  DESCRIPTION 
115.1  Benefits. — The  voluntary  medical  insurance 
plan  is  designed  to  supplement  the  basic  hospital  in- 
surance coverage.  It  provides  coverage  effective  July 
1,  1966,  for  (a)  home  health  services  (a  full  discussion 
of  the  coverage  under  this  phase  of  the  program  is  con- 
tained in  chapter  II),  and  (b)  medical  and  other  health 
services. 

Medical  and  other  health  services  include: 
A.  Physicians'  services  (see  definition  of  "physi- 
cian" below)  including  surgery,  consultation,  and  home, 
office,  and  institutional  calls. 

Regardless  of  the  actual  expenses  for  physician  serv- 
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ices  incurred  in  the  treatment  of  mental,  psychoneu- 
rotic, or  personality  disorders  of  persons  who  are  not 
inpatients  of  hospitals,  the  amount  of  such  expenses 
that  can  be  counted  in  a  calendar  year  is  limited  to  the 
lesser  of  $312.50  or  62.5  percent  of  the  actual  expenses. 

Physician  means  a  doctor  of  medicine  or  oste- 
opathy (including  osteopathic  practitioner)  legally  au- 
thorized to  practice  by  a  State  in  which  he  performs  the 
function.  A  doctor  of  dental  surgery  or  dental  medi- 
cine having  State  authorization  to  practice  is  also 
defined  as  a  physician  but  only  with  respect  to  surgery 
related  to  the  jaw  or  any  structure  contiguous  to  the 
jaw,  or  the  reduction  of  any  fracture  of  the  jaw  or  any 
facial  bone.  The  services  performed  by  physicians 
within  these  definitions  are  subject  to  any  limitations 
imposed  by  the  State  on  the  scope  of  practice. 

B.  Services  and  supplies  (including  drugs  and  bio- 
logicals  which  cannot  be  self-administered)  incident 
to  physicians'  professional  services  and  of  kinds  com- 
monly furnished  by  a  physician  in  his  office  and  which 
are  commonly  rendered  without  charge  or  included  in 
his  bill.  The  services  include  hospital  services  (includ- 
ing drugs  and  biologicals  which  cannot  be  self- 
administered)  incident  to  physicians'  services  rendered 
to  outpatients. 

C.  Diagnostic  X-ray,  laboratory,  and  other  diagnostic 
tests. 

D.  X-ray,  radium,  and  radioactive  iso'.ope  therapy 
(including  material  and  services  of  technicians). 

E.  Surgical  dressings,  and  splints,  casts,  and  other 
devices  used  for  reduction  of  fractures  and  dislocations. 

F.  Rental  (for  use  in  the  patient's  residence,  includ- 
ing an  institution  used  as  his  home)  of  such  durable 
medical  equipment  as  iron  lungs,  oxygen  tents,  wheel- 
chairs, and  special  bedc\ 

G.  Ambulance  service,  where  the  use  of  other  trans- 
portation is  contraindicated  by  the  patient's  condition. 
(Transportation  service  from  place  of  residence  to  a 
facility  to  receive  home  health  services  on  an  outpatient 
basis  is  excluded.) 

H.  Prosthetic  devices  (other  than  dental)  replacing 
all  or  part  of  an  internal  body  organ,  including  replace- 
ment of  such  devices. 

I.  Leg,  arm,  back,  and  neck  braces,  and  artificial 
legs,  arms,  and  eyes,  including  replacements  if  required 
because  of  a  change  in  physical  condition. 

115.2  Basis  for  Payment. — Payment,  based  on 
reasonable  charges,  may  be  made  to  or  on  behalf  of 
individuals  covered  by  medical  insurance  for  services  of 
physicians  and  other  nonprovider  services  furnished 
under  the  plan.  In  determining  the  reasonableness  of 
charges  the  carrier  takes  into  consideration  the  cus- 
tomary charges  of  the  physician  (or  other  person  ren- 
dering the  service)  as  well  as  the  prevailing  charges  in 
the  locality  generally  made  for  similar  services.  A 
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charge  is  not  reasonable  if  it  is  higher  than  the  charge 
applicable  for  a  comparable  service  and  under  compar- 
able circumstances  to  the  intermediary's  own  policy- 
holders or  subscribers. 

Payment  for  services  rendered  by  or  under  arrange- 
ments made  by  a  home  health  agency  or  other  provider 
of  services  under  medical  insurance  is  based  on  the 
reasonable  cost  of  the  services  and  is  made  only  to  the 
provider  of  services.  This  is  the  same  basis  for  re- 
imbursement as  under  the  hospital  insurance  plan  and 
accords  with  the  provider's  undertaking  in  the  partici- 
pation agreement  to  accept  reasonable  cost  as  full  pay- 
ment for  services  rendered. 

115.3  Deductible  and  Coinsurance. — There  is  a 
deductible  consisting  of  the  first  S50  of  covered  in- 
curred expenses  in  a  calendar  year  (expenses  applied 
toward  the  deductible  in  the  last  3  months  of  a  year 
may  also  be  applied  toward  the  deductible  in  the  fol- 
lowing year).  After  the  deductible  has  been  satisfied, 
payment  by  the  supplementary  medical  insurance  pro- 
gram will  be  made  for  80  percent  of  the  reasonable 
charge  or  cost. 

120.  ENTITLEMENT  TO  HOSPITAL 
INSURANCE 

A.  An  individual  is  automatically  entitled  to  hos- 
pital insurance  beginning  with  the  first  day  of  the 
month  he  attains  age  65  if  he  has  applied  for  and  been 
determined  to  be  entitled  to  monthly  social  security 
benefits  (  although  he  may  not  actually  be  receiving 
benefit  payments,  e.g.,  he  has  not  retired) .  Automatic 
entitlement  also  extends  to  qualified  beneficiaries  under 
the  Railroad  Retirement  Act.  (For  social  security  pur- 
poses, a  person  attains  age  65  on  the  day  before  his 
65th  birthday.)  Example:  If  birth  date  is  August  1, 
attainment  date  is  July  31,  and  health  insurance  en- 
titlement date  is  July  1. 

A  social  security  applicant  who  applies  for  monthly 
benefits  after  the  month  he  reaches  age  65  is  entitled 
to  retroactive  hospital  insurance  benefits  beginning  with 
the  first  month  in  which  he  had  attained  age  65  and  met 
all  the  requirements  for  monthly  benefits,  but  not  for 
more  than  12  months  before  the  month  in  which  he 
filed  his  application. 

Entitlement  to  hospital  insurance  benefits  ends  with 
the  month  the  individual  ceases  to  be  entitled  to  social 
security  monthly  benefits  or  ceases  to  be  a  qualified 
railroad  beneficiary  (for  example,  a  woman  whose 
wife's  benefits  are  terminated  by  divorce).  A  person 
who  ceases  to  be  a  social  security  or  railroad  retire- 
ment beneficiary  but  who  meets  the  requirements  of  the 
special  transitional  provision  described  below  may 
reinstate  his  hospital  insurance  by  filing  a  proper  ap- 
plication under  the  transitional  provision. 

Hospital  insurance  coverage  continues  for  the  month 
of  death,  although  no  monthly  cash  benefits  are  payable 
for  that  month. 


B.  A  special  transitional  provision  in  the  law  per- 
mits persons  65  years  of  age  and  over,  who  cannot 
qualify  for  monthly  social  security  or  railroad  retire- 
ment benefits,  to  obtain  hospital  insurance  upon  filing 
application.  Such  an  individual  must  be  a  resident  of 
the  United  States  and  either  a  citizen  or  an  alien  law- 
fully admitted  for  permanent  residence  who  has  resided 
in  the  United  States  continuously  for  5  years.  He  may 
not  be  an  active  or  retired  Federal  employee  (or  spouse 
of  one)  who  is  or  could  have  been  covered  by  the  Fed- 
eral Employees  Health  Benefit  Act  of  1959.  He  may 
not  be  a  member  of  a  communist  organization  nor  have 
been  convicted  of  a  crime  against  the  security  of  the 
United  States. 

For  coverage  under  the  transitional  provision,  a 
person  attaining  age  65  after  1967  must  have  three 
quarters  of  coverage  for  each  year  elapsing  between 
1965  and  the  year  in  which  he  attains  age  65. 

Hospital  insurance  under  the  transitional  provision 
can  also  be  retroactive  for  as  many  as  12  months  be- 
fore the  month  of  application,  provided  the  individ- 
ual meets  all  the  other  requirements  during  the  period 
of  retroactivity. 

122.  ENTITLEMENT  TO  SUPPLEMENTARY 
MEDICAL  INSURANCE 

A.  Enrollment.  To  obtain  supplementary  medical 
insurance  coverage  an  individual  must  voluntarily  en- 
roll in  the  plan  and  pay  the  required  premiums.  He 
is  eligible  to  enroll  if  he  is  entitled  to  hospital  insur- 
ance benefits  or  is  65  years  of  age  and  otherwise  meets 
the  requirements  for  hospital  insurance  coverage  under 
the  transitional  provision  of  the  law.  Active  or  re- 
tired Federal  employees  and  their  spouses  are  eligible 
to  enroll  whether  or  not  covered  under  the  Federal 
Employees  Health  Benefit  Act.  (For  social  security 
purposes  an  individual  attains  age  65  on  the  day  before 
his  65th  birthday.) 

By  agreement,  States  may  enroll  in  the  supplementary 
medical  insurance  plan  eligible  individuals  who  are 
receiving  money  payments  under  certain  public  assist- 
ance programs.  Such  persons  who  are  entitled  to 
monthly  social  security  or  railroad  retirement  benefits 
may  be  included  at  the  option  of  the  State. 

B.  Enrollment  Periods.  Enrollment  is  possible 
only  during  specified  enrollment  periods. 

1.  During  the  initial  general  enrollment  pe- 
riod an  opportunity  to  enroll  was  afforded  to  all  eligible 
persons  age  65  and  over  before  March  1,  1966.  This 
enrollment  period  ended  May  31,  1966.  (An  eligible 
individual  who  for  good  cause  failed  to  enroll  before 
June  1,  1966,  may  enroll  before  October  1,  1966.) 

2.  For  persons  first  eligible  on  or  after  March  1, 
1966,  the  initial  enrollment  period  is  7  months.  It 
begins  3  calendar  months  before  and  ends  3  calendar 
months  after  the  month  in  which  the  individual  first 
meets  all  enrollment  requirements. 
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3.  General  enrollment  periods  occur  October  1 
through  December  31  of  each  odd-numbered  year  be- 
ginning with  1967.  Those  who  failed  to  enroll  dur- 
ing their  initial  enrollment  periods  and  those  whose 
enrollment  has  terminated  may  enroll  in  these  periods. 

4.  States  which  desire  to  enroll  eligible  indi- 
viduals receiving  public  assistance  must  request 
coverage  before  January  1968,  and  enter  into  an  agree- 
ment with  the  Government. 

An  individual  who  fails  to  enroll  for  medical  insur- 
ance within  the  3-year  period  after  the  close  of  his 
initial  enrollment  period  may  not  enroll  thereafter. 

An  individual  whose  enrollment  has  terminated 
may  re-enroll  only  once — in  a  general  enrollment  period 
which  begins  within  3  years  after  the  termination  of  his 
prior  enrollment. 

Payment  may  be  made  for  covered  services  if  the 
individual  was  enrolled  at  the  time  the  services  were 
furnished,  even  though  at  the  time  the  request  for  pay- 
ment is  filed  with  the  intermediary  his  enrollment  had 
been  terminated. 

122.1  Premiums. — Initially,  the  premium  is  $3  per 
month.  The  law  permits  the  Secretary  of  Health, 
Education,  and  Welfare  to  adjust  the  premium  amount 
if  medical  costs  rise.  No  increase  in  the  premium  is 
permitted  before  1968,  and  increases  thereafter  can  be 
no  oftener  than  every  2  years.  To  take  into  account  the 
higher  cost  of  insuring  older  individuals,  premiums 
payable  by  a  person  who  enrolls  after  the  first  enroll- 
ment period  open  to  him,  or  who  re-enrolls  after  his 
initial  enrollment  was  terminated,  are  increased  by  10 
percent  for  each  year  he  could  have  been  but  was  not 
enrolled. 

A  grace  period  has  been  provided  for  payment  of 
premiums.  This  period  extends  for  2  calendar  months 
after  the  month  in  which  the  premium  is  due. 

Social  security  and  railroad  retirement  beneficiaries 
and  civil  service  annuitants  (except  those,  enrolled  by 
the  State  as  public  assistance  recipients)  who  elect  to 
enroll  will  have  the  premiums  withheld  from  their 
monthly  checks.  The  State  pays  the  premiums  for  the 
public  assistance  recipients  it  enrolls. 

Other  enrollees  must  make  premium  payments  di- 
rectly to  the  Social  Security  Administration.  Enrollees 
who  make  direct  premium  payment  will  generally  be 
billed  quarterly.  However,  State  or  local  government 
organizations,  employers,  unions,  or  other  organiza- 
tions may  under  certain  conditions  pay  premiums  for 
their  members  as  a  group. 

122.2  Beginning  of  Coverage 

A.  Enrollment  during  the  initial  general  enrollment 
period — coverage  begins  July  1, 1966. 

B.  Enrollment  during  an  entitled  individual's  initial 
enrollment  period — coverage  begins: 


1.  First  day  of  the  month  in  which  the  individual 
becomes  age  65,  if  he  enrolls  before  the  month  that  he 

becomes  65. 

2.  First  day  of  the  month  following  the  month  that 
he  becomes  age  65,  if  he  enrolls  in  the  month  that  he 
becomes  65. 

3.  First  day  of  the  second  month  after  the  month 
of  enrollment,  if  he  enrolls  in  the  month  after  he  be- 
came age  65. 

4.  First  day  of  the  third  month  after  the  month  of 
enrollment,  if  he  enrolls  more  than  one  month  after 
the  month  in  which  he  became  age  65.  (However,  indi- 
viduals who  become  age  65  in  March  1966,  and  enroll  in 
May  1966,  will  have  coverage  effective  July  1,  1966) . 

C.  Enrollment  during  one  of  the  general  enrollment 
periods — coverage  begins  the  following  July  1. 

D.  Enrollment  by  a  State  of  its  welfare  recipients- 
coverage,  begins  on  the  latest  of  the  following  but  not 
later  than  January  1, 1968: 

1.  July  1, 1966; 

2.  First  day  of  the  third  month  after  the  month  of 
the  agreement  with  the  State; 

3.  First  day  of  the  first  month  in  which  the  indi- 
vidual is  both  eligible  and  a  member  of  the  group. 

4.  The  date  specified  in  the  agreement. 

122.3    End  of  Coverage 

A.  An  individual  whose  medical  insurance  premiums 
are  being  deducted  may  notify  the  Social  Security  Ad- 
ministration in  writing  during  a  general  enrollment 
period  that  he  no  longer  wants  medical  insurance. 
His  coverage  period  will  be  terminated  with  the  close 
of  the  year  in  which  his  notice  is  submitted. 

B.  Enrollment  under  medical  insurance  is  terminated 
because  of  nonpayment  of  premiums.  Termination 
is  effective  with  the  end  of  the  grace  period  provided 
for  payment  of  premiums. 

C.  If  an  individual  is  enrolled  under  a  Federal-State 
agreement,  his  coverage  under  the  agreement  ends  on 
whichever  of  the  following  first  occurs: 

1.  The  end  of  the  month  in  which  he  becomes 
ineligible  (as  determined  by  the  State)  for  welfare 
money  payments;  or 

2.  The  end  of  the  month  before  the  first  month 
for  which  he  becomes  entitled  to  monthly  social  security 
or  railroad  retirement  benefits,  unless  the  State  exercises 
its  option  to  enroll  such  welfare  recipients;  or 

3.  The  month  in  which  the  agreement  terminates. 
If  an  individual's  coverage  under  a  Federal-State 

enrollment  agreement  is  terminated,  his  coverage  con- 
tinues without  interruption  if  he  is  a  social  security 
or  railroad  retirement  beneficiary  or  continues  pay- 
ment of  premiums. 

D.  An  individual  will  have  coverage  through  the 
month  in  which  he  dies. 
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130.  FEDERAL  GOVERNMENT  ADMINISTRA- 
TION OF  THE  HEALTH  INSURANCE 
PROGRAM 

The  Department  of  Health,  Education,  and  Wel- 
fare has  been  given  overall  responsibility  for  admin- 
istration of  the  hospital  insurance  and  voluntary  supple- 
mentary medical  insurance  programs.  Three  major 
agencies  of  the  Department — the  Social  Security  Ad- 
ministration, Public  Health  Service,  and  Welfare  Ad- 
ministration— are  involved. 

130.1  The  Social  Security  Administration  has 

the  responsibility  for  policy  formulation  and  the  gen- 
eral management  and  operational  aspects  of  the  pro- 
gram. Briefly,  these  include:  determination  of  the 
individual's  entitlement  to  benefits  and  the  nature  and 
duration  of  services  for  which  benefits  may  be  paid; 
establishment,  maintenance,  and  administration  of 
agreements  with  State  agencies,  providers  of  services 
and  intermediaries;  in  consultation  with  the  Public 
Health  Service  and  the  Welfare  Administration,  the 
formulation  of  major  policies  regarding  conditions  of 
participation  for  providers;  the  development  and 
maintenance  of  statistical  research  and  actuarial  pro- 
grams; and  the  general  financial  management  of  the 
program.  The  Administration  also  makes  determina- 
tions of  reasonable  costs  and  amounts  to  be  paid  to 
providers  who  have  elected  to  deal  directly  with  the 
Government. 

130.2  The  Public  Health  Service  has  the  princi- 
pal responsibility  for  the  professional  health  aspects 
of  the  program.  These  include:  professional  consul- 
tation and  recommendation  to  the  Social  Security  Ad- 
ministration in  development  of  health  and  safety,  and 
other  guidelines  for  determining  whether  providers  of 
services  meet  the  conditions  for  participation  under  the 
program;  consultation  and  advice  to  State  agencies 
concerning  the  application  of  standards  for  providers, 
and  in  the  coordination  of  program  activities  with  other 
health  services  and  activities  in  the  State;  and  activities 
necessary  in  studying  the  utilization  of  hospital  and 
other  medical  care  services  under  the  program. 

130.3.  The  Welfare  Administration  has  the  pri- 
mary role  in  hospital  and  medical  insurance  program 
planning,  coordination,  and  evaluation  in  matters  that 
affect  other  federally  aided  assistance  programs;  in 
assisting  State  agencies  to  achieve  a  coordinated  ap- 
proach with  other  medical  care  plans  under  the  Social 
Security  Act;  and  in  all  aspects  of  program  adminis- 
tration affecting  public  welfare  agencies. 

131.  ADVISORY  GROUPS 

The  law  provides  for  the  appointment  of  two  non- 
Governmental  advisory  groups  to  assist  the  Secretary. 

131.1  The  Health  Insurance  Benefits  Advisory 
Council,  consisting  of  persons  outstanding  in  hospital, 


medical,  and  other  health  activities,  and  at  least  one 
representative  of  the  general  public,  advises  the  Secre- 
tary on  general  policy  in  administering  the  program 
and  in  the  formulation  of  regulations.  The  Secretary 
must  consult  with  the  Council  in  determining  conditions 
of  participation  for  providers  of  services  in  addition  to 
the  requirements  specifically  enumerated  in  the  law. 

131.2     The  National  Medical  Review  Committee 

is  to  be  selected  from  people  who  are  representative  of 
professional  organizations  and  associations  in  the  field 
of  medicine  and  other  individuals  who  are  outstanding 
in  the  field  of  medicine  or  in  related  fields.  At  least  one 
member  will  represent  the  general  public  and  a  major- 
ity of  the  committee  are  physicians.  The  committee 
studies  the  utilization  of  hospital  and  other  medical 
services  under  the  program  and  makes  any  recom- 
mendations to  the  Secretary  and  to  Congress  that  it 
considers  appropriate. 

132.  STATE  AGENCIES 

The  States  are  accorded  important  administrative 
functions  to  the  extent  that  each  is  willing  and  able  to 
undertake  them  by  agreement  with  the  Secretary. 

A.  Certifications  are  made  by  State  agencies  to  the 
Department  of  Health,  Education,  and  Welfare  indi- 
cating whether  hospitals,  extended  care  facilities,  home 
health  agencies,  and  independent  laboratories  meet  and 
continue  to  meet  their  respective  conditions  of  partici- 
pation. This  function  is  intended  to  be  a  natural 
adjunct  to  ongoing  State  activities,  such  as  licensing 
of  health  facilities  and  other  standard  setting  activities. 

B.  Consultation  services  are  rendered  by  State 
agencies  if  their  agreements  provide  for  it.  Consulta- 
tion with  hospitals,  extended  care  facilities,  and  home 
health  agencies  that  need  and  request  assistance  to 
meet  the  conditions  of  participation  is  an  integral  part 
of  the  certification  process. 

C.  Coordination  by  the  State  relates  its  activities 
in  the  performance  of  its  functions  under  the  pro- 
gram to  the  various  other  programs  in  the  State  that 
have  to  do  with  payment  for  health  care,  quality  of 
care,  and  distribution  of  health  facilities.  Coordina- 
tion of  such  activities  is  designed  effectively  and  eco- 
nomically to  utilize  existing  State  facilities  and  trained 
personnel  and  to  prevent  duplication  of  effort. 

D.  State  Agency  as  a  Medical  Insurance  Inter- 
mediary.— Where  a  State  enters  into  an  agreement 
with  the  Government  to  pay  the  medical  insurance 
premium  on  behalf  of  its  aged  welfare  recipients,  as 
explained  in  122B  of  this  chapter,  the  agreement  may 
provide  for  a  designated  State  agency  to  serve  as  an 
intermediary  on  behalf  of  its  welfare  recipients. 

135.  HOSPITAL  FNSURANCE  INTERMEDI- 
ARY 

Under  the  hospital  insurance  plan,  groups  or  associ- 
ations of  providers,  on  behalf  of  their  members,  may 
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nominate  a  national,  State,  or  other  public  or  private 
agency,  or  organization  to  serve  as  intermediary  in 
the  claims  process.  A  member  of  an  association  is 
free,  however,  to  receive  payment  from  an  approved 
intermediary  other  than  its  association's  nominee,  if 
agreeable  to  the  Social  Security  Administration  and  to 
the  intermediary  selected.  A  provider  may  deal  di- 
rectly with  the  Social  Security  Administration. 

The  law  permits  the  Administration  to  enter  into  an 
agreement  with  a  nominated  organization  if  it  finds 
this  to  be  consistent  with  effective  and  efficient  ad- 
ministration of  the  hospital  insurance  program.  The 
intermediary  makes  payments  to  providers  for  covered 
items  and  services  on  the  basis  of  reasonable  cost  de- 
terminations and  assists  in  the  application  of  safe- 
guards against  unnecessary  utilization  of  covered 
services.  The  agreement  may  also  call  for  furnishing 
consultative  services  to  assist  providers  to  establish  and 
maintain  necessary  fiscal  records  and  otherwise  qualify 
as  providers  of  services;  serving  as  a  center  for  com- 
municating with  providers;  and  making  audits  of  pro- 
vider records. 

Generally  speaking,  the  Social  Security  Administra- 
tion will  utilize  the  services  of  the  hospital  insurance 
intermediary  in  making  payments  for  home  health  and 
other  provider  services  under  medical  insurance. 

137.  MEDICAL  INSURANCE  CARRIERS 

The  law  requires  the  Secretary  to  enter  into  contracts 
with  carriers  selected  to  serve  as  intermediaries  for 
the  performance  of  specified  administrative  functions 
under  the  medical   insurance  program.    The  prin- 


cipal function  of  this  intermediary  is  to  determine 
whether  physicians'  charges  are  reasonable  and  to  make 
payment.  Section  134D  of  this  chapter  explains  the 
conditions  under  which  a  State  agency  may  act  as  a 
supplementary  medical  insurance  intermediary. 

140.  FINANCING  HOSPITAL  INSURANCE 
PROGRAM 

The  hospital  insurance  program  is  financed 
through  separate  payroll  contributions  paid  by  em- 
ployees, employers,  and  self-employed  persons.  The 
proceeds  are  earmarked  for  the  Federal  Hospital  Insur- 
ance Trust  Fund  to  keep  them  separate  from  other  social 
security  contributions.  The  law  permits  their  use  only 
for  the  payment  of  hospital  insurance  benefits  and  ad- 
ministrative expenses.  The  cost  of  providing  hospital 
insurance  benefits  to  persons  who  are  not  social  secu- 
rity or  railroad  retirement  beneficiaries  is  met  by  ap- 
propriations to  the  Federal  Hospital  Insurance  Trust 
Fund  from  general  revenues. 

142.  FINANCING    SUPPLEMENTARY  MEDI- 
CAL INSURANCE  PROGRAM 
The  supplementary  medical  insurance  plan  is 

financed  by  the  monthly  premiums  of  those  who  enroll 
under  the  plan,  matched  by  an  equal  contribution  from 
general  revenues.  All  premiums  and  Government  con- 
tributions for  this  plan  are  placed  in  a  separate  fund 
known  as  the  Federal  Supplementary  Medical  Insur- 
ance Trust  Fund.  This  fund  is  devoted  exclusively  to 
the  payment  of  medical  insurance  benefits  and  admin- 
istrative expenses. 
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AMENDMENT  SUPPLEMENT 
A-68  GENERAL  INFORMATION  ABOUT  THE  PROGRAM  H115.1 

Podiatrists'  Services 

H115.1    Podiatrists  as  Physicians. — Effective  January  1,  1968, 
coverage  of  physicians 1  services  is  extended  to  include  services 
performed  by  podiatrists.    The  intent  of  the  amendments  is  to  allow 
payment  for  certain  foot  care  services  whether  furnished  by  a  doctor 
or  medicine,  osteopathy,  or  podiatry  (to  the  extent  that  each  is 
legally  authorized  to  perform  the  services).    Certain  foot  care  ser- 
vices (including  routine  care),  however,  are  excluded  regardless  of 
who  performs  them.     (See  §  H233.) 

A.  Scope  of  Coverage  of  Podiatrists'  Services. — Podiatrists 
(chiropodists)  are  included  within  the  definition  of  "physician" 
(except  as  indicated  in  B.  below)  but  only  with  respect  to  those 
functions  which  they  are  legally  authorized  to  perform  in  the  State 

in  which  they  perform  them.    This  means  that  the  professional  services 
provided  by  a  podiatrist  within  the  scope  of  his  applicable  State 
license  (except  those  services  which  are  specifically  excluded)  are 
"physicians'  services,"  reimbursable  on  a  reasonable  charge  basis 
under  Part  B. 

Podiatrists  may  hold  any  of  the  following  professional  degrees,  of 
which  the  first  three  are  the  most  common:    Pod.D  or  D.P.  (Doctor 
of  Podiatry),  D.S.C.  (Doctor  of  Surgical  Chiropody),  D.P.M.  (Doctor 
of  Podiatric  Medicine),  D.S.P.  (Doctor  of  Surgical  Podiatry),  Gradu- 
ate in  Podiatry,  Master  Chiropodist,  or  in  a  very  few  instances 
another  podiatry  degree.    Within  a  particular  State,  all  individuals 
holding  any  of  these  degrees  are  licensed  to  perform  the  same  functions; 
however,  there  are  variations  from  State  to  State  as  to  the  authorized 
scope  of  podiatric  practice. 

B.  Services  for  Which  Podiatrists  Are  Excluded  From  the  Definition 
of  Physician. — 

1 .    Physician  Certification  and  Recertification  of  the  Need  for 
Provider  Services  (8  24.0). — A  podiatrist  is  not  a  "physician"  for 
the  purpose  of  making  the  required  physician  certifications  and 
recertifications  of  the  medical  necessity  for  Part  A  and  Part  B 
provider  services.    This  means  that  a  medical  doctor  (or  osteopath) 
must  complete  the  certification  of  necessity  for  provider  services 
where  such  certifications  are  required.    However,  no  certification 
by  a  medical  doctor  is  required  with  respect  to  a  podiatrist's 
professional  services  to  his  patients. 
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2.    Home  Health  Services  Requirements  (ii  gOOff  and  205). — A 

podiatrist  is  not  a  "physician"  for  the  purpose  of  any  of  the  physi- 
cian activities  required  to  qualify  an  organization  as  a  home  health 
agency  or  required  for  coverage  of  home  health  services.    Thus,  a 
podiatrist  may  not  be  a  "physician"  member  of  the  group  of  professional 
personnel  responsible  for  establishing  policies  governing  the  services 
provided  by  the  home  health  agency,  nor  may  a  podiatrist  furnish  any 
of  the  "physician"  supervision  of  the  agency's  services  required  by 
the  statute  or  the  Conditions  of  Participation  for  Home  Health  Agencies. 
In  addition,  a  podiatrist  is  not  a  "physician"  for  the  purpose  of 
establishing  or  reviewing  the  plan  of  home  health  treatment  required 
for  each  patient  receiving  covered  services  nor  for  the  purpose  of 
satisfying  the  requirement  that  each  home  health  patient  must  be 
under  the  care  of  a  "physician." 
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Hospital  Insurance  Benefits  Entitlement 

HI 20  B.      Transitional  Provision. — The  1967  amendments  modify  the 
quarters  of  coverage  requirement  of  the  transitional  provision. 
The  person  attaining  age  6$  after  1967,  who  is  not  entitled  to 
monthly  benefits  under  social  security  or  railroad  retirement,  will 
need  three  less  quarters  of  coverage  than  under  the  pre-amendment 
provision.    A  person  attaining  age  65  in  1968  needs  3  quarters  of 
coverage;  in  1969,  6  quarters  of  coverage;  in  1970,  9  quarters  of 
coverage;  etc. 

Supplementary  Medical  Insurance  Benefits 

H122  A.     Enrollment. — The  1967  amendments  provide  that  States  will 
be  given  the  option  of  "buying-in"  for  all  their  aged  who  are 
eligible  for  medical  assistance  under  Title  XIX,  whether  or  not 
they  are  receiving  cash  assistance. 

33    General  Enrollment  Period. — The  first  general  enrollment 
period  was  to  occur  October  1,  1967,  through  December  31,  1967. 
By  special  Congressional  action,  however,  this  period  was  extended 
through  March  31*  1968.    The  1967  amendments  provide  that  effective 
January  1,  19o9,  the  general  enrollment  period  will  be  annual 
rather  than  biennial  and  will  run  from  January  1  through  March  31 
rather  than  October  1  through  December  31.     Coverage  will  begin  on 
the  following  July  1. 

BU    States. — The  1967  amendments  extended  from  December  31,  1967,  to 
December  31,  1969,  the  deadline  by  which  States  may  request  an  agree- 
ment with  the  Secretary  to  enroll  eligible  individuals  under  the  "buy- 
in"  provision.    States  are  also  permitted  to  cover  under  the  agreement 
persons  who  attain  age  65  and  otherwise  become  eligible  after  the 
December  31,  1969,  deadline. 

H122.1  Premiums. — Through  March  1968,  the  individual  supplementary 
medical  insurance  premium  was  $3.    The  law  permitted  the  Secretary  of 

Health,  Education,  and  Welfare  to  adjust  the  premium  amount  consistent 
with  changes  in  costs  of  the  program,  and  in  December  1967,  the  Secretary 
announced  a  new  premium  rate  of  %U  effective  April  1968  through  June  1969. 

With  the  1967  amendments,  the  law  specifies  that  the  Secretary  will 
determine  and  make  known  during  December  of  each  year  the  premium 
rate  which  will  be  applicable  for  a  12 -month  period  to  begin  the 
following  July  1.    When  the  Secretary  makes  known  a  rate  change  for 
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Part  B,  he  will  issue  a  public  statement  setting  forth  the  actuarial 
assumptions  and  other  bases  upon  which  he  arrived  at  the  new  rate. 

H122.2       Beginning  of  Coverage 

D.  Enrollment  by  a  State  of  its  welfare  recipients  under  the 
1567  amendments — coverage  begins  on  the  latest  of  the  following: 

1.  July  1,  1966. (no  change) 

2.  First  day  of  the  third  month  after  the  month  the  modification 

or  agreement  is  entered  into.     (no  change) 

3«    First  day  of  the  first  month  in  which  the  individual  is 
eligible  and  a  member  of  the  group  except  that  (for  a  State  which 
buys  in  for  medically  indigent  persons)  if  the  individual  is  not 
in  such  month  receiving  money  payments  under  titles  I,  IV(Part  A), 
X,  XIV,  or  XVI,  his  coverage  will  begin  on  the  first  day  of  the 
second  month  after  such  month,  or  on  the  first  day  of  the  first 
month  in  which  he  receives  a  money  payment  under  one  of  the  above 
titles,  whichever  occurs  first.     (1967  amendments) 

U.    The  date  specified  in  the  agreement. 

H122.3A     Coverage  Ends. — Prior  to  the  1967  amendments,  an  individual 
could  request  termination  of  medical  insurance  by  notifying  the 
Social  Security  Administration  in  writing  during  a  general  enroll- 
ment period  and  coverage  would  terminate  at  the  close  of  the  general 
enrollment  period.    Because  of  the  extension  of  the  1967  general 
enrollment  period  to  April  1,  1968,  coverage  might  end  on  either 
December  31,  1967,  or  March  31,  1968,  the  effective  termination 
date  being  determined  by  the  period  during  which  the  termination 
request  was  filed. 

The  1967  amendments  provide  that  beginning  April  1,  1968,  an 
individual  wishing  to  disenroll   may    do  so  at  any  time,  but  such 
disenrollment  will  not  take  effect  until  the  close  of  the  calendar 
quarter  following  the  calendar  quarter  in  which  the  notice  of 
disenrollment  is  filed. 

C.     If  an  individual  is  enrolled  under  a  Federal-State  agreement, 
his  coverage  under  the  agreement  ends  on  whichever  of  the  following 
occurs  first: 

1.    The  end  of  the  month  in  which  he  becomes  ineligible  (as 
determined  by  the  State)  for  welfare  money  payments  or  (if  the 
agreement  covers  all  individuals  eligible  for  medical  assistance 
under  title  XIX),  for  both  money  payments  and  medical  assistance. 
( 1 967  amendments . ) 
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2.  The  end  of  the  month  before  the  first  month  for  which  he 
becomes  entitled  to  monthly  social  security  or  railroad  retirement 
benefits    (if  the  State's  agreement  covers  only  money  recipients 
who  are  not  entitled  to  such  benefits). 

3.  The  end  of  the  month  in  which  the  State  agreement  is 
terminated. 

U.     The  end  of  tne  month  in  which  the  individual  dies. 
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200.  HOME  HEALTH  AGENCY 

A  home  health  agency  is  a  public  agency  or  private 
organization,  or  a  subdivision  of  such  an  agency  or 
organization,  which  meets  the  following  requirements: 

A.  It  is  primarily  engaged  in  providing  skilled  nurs- 
ing services  and  other  therapeutic  services,  such  as 
physical,  speech,  or  occupational  therapy,  medical  so- 
cial services,  and  home  health  aide  services.  A  public 
or  voluntary  nonprofit  health  agency  may  qualify  by — 

1.  furnishing  both  skilled  nursing  and  at  least  one 
other  therapeutic  service  directly  to  patients,  or 

2.  furnishing  directly  either  skilled  nursing  serv- 
ices or  at  least  one  other  therapeutic  service  and  hav- 
ing arrangements  with  another  public  or  voluntary 
nonprofit  agency  to  furnish  the  services  which  it  does 
not  provide  directly. 

A  proprietary  agency  can  qualify  only  by  providing 
directly  both  skilled  nursing  services  and  at  least  one 
other  therapeutic  service. 

B.  It  has  policies  established  by  a  professional  group 
associated  with  the  agency  or  organization  (including 
at  least  one  physician  and  at  least  one  registered  pro- 
fessional nurse)  to  govern  the  services,  and  provides 
for  supervision  of  such  services  by  a  physician  or  a 
registered  professional  nurse. 

C.  It  maintains  clinical  records  on  all  patients. 

D.  It  is  licensed  in  accordance  with  State  or  local 
law  or  is  approved  by  the  State  or  local  licensing 
agency  as  meeting  the  licensing  standards  (where  State 
or  local  law  provides  for  the  licensing  of  such  agencies 
or  organizations). 

E.  It  meets  other  conditions  found  by  the  Secretary 
of  Health,  Education,  and  Welfare  to  be  necessary  for 
health  and  safety. 

A  private  organization  which  is  not  exempt  from 
Federal  income  taxation  under  section  501  of  the  In- 
ternal Revenue  Code  of  1954  (sometimes  referred  to 
as  a  "proprietary"  organization)  must  be  licensed 
pursuant  to  State  law.  If  the  State  has  no  licensing 
law  for  such  organizations,  a  proprietary  agency  can- 
not participate  in  the  health  insurance  program. 


For  services  under  hospital  insurance,  the  term 
"home  health  agency"  does  not  include  any  agency  or 
organization  which  is  primarily  for  the  care  and  treat- 
ment of  mental  disease.  There  is  no  such  restriction 
under  supplementary  medical  insurance. 
200.1  Subdivision  of  Agencies. — When  the  sub- 
division of  an  agency,  such  as  the  home  care  depart- 
ment of  a  hospital  or  the  nursing  division  of  a  health 
department,  wishes  to  participate  as  a  home  health 
agency,  the  subdivision  must  meet  the  conditions  of 
participation  and  must  maintain  records  in  such  a  way 
that  subdivision  activities  and  expenditures  attributa- 
ble to  services  provided  under  the  health  insurance 
program  are  identifiable. 

200.2.  Arrangements  by  Home  Health  Agencies 

A.  Arrangements  made  by  a  home  health  agency 
with  others  to  furnish  items  or  services  must  be  such 
that  receipt  of  payment  by  the  home  health  agency  for 
the  services  (whether  in  its  own  right  or  as  agent)  dis- 
charges the  liability  of  the  beneficiary  or  any  other 
person  to  pay  for  the  services. 

Whether  the  services  and  items  are  furnished  by  the 
home  health  agency  itself  or  by  another  agency  under 
arrangements  made  by  the  home  health  agency,  both 
must  agree  not  to  charge  the  patient  for  covered  serv- 
ices and  items  and  must  also  agree  to  return  money 
incorrectly  collected. 

There  are  3  situations  in  which  a  home  health  agen- 
cy may  have  arrangements  with  another  health  or- 
ganization or  person  to  provide  home  health  services 
to  patients: 

1.  Where  an  agency  or  organization,  in  order  to 
be  approved  to  participate  in  the  program,  makes  ar- 
rangements with  another  agency  or  organization  to 
provide  the  nursing  or  other  therapeutic  services  which 
it  cannot  provide  directly. 

2.  Where  an  agency  or  organization,  which  is 
already  approved  for  participation,  makes  arrange- 
ments with  others  to  provide  services  it  does  not  pro- 
vide. 
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3.  Where  an  agency  or  organization,  which  is 
already  approved  for  participation,  makes  arrange- 
ments with  a  hospital,  extended  care  facility,  or  re- 
habilitation center  for  services  on  an  outpatient  basis 
because  the  services  involve  the  use  of  equipment 
which  cannot  be  made  available  to  the  patient  in  his 
place  of  residence. 

B.  If  an  agency's  subdivision  (acting  in  its  ca- 
pacity as  a  home  health  agency)  makes  an  arrange- 
ment with  its  parent  agency  for  the  provision  of  these 
items  and/or  services  there  need  not  be  a  contract  or 
formal  agreement.  If,  however,  the  arrangement  is 
made  between  the  home  health  agency  and  another 
provider  participating  in  the  health  insurance  program 
(hospital,  extended  care  facility,  or  home  health 
agency),  there  must  be  a  written  statement  regarding 
the  services  to  be  provided  and  the  financial  arrange- 
ments. 

C.  If  the  arrangements  are  with  an  agency  or 
organization  which  is  not  a  qualified  provider  of 
services,  there  must  be  a  written  contract  which  in- 
cludes all  of  the  following: 

1.  A  description  of  the  services  to  be  provided. 

2.  The  duration  of  the  agreement  and  how  fre- 
quently it  is  to  be  reviewed. 

3.  A  description  of  how  personnel  will  be  super- 
vised. 

4.  A  statement  that  the  contracting  organization 
will  provide  its  services  in  accordance  with  the  plan  of 
treatment  established  by  the  patient's  physician  in  con- 
junction with  the  home  health  agency's  staff. 

5.  A  description  of  the  contracting  organization's 
standards  for  personnel,  including  qualifications,  func- 
tions, supervision,  and  inservice  training. 

6.  A  description  of  the  method  of  determining 
reasonable  costs  and  reimbursements  by  the  home 
health  agency  for  the  specific  services  to  be  provided 
by  the  contracting  organization. 

7.  An  assurance  that  the  contracting  organization 
will  comply  with  Title  VI  of  the  Civil  Rights  Act. 

200.3  Rehabilitation  Centers. — When  the  serv- 
ices are  of  such  a  nature  that  they  cannot  be  adminis- 
tered at  the  patient's  residence  and  are  administered  at 
a  rehabilitation  center  which  is  not  participating  in  the 
program  as  a  hospital,  extended  care  facility,  or  home 
health  agency,  the  rehabilitation  center  must  meet  cer- 
tain standards.  The  physical  plant  and  equipment  of 
such  a  rehabilitation  center  must  meet  all  applicable 
State  and  local  legal  requirements  for  construction, 
safety,  health,  and  design,  including  safety,  sanitation 
and  fire  regulations,  building  codes,  and  ordinances. 


205.  COVERED  HOME  HEALTH  SERVICES 

A  patient  may  be  eligible  for  home  health  service 
under  both  hospital  insurance  and  supplementary  med- 
ical insurance.  All  services  furnished  by  a  home  health 
agency,  whether  provided  directly  by  the  home  health 
agency  or  under  arrangements  with  others,  must  be 
furnished  by  or  under  the  supervision  of  qualified 
personnel.  The  salaries  of  home  health  agency  pef^ 
sonnel  employed  to  assist  in  the  overall  operation  of 
the  program,  such  as  psychologists,  inhalation  thera- 
pists, and  nutrition  personnel,  are  includable  in  com- 
puting the  agency's  reimbursable  costs.  However, 
payment  may  not  be  made  for  individual  visits  by 
such  personnel  to  a  beneficiary's  home,  and  if  such  a 
visit  is  made,  it  would  not  count  against  the  benefi- 
ciary's "visit"  limitation.   | 

The  following  sections  discuss  covered  home  health 
services  under  both  programs  when  provided  by  the 
home  health  agency,  or  by  others  under  arrangements 
with  the  home  health  agency. 

205.1     Nursing  care  is  covered  when  provided  on 
a  part-time  or  intermittent  basis. 

A.  Registered  and  Practical  Nurses. — Nursing 
care  is  professional  nursing  service  provided  by  a 
registered  professional  nurse  in  accordance  with  a 
physician's  orders,  or  the  practical  nursing  service 
provided  by  either  a  licensed  practical  or  licensed"  I 
vocational  nurse  (these  terms  may  be  used  inter- 
changeably) working  under  the  supervision  of  a_J 
registered  professional  nurse.  (See  "Conditions  of 
Participation  for  Home  Health  Agencies"  for  qualifi- 
cations required  for  nurses. ) 

B.  Student  Nurses. — If  a  home  health  agency  | 
participating  in  the  training  of  student  nurses  as- 
signs a  student  nurse  to  provide  nursing  services  in  the 
patient's  home,  the  costs  of  her  services  are  reimburs- 
able if  the  following  conditions  are  met: 

1.  The  student  nurse  is  enrolled  in  a  diploma  or 
baccalaureate  degree  program  approved  by  the  Na- 
tional League  for  Nursing  (a  registered  professional 
nurse  receiving  additional  training  is  not  considered  a 
student  nurse)  ;  and 

2.  The  student  nurse's  services  are  "skilled  nurs- 
ing services"  as  defined  in  the  "Conditions  of  Partici- 
pation for  Home  Health  Agencies"  except  when  the 
lack  of  a  license  limits  her  activities;  and 

3.  Her  services  are  performed  under  the  super- 
vision of  a  registered  professional  nurse  who  is  either 
an  employee  of  the  home  health  agency  or  the  school 
of  nursing  in  which  the  student  is  enrolled.  The 
supervising  nurse  need  not  accompany  the  student  on 
each  visit.    (See  §  218.2  for  counting  of  visits  when 
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the  supervisor  accompanies  the  student  on  a  visit.) 

rC.    Part-Time  or  Intermittent  Services. — Part-time  or  intermittent 
service  of  professional  personnel  and  home  health  aides  is  usually 
service  for  a  few  hours  a  day  several  times  a  week.  Occasionally, 
more  service,  i.e.,  8  hours,  may  be  provided  for  a  limited  period 
when  the  physician  recommends  and,  when  because  of  unusual  circum- 
stances, neither  the  alternative  of  part-time  care  nor  institutional- 
ization is  feasible. 

Services  of  professional  staff  usually  are  provided  less  frequently 
and  for  shorter  periods  of  time  than  are  the  services  of  home  health 
aides.    For  physical,  speech,  and  occupational  therapists  and  medical 
social  workers,  visits  ordinarily  should  not  exceed  1  hour. 

Home  health  aide  visits  usually  will  be  provided  two  or  three  times 
a  week  for  several  hours.    Thus  most  agencies  average  20  hours  or 
less  a  week  for  the  Medicare  case  load.    This  average  reflects  the 
planning  and  flexibility  needed  to  provide  up  to  8  hours  a  day,  5  days 
a  week  for  the  few  very  ill  patients  who  need  extensive  care  and  have 
no  family  member  present  during  the  day. 

In  recognition  of  the  span  of  normal  practice  followed  in  home  care, 
reimbursement  may  ordinarily  be  made  for  up  to  100  hours  a  month  of 
home  health  aide  service  assuming  no  question  exists  regarding  the 
coverage  status  of  such  services.    By  the  same  token,  on  an  inter- 
mittent basis,  service  for  up  to  8  hours  a  day,  5  days  a  week  may  be 
provided  when  medically  necessary  due  to  unusual  circumstances,  e.g., 
the  patient  has  just  returned  from  the  hospital  and  must  be  oriented, 
along  with  his  family,  to  various  aspects  of  home  care;  the  patient's 
condition  is  terminal;  or  he  has  suffered  a  relapse  which  while 
requiring  more  intensive  care  either  does  not  necessitate  institu- 

Ltionalization  or  institutionalization  cannot  immediately  be  arranged. 
The  agency  will  need  to  explain  for  patients  having  service  exceeding 
a  rate  of  100  hours  per  month,  why  this  amount  of  care  was  required. 

205.2   Physical.  Speech,  and  Occupational  Therapy. — Physical,  speech, 
and  occupational  therapy  furnished  by  the  home  health  agency  is  covered 
when  provided  in  accordance  with  a  physician's  orders  and  by  or  under 
the  supervision  of  a  qualified  therapist. 
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The  cost  of  the  services  of  aides  and  other  personnel  providing 
supplementary  services  is  covered  when  such  an  aide  or  other  person 
is  trained  and  supervised  by  appropriate  professional  personnel. 

205.3    Medical  Social  Services. — These  services  must  be  under  the 
direction  of  a  physician  and  must  be  given  by  or  under  the  supervision 
of  a  qualified  medical  or  psychiatric  social  worker. 

r205.4-    Services  of  a  Home  Health  Aide. — The  primary  function  of  a 
home  health  aide  is  the  personal  care  of  a  patient.    The  services  of 
a  home  health  aide  are  given  under  the  supervision  of  a  registered 
professional  nurse,  and  if  appropriate,  a  physical,  speech,  or  occu- 
pational therapist.    The  assignment  of  a  home  health  aide  to  a  particular 
case  must  be  made  in  accordance  with  a  written  plan  of  treatment 
established  by  a  physician  which  indicates  the  patient's  need  for 
personal  care  services.    The  specific  personal  care  services  to  be 
provided  by  the  home  health  aide  must  be  determined  by  a  registered 
professional  nurse  and  not  by  the  home  health  aide. 

Personal  care  duties  which  may  be  performed  by  a  home  health  aide 
include  assistance  in  the  activities  of  daily  living,  e.g.,  helping 
the  patient  to  bathe,  to  get  in  and  out  of  bed,  to  care  for  his  hair 
and  teeth,  to  exercise,  and  to  take  medications  specifically  ordered 
by  a  physician  which  are  ordinarily  self -administered,  and  retraining 
the  patient  in  necessary  self-help  skills. 

While  the  primary  need  of  the  patient  for  home  health  aide  services 
furnished  in  the  course  of  a  particular  visit  may  be  for  personal  care 
services  furnished  by  the  aide,  the  home  health  aide  may  also  perform 
certain  household  services  which  are  designated  to  the  home  health  aide 
in  order  to  prevent  or  postpone  the  patient's  institutionalization. 
These  services  may  include  keeping  a  safe  environment  in  areas  of  the 
home  used  by  the  patient,  e.g.,  changing  the  bed,  light  cleaning,  re- 
arrangements to  assure  that  the  beneficiary  can  safely  reach  necessary 
supplies  or  medication,  laundering  essential  to  the  comfort  and  clean- 
liness of  the  patient,  etc.,  seeing  to  it  that  the  nutritional  needs 
(which  may  include  the  purchase  of  food  and  assistance  in  the  preparation 
of  meals)  of  the  patient  are  met,  and  washing  utensils  used  in  the  course 
of  the  visit.    If  these  household  services  are  incidental  and  do  not 
substantially  increase  the  time  spent  by  the  home  health  aide,  the  cost 
of  the  entire  visit  would  be  reimbursable.    Housekeeping  services  which 
would  materially  increase  the  amount  of  time  required  to  be  spent  by 
the  home  health  aide  to  make  the  visit  above  the  amount  of  time  neces- 
sitated by  care  for  the  patient  are  not  reimbursable.    Where  another 
member  of  the  household  is  an  equally  aged  and  feeble  or  ill  person, 
e.g.,  an  aged  spouse  or  parent  of  the  beneficiary,  certain  services 
performed  by  the  home  health  aide  may  be  advantageous  to  both  members 
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rot  the  household  but  would  nevertheless  be  reimbursable  if  the  amount 

of  time  spent  by  the  aide  is  not  materially  increased  in  order  to 
|  serve  the  nonbeneficiary  member. 

The  discussion  of  part-time  or  intermittent  services  in  §  205.1 C  is 
also  applicable  to  home  health  aides. 

205.5  Medical  Supplies  (Except  for  Drugs  and  Biologicals)  and  the  Use 
of  Medical  Appliances. — Medical  supplies  are  items  which  are  essential 
to  enable  the  home  health  agency  to  carry  out  effectively  in  the  home 
the  kinds  of  care  which  the  physician  has  ordered.    Medical  supplies 
include  (but  are  not  limited  to)  gauze,  cotton,  adhesive  bandage, 
surgical  dressings,  catheters,  surgical  gloves,  rubbing  alcohol, 
irrigating  solutions,  intravenous  fluids,  and  oxygen. 

Medical  appliances  are  items  owned  or  rented  by  the  home  health  agency 
and  loaned  to  the  patient  to  facilitate  his  treatment  and  rehabilita- 
tion.   They  include,  but  are  not  limited  to,  such  items  as  bedpans, 
wheelchairs,  crutches,  hospital  beds,  trapeze  bars,  oxygen  tents, 
intermittent  positive  pressure  machines,  and  air  pressure  mattresses. 

Drugs  and  biologicals  are  excluded  from  coverage  as  items  or  services 
administered  by  home  health  agencies,  under  either  hospital  insurance 
or  medical  insurance.    They  may,  in  certain  cases,  be  covered  under 
medical  insurance    when  administered  by  a  physician  as  a  part  of  his 
professional  services  and  are  not  capable  of  being  self-administered. 

205.6  Services  of  Interns  and  Residents. — Home  health  services  in- 
clude the  medical  services  of  interns  and  residents-in-training  under 
an  approved  hospital  teaching  program  (if  the  agency  has  an  affiliation 
with  or  is  under  common  control  of  a  hospital  providing  such  medical 
services) .    "Approved"  means  approved  by  the  Council  on  Medical  Edu- 
cation of  the  American  Medical  Association,  or  in  the  case  of  an 
osteopathic  hospital,  the  Committee  on  Hospitals  of  the  Bureau  of 
Professional  Education  of  the  American  Osteopathic  Association,  and, 

in  the  case  of  an  intern  or  resident-in-training  in  the  field  of 
dentistry,  approved  by  the  Council  on  Dental  Education  of  the  American 
Dental  Association.    Reimbursement  is  provided  under  Part  B  for  the 
services  other  hospital  interns  and  residents  furnish  to  beneficiaries 
receiving  home  health  services. 

205.7  Outpatient  Services. — Outpatient  services  include  any  of  the 
items  or  services  described  above  which  are  provided  under  arrange- 
ments on  an  outpatient  basis  at  a  hospital,  extended  care  facility, 
rehabilitation  center,  or  outpatient  department  affiliated  with  a 
mediceJL  school,  and  (l)  which  require  equipment  which  cannot  readily 
be  made  available  at  the  patient's  place  of  residence  or  (2)  which 
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are  furnished  while  he  is  at  the  facility  to  receive  the  services 
described  in  (1).    The  hospital,  extended  care  facility,  or  outpatient 
department  affiliated  with  a  medical  school  must  all  be  qualified  pro- 
viders of  services.    However,  there  are  special  provisions  for  the  use 
of  the  facilities  of  rehabilitation  centers  (see  §  200.3).    The  cost 
of  transporting  an  individual  to  a  facility  cannot  be  reimbursed  as 
a  home  health  service. 

208.    CONDITIONS  FOR  COVERAGE  FOR  HOME  HEALTH  SERVICES  UNDER  BOTH 
HOSPITAL  AND  MEDICAL  INSURANCE 

208.1  Patient  Must  be  Under  Care  of  a  Physician. — Items  and  services 
must  be  furnished  to  an  individual  who  is  under  the  care  of  a  physi- 
cian.   This  physician  may  be  the  patient's  private  physician;  or,  a 
physician  on  the  staff  of  the  home  health  agency;  or,  a  physician 
working  under  an  arrangement  with  the  institution  which  is  the  patient's 
residence;  or  if  the  agency  is  hospital-based,  a  physician  on  the 
hospital  or  agency  staff.    The  attending  physician  establishes  the 

plan  of  treatment  and  also  certifies  to  the  necessity  for  home  health 
services. 

208.2  Services  Furnished  by  Agency. — Items  and  services  must  be 
furnished  by  a  participating  home  health  agency  or  by  others  under 
arrangements  made  by  the  agency.     (See  §  200.2  for  definition  of 
"under  arrangements.") 

208.3  Services  Furnished  Under  a  Plan.- — Items  and  services  must  be 
furnished  under  a  plan  established  and  periodically  reviewed  by  a 
physician  and  which  relates  the  items  and  services  to  the  patient's 
condition.    A  plan  must  be  reduced  to  writing  by  the  physician  and  be 
made  available  to  the  home  health  agency  which  has  accepted  the  patient 
as  a  client.     (See  §  210.3  for  coverage  of  Part  A  services  rendered 
before  the  plan  is  reduced  to  writing.)    Part  B  home  health  services 
furnished  before  the  plan  is  reduced  to  writing  are  covered  if  author- 
ized by  a  physician.    However,  the  plan  is  to  be  reduced  to  writing 
prior  to  the  submission  of  the  bill.    The  plan  should  specify  the  types 
of  services  required  and  should,  as  far  as  possible,  provide  a  long- 
range  forecast  of  likely  changes  in  the  patient's  condition.    It  should 
include  the  diagnosis  and  a  description  of  the  patient's  functional 
limitation  resulting  from  the  illness  or  injury,  the  type  and  frequency 
of  nursing  services  needed,  drugs  and  medications,  special  diets, 
activities  permitted,  rehabilitation  and  therapy  services,  medical 
social  services,  home  health  aide  services,  and  the  medical  supplies 
and  appliances  necessary. 

The  plan  is  signed  by  the  attending  physician  and  incorporated  into 
the  agency's  permanent  record  for  the  patient.    Any  changes  should  be 
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made  in  writing  and  signed  by  the  physician  or  by  a  registered  pro- 
fessional nurse  on  the  staff  of  the  agency  pursuant  to  the  physician's 
oral  orders.    All  changes  in  orders  for  dangerous  drugs  and  narcotics 
must  be  signed  by  the  physician. 

The  plan  must  be  reviewed  by  the  attending  physician,  in  consultation 
with  agency  professional  personnel,  at  such  intervals  as  the  severity 
of  the  patient's  illness  requires  but  at  least  every  2  months.  Each 
review  of  a  patient's  plan  should  contain  the  initials  of  the  physician 
and  show  the  date  performed.    The  agency's  record  need  not  be  forwarded 
to  the  intermediary  for  review  but  will  be  retained  in  the  agency' s 
file. 

When  an  individual  has  coverage  under  both  Part  A  and  Part  B,  home 
health  plans  under  both  parts  should  not  operate  concurrently.  For 
example,  a  plan  of  treatment  is  established  after  hospitalization  for 
a  condition  for  which  the  patient  was  hospitalized,  and  the  patient 
later  requires  home  health  services  for  a  condition  unrelated  to  the 
previous  hospitalization  but  while  the  original  plan  of  treatment  is 
still  in  effect.    The  original  plan  of  treatment  should  be  modified 
to  take  into  account  the  required  home  health  services  for  the  con- 
dition not  related  to  previous  hospitalization.    Otherwise,  there  would 
be  administrative  difficulties  in  counting  home  health  visits,  par- 
ticularly if  two  home  health  agencies  become  involved.    Of  course,  if 
the  patient  does  not  have  Part  B  coverage,  the  original  plan  of 
treatment  cannot  be  modified  to  provide  home  health  services  not 
related  to  prior  hospitalization. 

When  benefits  under  hospital  insurance  have  been  exhausted  and  a  change 
to  benefits  under  medical  insurance  is  made,  it  is  not  necessary  for 
the  physician  to  change  the  plan  of  treatment. 

208.4    Patient  Confined  to  His  Home. — In  order  for  a  beneficiary  to 
be  eligible  to  receive  covered  home  health  services  under  both  Part  A 
and  Part  B,  the  law  requires  that  a  physician  certify  in  all  cases 
that  the  beneficiary  is  confined  to  his  home  (see  §  240.1).    An  indi- 
vidual does  not  have  to  be  bedridden  to  be  considered  as  confined  to 

rhis  home.    However,  the  condition  of  these  patients  should  be  such 
that  there  exists  a  normal  inability  to  leave  home  and,  consequently, 
leaving  their  homes  would  require  a  considerable  and  taxing  effort. 
If  the  patient  does  in  fact  leave  the  home,  the  patient  may  neverthe- 
less be  considered  homebound  if  the  absences  from  the  home  are  infre- 
quent or  for  periods  of  relatively  short  duration.    It  is  expected 
that  in  most  instances  absences  from  the  home  which  occur  will  be  for 

Lthe  purpose  of  receiving  medical  treatment.    However,  occasional 
absences  from  the  home  for  nonmedical  purposes,  e.g.,  an  occasional 
trip  to  the  barber,  a  walk  around  the  block  or  a  drive,  would  not 
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r necessitate  a  finding  that  the  individual  is  not  homebound  so  long 
as  they  are  undertaken  on  an  infrequent  basis  or  are  of  relatively 
short  duration  and  do  not  indicate  that  the  patient  has  the  capacity 
to  obtain  the  health  care  provided  outside  rather  than  in  the  home. 

Generally  speaking,  a  beneficiary  will  be  considered  to  be  homebound 
if  he  has  a  condition  due  to  an  illness  or  injury  which  restricts  his 
ability  to  leave  his  place  of  residence  except  with  the  aid  of  support- 
ive devices  such  as  crutches,  canes,  wheelchairs,  and  walkers,  the 
use  of  special  transportation,  or  the  assistance  of  another  person 
or  if  he  has  a  condition  which  is  such  that  leaving  his  home  is 
medically  contraindicated.    Some  examples  of  homebound  patients  which 
are  also  illustrative  of  the  factors  to  be  taken  into  account  in 
determining  whether  a  homebound  condition  exists  would  be:     (1)  a 
beneficiary  paralyzed  from  a  stroke  who  is  confined  to  a  wheelchair 
or  who  requires  the  aid  of  crutches  in  order  to  walk;  (2)  a  bene- 
ficiary who  is  blind  or  senile  and,  therefore,  requires  the  assistance 
of  another  person  in  leaving  his  place  of  residence;  (3)  a  beneficiary 
who  has  lost  the  use  of  his  upper  extremities  and,  therefore,  is  unable 
to  open  doors,  use  handrails  on  stairways,  etc.,  and,  therefore,  re- 
quires the  assistance  of  another  individual  in  leaving  his  place  of 
residence;  (4-)  a  patient  who  has  just  returned  from  a  hospital  stay 
involving  surgery  who  may  be  suffering  from  resultant  weakness  and 
pain  and,  therefore,  his  actions  may  be  restricted  by  his  physician 
to  certain  specified  and  limited  activities  such  as  getting  out  of 
bed  only  for  a  specified  period  of  time,  walking  stairs  only  once  a 
day,  etc.;  and  (5)  a  patient  with  arteriosclerotic  heart  disease  of 
such  severity  that  he  must  avoid  all  stress  and  physical  activity. 

The  aged  person  who  does  not  often  travel  from  his  home  because  of 
feebleness  and  insecurity  brought  on  by  advanced  age  would  not  be 
considered  confined  to  his  home  for  purposes  of  receiving  home  health 
services  unless'  he  meets  one  of  the  above  conditions.    A  patient  who 
requires  speech  therapy  but  does  not  require  physical  therapy  or 
nursing  services  must  also  meet  one  of  the  above  conditions  in  order 
to  be  considered  as  confined  to  his  home.    Thus,  a  person  who  has 
undergone  a  laryngectomy  yet  is  recovered  to  the  point  of  being 
able  to  get  about  normally  without  undue  effort  would  not  be  con- 
sidered as  confined  to  his  home. 

Although  a  patient  must  be  confined  to  his  home  to  be  eligible  for 
covered  home  health  services,  some  services  cannot  be  provided  at 
the  patient's  residence  because  equipment  is  required  which  cannot 
be  made  available  there.    If  the  services  required  by  an  individual 

L involve  the  use  of  such  equipment,  the  home  health  agency  may  make 
arrangements  with  a  hospital,  extended  care  facility,  or  a  rehabili- 
tation center  to  provide  these  services  on  an  outpatient  basis 


I6d 


Rev.  7 


5-68 


COVERAGE  OF  HOME  HEALTH  SERVICES 


r(see  §§  200.2  and  205.7).    However,  even  in  these  situations,  for 
the  services  to  be  covered  as  home  health  services  the  patient  must 
be  considered  as  confined  to  his  home;  and  to  receive  such  outpatient 
services  it  may  be  expected  that  a  homebound  patient  will  generally 
require  the  use  of  supportive  devices,  special  transportation,  or 
the  assistance  of  another  person  to  travel  to  the  appropriate  facility. 

If  for  any  reason  a  question  is  raised  as  to  whether  an  individual 
is  confined  to  his  home,  the  agency  will  be  requested  to  furnish  the 
intermediary  with  the  information  necessary  to  establish  that  the 
_beneficiary  is  homebound  as  defined  above. 

208.5    Patient's  Place  of  Residence. — A  patient's  residence  is 
wherever  he  makes  his  home.    This  may  be  his  own  dwelling,  an  apart- 
ment, a  relative's  home,  a  home  for  the  aged,  or  some  other  type  of 
institution.    However,  an  institution  may  not  be  considered  a 
patient's  residence  if  it: 

(a)  Meets  at  least  the  basic  requirement  in  the  definition  of  a 
hospital  (§  112.1),  i.e.,  it  is  primarily  engaged  in  providing  by  or 
under  the  supervision  of  physicians,  to  inpatients,  diagnostic  and 
therapeutic  services  for  medical  diagnosis,  treatment,  and  care  of 
injured,  disabled,  or  sick  persons,  or  rehabilitation  services  for 
the  rehabilitation  of  injured,  disabled,  or  sick  persons,  or 

(b)  Meets  at  least  the  basic  requirement  in  the  definition  of 
an  extended  care  facility  (§  112.2),  i.e.,  it  is  primarily  engaged 
in  providing  to  inpatients  skilled  nursing  care  and  related  services 
for  patients  who  require  medical  or  nursing  care,  or  rehabilitation 
services  for  the  rehabilitation  of  injured,  disabled,  or  sick  persons. 
If  a  patient  is  transferred  from  a  participating  extended  care 
facility  to  a  nonparticipating  part  of  the  facility  which  he  uses 

as  his  home,  the  part  will  not  be  considered  the  patient's  residence 
if  it  meets  this  requirement. 

Thus,  if  an  individual  is  a  patient  in  an  institution  or  distinct 
part  of  an  institution  which  provides  the  services  described  in  (a) 
or  (b)  above,  he  is  not  entitled  to  have  payment  made  for  home  health 
services  under  either  Part  A  or  Part  B  since  such  an  institution  may 
not  be  considered  his  residence. 

When  a  patient  remains  in  a  participating  extended  care  facility 
following  his  discharge  from  active  care,  the  facility  may  not  be 
considered  his  residence  for  purposes  of  home  health  coverage. 
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210.    SPECIAL  CONDITIONS  FOR  COVERAGE  OF  HOME  HEALTH  SERVICES  UNDER 
HOSPITAL  INSURANCE  (PART  A) 

In  addition  to  the  conditions  listed  in  §  208,  the  following  con- 
ditions must  be  met  for  coverage  under  hospital  insurance. 

210.1  Effect  of  Spell  of  Illness  on  Coverage. — Hospital  insurance 
coverage  extends  only  to  home  health  visits  (100  or  less)  furnished 
after  the  beginning  of  one  spell  of  illness  and  before  the  beginning 
of  the  next. 

The  controlling  event  is  the  beginning  of  the  spell  of  illness.  Thus, 
the  spell  of  illness  requirement  is  satisfied  if,  when  the  home  health 
services  are  furnished,  the  patient  is  either  in  a  spell  of  illness, 
or  has  ended  a  spell  of  illness  and  not  begun  a  new  one.    A  series  of 
visits  ends  with  the  beginning  of  a  new  spell  of  illness.     (See  §  112.3 
for  the  definition  of  spell  of  illness  and  the  examples  in  §  210.2  for 
the  interrelationship  of  the  spell  of  illness  and  the  prior  stay  re- 
quirements.) 

210.2  Prior  Inpatient  Stay. — In  addition  to  the  spell  of  illness 
requirement,  the  law  further  specifies  that  a  patient  is  entitled  to 
these  home  health  visits  under  hospital  insurance  in  the  year  following 
his  most  recent  discharge  from  a  covered  stay  of  any  duration  in  an 
extended  care  facility  or  from  a  stay  of  at  least  3  consecutive  days 
in: 

1 .  a  participating  hospital,  psychiatric  hospital  or  tubercu- 
losis hospital;  or 

2.  a  participating  distinct  part  of  a  psychiatric  or  tubercu- 
losis hospital;  or 

3.  a  nonparticipating  hospital,  psychiatric  hospital,  or  tubercu- 
losis hospital  which  meets  at  least  the  following  requirements: 

A.  provides  24--hour  nursing  service  rendered  or  supervised 

by  a  registered  professional  nurse  and  has  a  licensed  practical 
nurse  or  registered  professional  nurse  on  duty  at  all  times 
(§  112. 1E);  and 

B.  where  licensing  of  hospitals  is  provided  for  under  State  or 
local  law,  is  licensed  or  approved  by  the  State  or  local  licensing 
agency  as  meeting  the  standards  established  for  such  licensing 

(§  112.1G);  and 

C.  is  primarily  engaged  in  providing  to  inpatients,  by  or  under 
the  supervision  of  doctors  of  medicine  or  osteopathy: 
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(1)  diagnostic  and  therapeutic  services  for  medical 
diagnosis,  treatment  and  care  of  injured,  disabled,  or 
sick  persons  (§  112.1A.1),  or 

(2)  rehabilitation  services  for  the  rehabilitation  of 
injured,  disabled,  or  sick  persons  (§  112. 1A. 2);  and 

D.    is  not  primarily  engaged  in  providing  to  inpatients  skilled 
nursing  care  and  related  services  for  patients  who  require 
medical  or  nursing  care.     (See  definition  of  an  extended  care 
facility  in  §  112.2.) 

Nonparticipating  psychiatric  and  tuberculosis  hospitals  need 
not  meet  the  special  requirements  applicable  to  such  hospitals 
to  satisfy  the  prior  stay  requirements.    Federal  hospitals 
need  not  be  licensed  under  State  or  local  licensing  laws  to 
meet  the  prior  stay  hospital  definition. 

NOTE:    Where  the  coverage  of  Part  A  home  health  services  is 

dependent  upon  a  nonparticipating  hospital,  psychiatric 
hospital,  or  tuberculosis  hospital  stay  from  which  a 
patient  was  discharged  prior  to  January  1,  1968,  the 
following  applies:    the  hospital  must  meet  at  least  the 
conditions  of  participation  for  hospitals  described  in 
§  112.1  except  requirements  F,  H,  and  I  (the  special 
requirements  for  tuberculosis  and  psychiatric  hospitals 
need  not  be  met) . 
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In  determining  whether  the  3-day  period  of  hospitali- 
zation has  been  met,  the  day  of  admission,  but  not 
the  day  of  discharge,  is  counted  as  a  hospital  in- 
patient day. 

The  discharge  from  the  hospital  which  is  required 
to  qualify  home  health  services  for  payment  under  hos- 
pital insurance  must  have  occurred  after  June  30,  1966, 
and  in  a  month  in  which  the  patient  has  attained  age  65. 
Since  the  extended  care  facility  discharge  must  be  from 
a  covered  stay,  it  must  have  occurred  after  December 
31,  1966.  There  must  be  an  actual  discharge  of  the 
patient  from  the  hospital  or  extended  care  facility  to  his 
residence.  See  §  208.5  for  conditions  under  which  an 
institution  may  not  be  considered  the  patient's 
residence. 

Note:  Ordinarily  the  spell  of  illness  and  prior 
inpatient  stay  requirements  will  be  met  by  the 
same  3-day  stay  in  a  participating  hospital. 
However,  there  are  special  situations  where 
multiple  inpatient  stays  combine  to  satisfy 
both  requirements. 

Example  I:  A  covered  1-day  hospital  stay  began  a 
spell  of  illness  but  did  not  satisfy  the  prior  stay  re- 
quirement. A  subsequent  noncovered  stay  of  at  least 
3  days'  duration  in  a  nonparticipating  hospital  de- 
scribed above  could  satisfy  the  prior  inpatient  stay 
requirement  even  though  it  would  not  start  a  spell  of 
illness.  The  3-day  stay  may  occur,  for  example,  within 
60  days  after  the  1-day  hospital  stay,  i.e.,  during  the 
spell  of  illness,  or  more  than  60  days  after  the  1-day 
hospital  stay,  i.e.,  after  the  spell  of  illness  ended. 

Example  2:  A  noncovered  3-day  hospital  stay  in  a 
nonparticipating  hospital  described  above  satisfies 
the  prior  stay  requirement.  A  subsequent  1-day 
stay  in  a  participating  hospital  starts  the  spell  of 
illness. 

See  §  210.3  for  time  limit  on  plan  establishment 
following  discharge  from  prior  stay. 

The  following  are  examples  of  situations  where  a 
single  inpatient  stay  satisfies  both  requirements. 

Example  3:  A  noncovered  3-day  hospital  stay  in  a 
nonparticipating  hospital  described  above,  is  fol- 
lowed within  14  days  by  a  1-day  covered  extended 


care  facility  stay.  In  this  case,  the  3-day  hospital  stay 
satisfies  the  prior  stay  requirement  for  coverage  of  the 
ECF  stay  (§  110.3).  The  1-day  ECF  stay  begins  the 
spell  of  illness  and  satisfies  the  prior  stay  requirement 
for  subsequent  home  health  services. 

Example  4:  A  noncovered  3-day  stay  in  a  qualified 
but  nonparticipating  hospital  (§  112.3)  satisfies  both 
the  spell  of  illness  and  prior  stay  requirements. 

See  additional  examples  in  §  215.3. 

210.3  Fourteen-Day  Limit  on  Plan  Establish- 
ment.— The  plan  for  home  health  services  (§208.3) 
must  be  established  within  14  days  after  the  patient's 
discharge  from  the  qualifying  prior  inpatient  stay.  In 
determining  the  14-day  period,  the  day  of  discharge 
is  not  counted  in  the  14  days.  For  example,  a  patient's 
plan  is  established  within  14  days  if  he  was  discharged 
from  a  hospital  on  August  1  and  his  plan  was  estab- 
lished on  August  15. 

In  some  cases  services  are  furnished  after  discharge 
from  the  hospital  or  extended  care  facility  and  before 
the  plan  has  been  reduced  to  writing.  Payment  under 
Part  A  may  be  made  for  such  services  if  authorized  by 
a  physician,  provided  the  plan  is  reduced  to  writing 
within  14  days  of  the  patient's  discharge. 

210.4  Related  Illness  or  Impairment. — In  order 

for  home  health  services  to  be  covered  under  hospital 
insurance,  a  doctor  must  certify  that  the  patient  needs 
intermittent  nursing  care  or  physical  or  speech  therapy 
for  any  condition  for  which  he  was  receiving  inpatient 
hospital  or  extended  care  services. 

210.5  Transfer  of  Patient. — If  it  becomes  neces- 
sary for  the  patient  to  transfer  to  a  different  physician 
or  home  health  agency  (in  a  different  locality)  after 
the  timely  establishment  of  the  required  physician's 
plan,  the  original  plan  may  be  continued  in  the  new 
locality  if: 

A.  There  is  a  referral  by  the  patient's  physician  in 
the  old  locality  of  both  the  patient  and  the  plan  to  a 
physician  in  the  new  locality. 

B.  The  patient's  physician  in  the  new  locality  accepts 
the  original  plan  of  treatment  and  assumes  the  respon- 
sibility of  conducting  the  required  periodic  reviews  of 
the  plan.  The  plan  could  be  modified  from  time  to 
time  as  determined  necessary  by  the  patient's  physi- 
cian in  the  new  locality. 

C.  A  participating  home  health  agency  in  the  new 
locality  accepts  the  patient. 

The  number  of  posthospital  home  health  visits  al- 
ready used  in  the  old  locality  in  the  (applicable)  year 
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would  be  taken  into  account  in  determining  when  the 
limit  of  100  visits  under  the  hospital  plan  is  reached. 

Example:  A  health  insurance  beneficiary  has  re- 
ceived 40  home  health  visits  under  Part  A  when  it  is 
decided  that  his  overall  recovery  would  be  hastened  if 
he  moved  to  a  relative's  home  in  a  city  100  miles  away. 
However,  the  physician  who  established  and  is  review- 
ing his  home  health  plan  recommends  that  the  physical 
therapy  treatments  he  has  been  receiving  be  continued. 
A  physician  in  the  distant  city  concurs  and  agrees  to 
take  responsibility  for  continuance  of  the  plan.  When 
the  patient  moves,  the  plan  is  submitted  to  a  home 
health  agency  in  that  city  and  services  continue  as  be- 
fore. The  patient  is  entitled  to  the  remaining  60  home 
health  visits  in  the  applicable  year  under  Part  A  at  his 
new  residence. 

212.  SPECIAL  CONDITIONS  FOR  COVERAGE 
OF  HOME  HEALTH  SERVICES  UNDER 
SUPPLEMENTARY  MEDICAL  INSUR- 
ANCE (PART  B) 

212.1  Non-Eligibility  Under  Hospital  Insur- 
ance.— For  home  health  services  to  be  covered  under 
supplementary  medical  insurance,  the  patient  must  be 
currently  enrolled  in  the  medical  insurance  plan  and 
where  the  home  health  services  to  be  provided  are 
covered  under  hospital  insurance,  not  be  eligible  to 
receive  such  services  under  hospital  insurance.  Where 
a  patient  is  eligible  for  home  health  services  which  are 
covered  under  both  programs,  the  services  are  charge- 
able under  hospital  insurance.  When  the  benefits  pay- 
able under  hospital  insurance  are  exhausted,  he  may 
then  utilize  the  benefits  available  under  the  supple- 
mentary medical  insurance  program.  A  plan  covering 
services  under  the  medical  insurance  program  must  be 
established  by  the  physician,  and  must  be  reduced  to 
writing  before  the  agency  bills  for  the  services. 

Prior  inpatient  care  in  a  hospital  or  extended  care 
facility  is  not  required  for  coverage  of  home  health 
services  under  the  supplementary  medical  insurance 
plan. 

212.2  Change  to  Medical  Insurance  Home 
Health  Services  on  Change  of  Residence. — A 

patient  who  changes  residence  before  exhausting  his 
100  home  health  visits  under  hospital  insurance  can 
receive  further  home  health  services  only  under  the 
medical  insurance  program  if  there  is  no  further  eligi- 
bility for  home  health  services  under  the  hospital  in- 
surance plan.  This  might  occur,  for  example,  in  the 
following  situations: 


A.  The  physician  in  the  old  locality  terminates  the 
posthospital  home  health  plan,  or 

B.  There  is  no  physician  in  the  new  locality  who 
agrees  to  accept  both  the  patient  and  the  plan,  e.g.,  the 
new  physician  wants  to  establish  an  entirely  new  plan. 

For  coverage  under  medical  insurance  in  these  cir- 
cumstances, the  new  physician  must  establish  a  new 
plan. 

See  §  210.5  for  conditions  under  which  home  health 
services  under  hospital  insurance  may  continue  in  the 
new  locality. 

215.  DURATION  OF  HOME  HEALTH  SERV- 
ICES 

215.1  Duration  of  Home  Health  Services 
Under  Hospital  Insurance. — Under  hospital  insur- 
ance the  patient  is  entitled  to  up  to  100  visits  in  the 
1-year  period  after  the  most  recent  discharge  from  a 
qualifying  inpatient  stay  (§  210.2)  and  before  a  new 
spell  of  illness  begins  (§  210.1). 

If  before  a  series  of  home  health  visits  is  completed, 
a  patient  receives  inpatient  services  which  start  a  new 
spell  of  illness,  the  series  of  visits  is  terminated.  Both 
the  "prior  inpatient  stay"  (§  210.2)  and  "timely  estab- 
lishment of  plan"  (§  210.3)  requirements  must  be  met 
in  the  new  spell  of  illness  to  provide  coverage  for  a 
new  series  of  home  health  visits. 

If,  during  the  same  spell  of  illness,  the  home  health 
patient  returns  to  a  hospital  or  extended  care  facility 
for  a  stay  which  meets  the  prior-stay  requirement,  a 
new  1-year  period  for  his  Part  A  visits  is  established 
dating  from  his  latest  discharge.  The  total  number  of 
visits  available  before  the  next  spell  of  illness  begins 
remains  unchanged. 

In  rare  cases  a  home  health  patient  may  return  to  a 
hospital  for  a  stay  which  satisfies  the  prior-stay  re- 
quirement but  does  not  begin  a  new  spell  of  illness,  i.e., 
a  3-day  noncovered  stay  in  a  nonparticipating  hospital 
which  meets  all  the  conditions  of  participation  except 
for  the  utilization  review  and  health  and  safety  require- 
ments (see  §  112.1).  In  this  situation  a  new  1-year 
period  begins  with  the  discharge  and  the  number  of 
visits  remains  unchanged. 

The  end  of  the  year  for  hospital  insurance  purposes 
is  determined  as  follows: 

Count  365  days  (366  when  February  29  is  included) 
beginning  with  the  later  of  the  following: 

a.  The  date  of  discharge  after  June  30,  1966,  from 
a  3-day  stay  in  any  hospital,  or 
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b.  The  date  of  discharge  after  December  31,  1966, 
from  an  extended  care  facility  stay  for  which  post- 
hospital  extended  care  benefits  were  payable  on  the 
patient's  behalf. 

215.2  Duration  of  Home  Health  Services  Un- 
der Supplementary  Medical  Insurance. — Under 
supplementary  medical  insurance  a  patient  is  en- 
titled to  100  visits  in  a  calendar  year.  Entitlement  to 
visits  under  supplementary  medical  insurance  is  related 
to  the  calendar  year  and  is  unaffected  by  the  patient's 
spell  (s)  of  illness.  If  entitled  to  services  under  both 
hospital  insurance  and  supplementary  medical  insur- 
ance, the  visits  must  first  be  charged  against  the  hos- 
pital insurance. 

The  end  of  the  year  under  medical  insurance  is 
December  31. 

215.3  Examples  of  Duration  of  Services  Under 
Hospital  and  Medical  Insurance. 

Example  1:  Jones  is  hospitalized  on  February  10 
and  discharged  on  March  15,  1967;  he  has  no  other 
hospital  or  extended  care  facility  stay  in  1967  or  1968. 
He  has  100  home  health  visits  beginning  the  latter  part 
of  March  and  ending  on  February  20,  1968.  All  100 
visits  are  paid  for  under  hospital  insurance  since 
the  1-year  period  runs  from  March  15,  1967,  the  date 
of  the  hospital  discharge,  to  March  14,  1968.  Although 
Jones'  spell  of  illness  ended  on  May  13,  1967,  the  end 
of  the  60-day  period  beginning  with  the  day  of  the  hos- 
pital discharge,  home  health  eligibility  was  unaffected 
since  a  new  spell  of  illness  did  not  begin  subsequently. 

Example  2:  Robinson  was  an  inpatient  in  a  hos- 
pital four  times  during  the  same  spell  of  illness,  i.e., 
there  was  no  period  of  60  consecutive  days  during 
which  he  was  not  hospitalized.  He  was  discharged 
from  the  hospital,  which  meets  the  requirements  to 
qualify  subsequent  home  health  services  for  payment 
under  hospital  insurance,  on  March  15,  1967,  May  13, 
1967,  July  12,  1967,  and  September  9,  1967.  Each 
hospital  stay  was  for  at  least  3  consecutive  days  except 
the  last  one.  He  had  home  health  visits  beginning  with 
May  23,  1967,  based  on  a  plan  established  after  his 
hospital  discharge  of  May  13.  The  1-year  period  for 
home  health  services  under  hospital  insurance  be- 
gan May  13,  1967,  the  date  of  his  most  recent  dis- 
charge (in  relation  to  the  first  home  health  visit  in  the 
spell  of  illness)  from  a  hospital  after  a  stay  of  3  days; 
it  can  end  no  later  than  July  12,  1968,  1  year  after  the 
latest  discharge  from  a  hospital  stay  of  at  least  3  con- 


secutive days.  Thus,  in  some  situations,  the  "1-year 
period"  during  which  an  individual  may  have  up  to  100 
home  health  visits  may  in  fact  exceed  a  year  overall. 

Example  3:  Smith  is  hospitalized  on  February  10 
and  discharged  on  March  15.  He  reenters  the  hos- 
pital on  July  4.  He  had  30  home  health  visits  between 
March  15  and  July  4.  Since  he  had  been  out  of  the 
hospital  for  more  than  60  days  after  his  discharge  on 
March  15,  a  new  spell  of  illness  began  on  July  4,  when 
he  reentered  the  hospital.  Therefore,  he  is  not  entitled 
to  any  additional  home  health  visits  under  hospital 
insurance  based  on  his  February-March  hospital 
stay.  However,  an  additional  100  home  health  visits 
under  hospital  insurance  may  begin  based  on  his 
hospitalization  beginning  July  4,  if  he  is  confined  for 
at  least  3  days.  If  it  is  for  less  than  3  days,  he  will  not 
qualify  for  home  health  visits  under  hospital  insurance 
in  the  new  spell  of  illness.  However,  if  he  is  enrolled  in 
the  supplementary  medical  insurance  program  he  is 
entitled  to  an  additional  100  visits  under  Part  B 
through  December  31,  subject  to  the  deductible 
provisions. 

Example  4:  Brown  is  discharged  from  a  hospital 
on  February  15,  1967,  after  a  3-day  stay.  He  begins 
receiving  home  health  visits  on  February  18,  1967. 
He  has  until  February  14,  1968,  to  use  his  100  visits 
under  hospital  insurance.  In  July,  however,  he 
receives  his  100th  visit,  exhausting  the  number  of 
visits  to  which  he  is  entitled  under  hospital  insurance. 
Coverage  of  his  home  health  visits  may  continue  un- 
broken, if  he  is  enrolled  under  supplementary  medical 
insurance.  In  that  event,  he  may  receive  an  additional 
100  visits  under  medical  insurance  through  Decem- 
ber. In  January  1968,  he  becomes  entitled  to  an  addi- 
tional 100  visits  under  supplementary  medical  insurance 
for  the  calendar  year  of  1968. 

218.    COUNTING  VISITS  UNDER  THE  HOS- 
PITAL AND  MEDICAL  PLANS 

The  number  of  visits  are  counted  in  the  same  manner 
under  both  the  hospital  plan  and  medical  plan. 
218.1  Visit  Defined. — A  visit  is  a  personal  contact 
in  the  place  of  residence  of  a  patient  made  for  the  pur- 
pose of  providing  a  covered  service  by  a  health  worker 
on  the  staff  of  the  home  health  agency  or  by  others 
under  contract  or  arrangement  with  the  home  health 
agency;  or  a  visit  by  a  patient  on  an  outpatient  basis 
to  a  hospital,  extended  care  facility,  or  rehabilitation 

(Continued  on  page  19) 
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center,  or  outpatient  department  affiliated  with  a  med- 
ical school  when  arrangements  have  been  made  by  the 
home  health  agency  for  one  or  more  of  the  covered 
services.    (See  §  200.) 

218.2  Counting  Visits. — If  a  visit  is  made  simul- 
taneously by  two  or  more  persons  from  the  home 
health  agency  to  provide  a  single  service,  for  which 
one  person  supervises  or  instructs  the  other,  it  is 
counted  as  one  visit.  (See  example  1.)  If  one  per- 
son visits  the  patient's  home  more  than  once  during  a 
day  to  provide  services,  each  visit  is  recorded  as  a  sep- 
arate visit  (see  example  2) .  If  a  visit  is  made  by  two 
or  more  persons  from  the  home  health  agency  for  the 
purpose  of  providing  separate  and  distinct  types  of 
services,  each  is  recorded — i.e.,  two  or  more  visits 
(see  example  3).  If  the  patient  is  taken  elsewhere  for 
the  service  because  the  service  could  not  be  furnished 
in  his  residence,  one  visit  is  counted  for  each  service 
he  receives  (see  example  4) . 

Example  1.  If  an  occupational  therapist  and  an 
occupational  therapy  assistant  visit  the  patient  together 
to  provide  therapy  and  the  therapist  is  there  to  super- 
vise the  assistant,  one  visit  is  counted. 

Example  2.  If  a  nurse  visits  the  patient  in  the 
morning  to  dress  a  wound  and  later  must  return  to  re- 
place a  catheter,  two  visits  are  counted. 

Example  3.  If  the  therapist  visits  the  patient  for 
treatment  in  the  morning  and  the  patient  is  later  visited 
by  the  assistant  for  additional  treatment,  two  visits  are 
counted. 

Example  4.  If  an  individual  is  taken  to  a  hospital 
to  receive  outpatient  therapy  that  could  not  be  fur- 
nished in  his  own  home  (e.g.,  hydrotherapy)  and,  while 
at  the  hospital  receives  speech  therapy  and  other  serv- 
ices, two  or  more  visits  would  be  charged. 

Example  5.  Many  home  health  agencies  provide 
home  health  aide  services  on  an  hourly  basis  ( ranging 
from  1  to  8  hours  a  day).  However,  in  order  to  allo- 
cate visits  properly  against  a  patient's  maximum  allow- 
able visits,  home  health  aide  services  are  to  be  counted 
in  terms  of  visits.  Thus,  regardless  of  the  number  of 
continuous  hours  a  home  health  aide  spends  in  a  pa- 
tient's home  on  any  given  day,  one  "visit"  is  counted 
for  each  such  day.  If,  in  a  rare  situation,  a  home 
health  aide  visits  a  paitent  for  an  hour  or  two  in  the 
morning,  and  again  for  an  hour  or  two  in  the  after- 
noon, two  visits  are  counted. 

Under  both  hospital  insurance  and  supplementary 
medical  insurance,  visits  count  toward  the  100-visit 
maximums  only  if  payment  was  made  for  the  visits  by 
the  program  or,  if  payment  would  be  made  if  requested 
by  the  patient,  and  the  certification  requirements  (see 
§§  240ff.)  were  met.  Visits  by  personnel  other  than 
those  providing  covered  services  are  not  counted.  Sal- 
aries of  personnel  employed  by  the  agency  to  assist  in 
overall  operation  of  the  program  (e.g.,  a  nutritionist) 


may  be  taken  into  consideration  in  computing  overhead 
costs  of  the  agency  when  claiming  reimbursement. 

Important  item  to  remember  about  visits 
under  supplementary  medical  insurance:  visits 
provided  a  patient  during  the  period  in  which  he  is 
incurring  sufficient  expenses  to  satisfy  the  deductible 
will  count  toward  the  100-visit  maximum,  even 
though  reimbursement  is  not  possible  because  the  $50 
deductible  has  not  been  satisfied. 

220.  DEDUCTIBLE  AND  COINSURANCE  UN- 
DER SUPPLEMENTARY  MEDICAL  IN- 
SURANCE 

Note:  If  the  patient  is  receiving  home  health  services 
under  the  hospital  insurance  program,  he 

does  not  need  to  meet  any  deductible  or  coin- 
insurance  requirements.  The  home  health 
agency  will  receive  payment  under  the  program 
for  covered  services  based  on  the  determined 
reasonable  costs. 

220.1  Deductible. — Where  the  patient  is  receiving 
services  under  the  supplementary  medical  insurance 
program,  a  $50  deductible  requirement  must  first  be 
met.  Only  expenses  incurred  by  the  use  of  covered 
services  under  supplementary  medical  insurance  can 
be  used  to  satisfy  the  deductible.  Exception:  The 
$20  deductible  applicable  to  each  outpatient  diagnostic 
study  under  hospital  insurance  may  be  used  to  help 
satisfy  the  $50  deductible  under  supplementary  medical 
insurance. 

Expenses  incurred  in  the  last  3  months  of  the  year 
which  were  applied  toward  the  deductible  in  that  year 
may  also  be  applied  toward  the  deductible  in  the  follow- 
ing year.  If  the  patient  has  already  satisfied  the  de- 
ductible in  the  calendar  year,  this  will  be  indicated  on 
the  Notice  of  Medical  Insurance  Utilization  he  receives 
from  the  Social  Security  Administration  after  a  Part  B 
home  health  services  claim  is  processed,  or  on  the  Ex- 
planation of  Benefits  form  he  receives  from  the  inter- 
mediary after  other  Part  B  claims  are  processed  (see 
§  304).  The  agency  should  attempt  to  ascertain 
whether  or  not  the  patient  has  satisfied  the  de- 
ductible before  charging  him  for  this  amount. 

220.2  Coinsurance. — After  sufficient  expenses  have 
been  incurred  to  satisfy  the  deductible,  the  home  health 
agency  .vill  be  reimbursed  by  the  program  for  80  per- 
cent of  the  reasonable  cost  of  covered  services  which 
it  provided  or  for  which  it  made  arrangements.  The 
patient  is  responsible  for  a  coinsurance  amount  of  20 
percent  of  the  reasonable  charges. 

225.  PROVD3ER-BASED  PHYSICIANS' 
SERVICES 

The  medical  insurance  program  covers  charges  for 
physicians'  services  rendered  to  individual  benefici- 
aries.   The  charges  of  provider-based  physicians  (e.g., 
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those  having  a  contractual  relationship  with  a  provider) 
for  services  directed  to  the  medical  care  of  the  individual 
patient  must  be  specially  billed.  Reimbursement  is 
made  on  a  reasonable  charge  basis  by  the  supple- 
mentary medical  insurance  (Part  B)  intermediary. 
(The  services  of  interns  and  residents-in-training  are 
reimbursed  on  a  reasonable  cost  basis  by  the  hospital 
insurance  intermediary.)  Thus  the  charges  for  physi- 
cians' services  rendered  individual  beneficiaries  are 
allocated  to  the  medical  insurance  program  and  dis- 
tinguished from  provider  services  payable  under  either 
the  hospital  or  medical  insurance  plan.  Claims  for 
such  physicians'  services  rendered  in  connection  with 
home  health  agency  services  will  be  made  by  the  physi- 
cian, if  he  accepts  assignment  from  the  patient,  or  by 
the  patient  directly,  on  Form  SSA-1490,  Request  for 
Payment. 

Provider-based  physicians  often  perform  services 
other  than  those  clearly  directed  to  the  medical  care  of 
individual  patients.  These  may  involve  teaching  and 
administrative  services,  and  services  that  benefit  the 
home  health  agency's  patients  as  a  group.  Such  physi- 
cian services,  not  directly  related  to  an  individual  pa- 
tient, must  be  considered  in  computing  reimbursable 
agency  costs  and,  as  such,  will  be  reflected  in  amounts 
payable  to  the  agency  for  services  rendered  program 
beneficiaries. 

230.  SPECIFIC    EXCLUSIONS    FROM  COV- 
ERAGE AS  HOME  HEALTH  SERVICES 

In  addition  to  the  general  exclusions  from  coverage 
under  health  insurance  listed  in  §  232,  the  following 
are  also  excluded  from  coverage  as  home  health 
services: 

a.  Services  or  items  which  would  not  be  paid  for  if 
provided  to  an  inpatient  of  a  hospital,  such  as  private 
duty  nursing  service,  or  items  of  comfort  which  are  not 
necessary  for  treatment,  e.g.,  television: 

b.  Meals-on-wheels  or  similar  food  service  arrange- 
ments. 

c.  Domestic  or  housekeeping  services  which  are  un- 
related to  patient  care. 

d.  Transportation  services,  e.g.,  from  place  of  resi- 
dence to  a  facility  to  receive  home  health  services  on  an 
outpatient  basis. 

232.  GENERAL  EXCLUSIONS 

No  payment  may  be  made  under  either  the  hospital 
insurance  plan  or  supplementary  medical  insurance  plan 
for  the  following  items  and  services: 

232.1  Items  and  services  which  are  not  reason- 
able and  necessary  for  the  diagnosis  or  treatment  of 
illness  or  injury  or  to  improve  the  functioning  of  a 
malformed  body  member. 

232.2  Items  and  Services  for  Which  There  Is 
No  Legal  Obligation  to  Pay.- — This  exclusion  does 
not  apply  if  the  patient  has  a  legal  obligation  to  pay, 


or  some  other  person  or  organization  has  a  legal  obli- 
gation to  pay  for  or  provide  the  items  or  services. 
Thus,  for  example,  the  exclusion  does  not  apply  to  care 
provided  or  paid  for  by  a  prepayment  plan. 

Free  services  are  excluded  from  coverage,  e.g.,  free 
chest  X-rays  provided  by  health  organizations.  In  ap- 
plying this  exclusion  the  determining  factor  is  that  there 
is  no  legal  obligation  to  pay  for  the  items  or  services, 
and  not  merely  the  fact  that  the  patient  is  not  charged 
because  of  other  considerations.  This  exclusion,  there- 
fore, does  not  prohibit  program  payment  for  services 
rendered  to  members  of  religious  orders  who  are  not 
charged  because  of  a  vow  of  poverty  or  to  indigents  whn 
are  not  charged  because  of  their  inability  to  pay. 

Covered  services  furnished  to  residents  of  a  home  for 
the  aged  are  not  excluded  where  payment  is  sought 
from  the  resident  for  maintenance  and  health  services  to 
the  extent  of  his  ability  to  pay.  This  would  be  the  case, 
for  example,  where  at  the  time  of  admission  the  resident 
assigns  to  the  home  any  assets  or  income  he  may  have. 
However,  where  all  services  are  furnished  by  the  home 
on  a  purely  charitable  basis  (i.e.,  no  payment  is  ac- 
cepted from  residents  regardless  of  their  ability  to  pay) , 
payment  could  not  be  made  under  the  health  insurance 
program  for  items  and  services  furnished  by  the  home. 
In  this  situation,  however,  payment  could  be  made  for 
services  furnished  by  a  source  independent  of  the  home 
if  that  source  customarily  charges  for  such  services. 
Thus,  payment  could  be  made  for  services  furnished  by 
an  independent  hospital  to  which  a  resident  of  the  home 
is  sent. 

Certain  union  homes  accept  no  payment  from  resi- 
dents regardless  of  their  ability  to  pay.  Payment  may, 
nevertheless,  be  made  for  services  provided  by  such 
homes  where  admission  to  the  home  and  access  to  the 
services  is  a  matter  of  right  for  union  members  who 
meet  the  necessary  qualifications. 

Payment  may  also  be  made  for  services  to  a  patient 
whose  need  for  services  resulted  from  the  act  or  negli- 
gence of  another  who  is  or  may  be  legally  liable  for  the 
patient's  medical  expenses.  The  existence  of  a  third 
person's  liability  does  not  affect  the  patient's  obligation 
to  pay  for  the  services  he  receives. 

232.3  Items  and  services  which  are  paid  for  by 
a  governmental  entity  other  than  under  the  Social 
Security  Act  or  under  a  health  benefits  or  insurance 
plan  for  employees  of  the  governmental  entity.  The 
Secretary  of  Health,  Education,  and  Welfare  may 
specify  other  exceptions  to  this  exclusion.  The  Sec- 
retary has  approved  payment  for  items  and  services 
(otherwise  covered)  even  though  provided  free: 

1.  If  furnished  in  qualified  State  or  local  govern- 
ment-operated hospitals,  including  psychiatric  and  tu- 
berculosis hospitals,  where  the  hospital  is  a  general  or 
special  hospital  serving  the  general  community; 

2.  If  paid  for  by  a  State  or  local  governmental  en- 
tity and  furnished  an  individual  as  a  means  of  control- 
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ling  infectious  diseases  or  because  of  the  individual's 
medical  indigence.  These  services  need  not  be  fur- 
nished in  a  hospital. 

232.4  Items  and  services  which  are  not  pro- 
vided within  the  United  States  (except  for  emer- 
gency inpatient  hospital  services  furnished  outside  the 
United  States  under  certain  conditions  and  payment 
on  behalf  of  railroad  beneficiaries  for  covered  hospital 
insurance  services  furnished  in  Canadian  hospitals). 
The  United  States  includes  the  50  States,  the  District  of 
Columbia,  the  Commonwealth  of  Puerto  Rico,  the  Vir- 
gin Islands,  Guam,  and  American  Samoa. 

232.5  Items  and  services  which  are  required 
as  a  result  of  war,  or  of  an  act  of  war,  occurring 
after  the  effective  date  of  the  patient's  current  coverage. 

232.6  Personal  Comfort  Items. — These  are  items 
which  do  not  contribute  meaningfully  to  the  treatment 
of  an  illness  or  injury  or  the  functioning  of  a  malformed 
body  member.  Charges  for  special  items  requested  by 
the  patient  such  as  radio,  television,  telephone,  and  air 
conditioner,  and  beauty  and  barber  services  are  ex- 
cluded from  coverage.  Items  such  as  heat  lamp  treat- 
ments and  massages  are  covered  only  when  ordered  by 
a  physician. 

232.7  Routine  physical  checkups,  eyeglasses  or 
eye  examinations  for  the  purpose  of  prescribing, 
fitting,  or  changing  eyeglasses,  hearing  aids  or  re- 
lated examinations,  or  immunizations.  Routine 
physical  checkups  include  (a)  examinations  performed 
without  relationship  to  treatment  or  diagnosis  of  a 
specific  illness,  symptom,  complaint,  or  injury,  and 
(b)  examinations  required  by  third  parties  such  as 
insurance  companies,  business  establishments,  or  Gov- 
ernment agencies. 

The  exclusions  apply  to  eyeglasses  or  contact  lenses, 
and  eye  examinations  solely  for  the  purpose  of  pre- 
scribing, fitting,  or  changing  eyeglasses  or  contact 
lenses  for  refractive  errors.  The  exclusions  do  not 
apply  to  examinations  performed  in  conjunction  with 
an  eye  disease  such  as  glaucoma  or  cataracts,  or  to  post- 
surgical eyeglasses  which  are  customarily  used  during 
convalescence  from  eye  surgery,  or  to  prosthetic  lenses 
required  by  the  aphakic  patient.  In  the  last  situation, 
the  prosthetic  lens  is  a  replacement  for  an  internal  body 
organ — the  lens  of  the  eye. 

Vaccinations  or  inoculations  are  excluded  as  "im- 
munizations" unless  they  are  directly  related  to  the 
treatment  of  an  injury  or  direct  exposure  such  as  anti- 
rabies  treatment,  tetanus  antitoxin  or  booster  vaccine, 
botulin  antitoxin,  antivenin  sera,  or  immune  globulin. 

232.8  Orthopedic  Shoes  or  Other  Supportive 
Devices  for  the  Feet. — The  exclusion  of  orthopedic 
shoes  does  not  apply  to  such  a  shoe  if  it  is  an  integral 
part  of  a  leg  brace. 


232.9  Custodial  Care. — The  custodial  care  exclu- 
sion precludes  payment  for  patient  care  which  pri- 
marily requires  protective  services  rather  than  definitive 
medical  and  skilled  nursing  care. 

232.10  Cosmetic  Surgery  or  Expenses  In- 
curred in  Connection  With  Such  Surgery. — Cos- 
metic surgery  includes  any  surgical  procedure  directed 
at  improving  appearance,  except  when  required  for  the 
prompt  (as  soon  as  medically  feasible)  repair  of  acci- 
dental injury  or  for  the  improvement  of  the  function- 
ing of  a  malformed  body  member.  For  example,  this 
exclusion  does  not  apply  to  surgery  in  connection  with 
treatment  of  severe  burns  or  repair  of  the  face  follow- 
ing a  serious  automobile  accident  or  surgery  for  thera- 
peutic purposes,  which  coincidentally  also  serves  some 
cosmetic  purpose. 

232.11  Charges  Imposed  by  Immediate  Rela- 
tives of  the  Patient  or  Members  of  His  House- 
hold. 

232.12  Items  and  services  in  connection  with 
the  care,  treatment,  filling,  removal,  or  replace- 
ment of  teeth  or  structures  directly  supporting  the 
teeth.  Payment  may  be  made,  however,  for  (a)  sur- 
gery related  to  the  jaw  or  any  structure  contiguous  to 
the  jaw,  or  (b)  the  reduction  of  any  fracture  of  the  jaw 
or  any  facial  bone,  including  dental  splints  or  other 
appliances  used  for  this  purpose. 

232.13  Items  and  services  to  the  extent  that  pay- 
ment has  been  made,  or  can  reasonably  be  expected  to 
be  made  for  items  or  services  under  a  workmen's 
compensation  law  or  plan  of  the  United  States  or  a 
State.  Payments  made  for  items  and  services  under 
the  health  insurance  program  are  subject  to  repayment 
to  the  appropriate  trust  fund  if  notice  or  information  is 
received  that  payment  has  been  made  for  the  items  and 
services  under  a  workmen's  compensation  plan  (see 
§§  250  ff.). 

232.14  Items  and  services  which  the  provider 
is  obligated  by  a  law  of  or  because  of  a  contract  with 
the  Federal  Government  to  render  at  public  ex- 
pense. 

232.15  Items  and  services  furnished  by  a  Fed- 
eral provider  of  services  or  other  Federal  agency 
except  (a)  for  emergency  inpatient  hospital  services  and 
emergency  outpatient  hospital  diagnostic  services  fur- 
nished by  a  Federal  hospital  meeting  certain  require- 
ments; or  (b)  when  the  Federal  provider  of  services 
has  been  determined  by  the  Secretary  of  Health,  Edu- 
cation, and  Welfare  to  be  providing  services  to  the 
public  generally  as  a  community  institution  or  agency. 

235.  PATIENT'S  REQUEST  FOR  PAYMENT 

Before  payment  can  be  made  for  home  health  ser- 
vices, a  written  request  for  payment  signed  by  the 
patient  or  by  another  person  qualified  to  do  so  on  his 
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behalf  must  be  filed.  For  convenience,  the  request  for 
payment  has  been  made  a  part  of  the  billing  form. 

235.1  Execution  of  the  Request  For  Pay- 
ment.— If  at  all  practicable,  the  request  should  be 
signed  by  the  beneficiary. 

In  certain  circumstances,  it  would  be  impracticable 
for  an  individual  to  sign  the  request  for  payment  him- 
self if,  when  he  begins  home  health  services,  he  is 
incompetent,  or  otherwise  in  such  a  condition  that  he 
should  not  be  asked  to  transact  any  business.  In  this 
situation,  his  representative  payee  (i.e.,  a  person  desig- 
nated by  the  Social  Security  Administration  to  receive 
monthly  benefits  on  the  patient's  behalf),  a  relative, 
legal  guardian,  or  a  representative  of  an  institution  usu- 
ally responsible  for  his  care,  or  a  representative  of  a 
government  entity  providing  welfare  assistance  should, 
if  present  at  the  time  services  begin  be  asked  and  per- 
mitted to  sign  on  his  behalf. 

When  no  request  for  payment  is  obtained  at  the  time 
of  start  of  services,  the  home  health  agency  should 
attempt  to  obtain  such  a  request  later,  if  possible,  from 
the  patient  or  other  person  as  described  above  who 
may  be  at  the  patient's  home.  If  this  is  not  practicable, 
when  the  agency  would  ordinarily  submit  its  bill  to  the 
intermediary,  an  authorized  official  of  the  agency  may 
sign  the  request  on  his  behalf. 

When  someone  other  than  the  patient  signs  the  re- 
quest for  payment,  the  signer  will  submit  a  brief  state- 
ment explaining  his  relationship  to  the  patient  and  the 
circumstances  which  made  it  impracticable  for  the 
patient  to  sign,  and  the  agency  will  forward  the  state- 
ment with  its  billing.  The  intermediary  will  generally 
accept  such  a  statement  as  representing  the  true  facts  of 
the  case  in  the  absence  of  evidence  to  the  contrary. 

The  agency  should  not  routinely  sign  the  request  on 
behalf  of  any  patient.  If  experience  reveals  an  un- 
usual frequency  of  such  agency-signed  requests  from  a 
particular  agency,  the  matter  will  be  subject  to  review 
by  the  intermediary. 

If  a  fully  competent  and  capable  patient  refuses  to 
sign  the  request  for  payment  necessary  for  the  agency 
to  obtain  reimbursement  for  the  services  it  furnished, 
the  agency  may  charge  the  patient  or  other  person  for 
covered  services. 

235.2  Filing  of  the  Request  For  Payment. — 

The  request  for  payment  must  be  filed  with  the  inter- 
mediary, or  with  the  Social  Security  Administration 
where  the  agency  deals  directly  with  the  Government. 
It  is  desirable  to  have  the  request  signed  at  the  start 
of  care;  the  request  must  be  filed  prior  to  or  in  con- 
nection with  the  first  billing  for  services.  Home  health 
services  for  the  purposes  of  requests  for  payment  will  be 
considered  continuous  and  will,  except  as  indicated  be- 
low, require  only  a  single  request  for  payment. 

A  subsequent  signed  request  for  payment  will  be  re- 
quired if: 


a.  There  is  an  interruption  of  60  days  or  more  in 
home  health  visits  furnished  by  the  same  agency  or 

b.  There  is  a  transfer  of  the  patient's  care  from  one 
home  health  agency  to  another. 

240.  CERTIFICATION    AND  RECERTIFICA- 
TION  BY  PHYSICIANS 

240.1  Content  of  the  Physician's  Certifica- 
tion.— Under  both  the  hospital  insurance  and  the  sup- 
plementary medical  insurance  programs,  no  payment 
can  be  made  for  covered  home  health  services  unless 
a  physician  certifies  that: 

a.  the  home  health  services  are  or  were  requir  ed 
because  the  individual  is  or  was  confined  to  his  home 
(except  when  receiving  outpatient  services)  ; 

b.  the  individual  needed  skilled  nursing  care  on  an 
intermittent  basis  or  needed  physical  or  speech  therapy; 

c.  a  plan  for  furnishing  such  services  to  the  individ- 
ual has  been  established  and  is  periodically  reviewed 
by  a  physician;  and, 

d.  the  services  are  or  were  furnished  while  the  in- 
dividual was  under  the  care  of  a  physician. 

In  addition,  for  services  received  under  hospital  in- 
surance, the  physician  must  also  certify  that  services 
were  needed  to  treat  any  of  the  conditions  for  which 
the  beneficiary  received  inpatient  hospital  or  post- 
hospital  extended  care  services  during  the  related  hos- 
pital or  extended  care  facility  stay.  Where  services  are 
provided  under  supplementary  medical  insurance,  it  is 
not  necessary  to  relate  the  need  for  these  services  to 
a  period  of  prior  hospitalization  or  a  stay  in  an  extended 
care  facility. 

Since  the  certification  is  closely  associated  with  the 
plan  of  treatment,  the  same  physician  who  establishes 
the  plan  must  also  certify  to  the  necessity  for  home 
health  services.  Certifications  must  be  obtained  at  the 
time  the  plan  of  treatment  is  established  or  as  soon 
thereafter  as  possible. 

240.2  Method  and  Disposition  of  Certifica- 
tions.— There  is  no  requirement  that  the  certification, 
or  recertification  discussed  below,  be  entered  on  any 
specific  form  or  handled  in  any  specific  way,  as  long  as 
the  intermediary  can  determine,  where  necessary,  that 
the  certification  and  recertification  requirements  are 
met.  The  certification  by  the  physician  will  be  retained 
by  the  home  health  agency,  but  the  agency  must  certify 
on  the  billing  form  that  the  requisite  certification  and 
recertifications  have  been  made  by  the  physician  and 
are  on  file  in  the  agency  when  it  forwards  the  request 
for  reimbursement  to  the  intermediary. 

240.3  Recertification.— Under  both  the  hospital 
insurance  and  supplementary  medical  insurance  pro- 
grams, when  services  are  continued  for  a  period  of  time, 
the  physician  must  recertify  at  intervals  of  at  least  once 
every  2  months  that  there  is  a  continuing  need  for 
services  and  should  estimate  how  long  services  will  be 
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needed.  The  recertification  should  be  obtained  at  the 
time  the  plan  of  treatment  is  reviewed  since  the  same 
interval  (at  least  once  every  two  months)  is  required 
for  the  review  of  the  plan.  Recertifications  must  be 
signed  by  the  physician  who  reviews  the  plan  of  treat- 
ment. The  form  of  the  recertification  and  the  manner 
of  obtaining  timely  recertifications  is  up  to  the  in- 
dividual agency. 

240.4  Delayed  Certification. — The  home  health 
agency  should  obtain  certifications  and  recertifications 
as  promptly  as  possible.  Payment  will  not  be  made 
unless  the  necessary  certifications  have  been  secured. 
In  addition  to  complying  with  the  usual  content  re- 
quirements, delayed  certifications  and  recertifications 
must  include  an  explanation  for  the  delay  and  any  other 
evidence  the  agency  considers  necessary  in  the  case. 
The  format  of  delayed  certifications  and  recertifications 
and  the  method  by  which  they  are  obtained,  will  be  left 
to  the  agency. 

245.  REFUNDS 

In  its  participation  agreement  the  home  health  agency 
agrees  not  to  charge  for  items  or  services  for  which  an 
individual  is  entitled  to  have  payment  made  on  his 
behalf.  Thus,  when  the  patient's  eligibility  is  verified, 
the  agency  in  order  to  have  payment  made  under  health 
insurance,  is  obliged  to  refund  to  the  proper  party  any 
payments  previously  collected  from  beneficiaries,  other 
insurance  carriers,  welfare,  or  others  for  covered  serv- 
ices, except  for  deductibles,  coinsurance  amounts,  and 
noncovered  charges.  When  payment  is  made  under 
medical  insurance  and  the  intermediary  is  aware  that 
the  beneficiary  previously  paid  part  of  the  reimbursable 
medical  insurance  expenses,  the  intermediary  will  de- 
duct that  part  from  the  home  health  agency  reimburse- 
ment and  will  refund  the  amount  to  the  beneficiary. 

250.  WORKMEN'S  COMPENSATION 

Payment  is  excluded  for  any  items  or  services  to  the 
extent  that  payment  has  been  made,  or  can  reasonably 
be  expected  to  be  made  under  a  workmen's  compensa- 
tion law  or  plan  of  the  United  States  or  a  State.  Health 
insurance  payment  for  items  or  services  is  conditioned 
on  reimbursement  to  the  hospital  or  supplementary 
medical  insurance  trust  fund  when  notice  or  other  in- 
formation is  received  that  payment  for  them  has  been 
made  under  workmen's  compensation. 

250.1  Effect  of  Workmen's  Compensation 
Payments  on  Spell  of  Illness. — An  individual's 
spell  of  illness  will  begin  with  the  first  day  he  receives 
inpatient  services  from  a  qualified  hospital  or  extended 
care  facility  even  though  workmen's  compensation  cov- 
erage, rather  than  the  health  insurant  e  program,  pays 
for  these  services,  if  he  is  entitled  to  hospital  insurance 
benefits  in  that  month. 


250.2  General  Procedures  in  Workmen's  Com- 
pensation Cases. — When  the  home  health  agency  is 
told  that  the  patient's  illness  or  injury  is  employment- 
related,  this  will  be  indicated  on  the  billing  form,  and 
the  employer's  name  and  address  given. 

If  the  agency  knows  that  a  workmen's  compensation 
payment  has  already  been  made  for  the  current  illness 
or  injury  ^e.g.,  for  prior  hospitalization)  it  should  fur- 
nish the  intermediary  whatever  information  is  available 
with  the  start  of  care  notice,  since  it  is  possible  that 
subsequent  care  for  the  same  injury  or  disease  will  also 
be  compensable  under  workmen's  compensation.  If 
there  is  a  possibility  of  workmen's  compensation  cover- 
age for  home  health  care,  the  agency  should  file  its  claim 
with  the  workmen's  compensation  carrier. 

Even  though  workmen's  compensation  payment  has 
been  or  probably  will  be  made,  the  agency  should  sub- 
mit its  bill  for  covered  health  insurance  services  in  the 
usual  manner  to  the  intermediary,  or  to  the  Social 
Security  Administration  if  the  agency  is  dealing 
directly  with  the  Government. 

a.  If  the  agency  has  received  a  workmen's  compensa- 
tion payment,  the  intermediary  will  deduct  the  amount 
of  that  payment  which  was  for  covered  health  insurance 
services  from  the  agency's  bill.  The  agency  will  be 
notified  by  the  intermediary  of  the  extent  to  which  its 
bill  was  covered  by  workmen's  compensation.  The 
patient  will  also  be  notified  of  this  action. 

b.  If  there  is  a  reasonable  likelihood  that  the  agency 
will  be  paid  by  workmen's  compensation  for  the  pa- 
tient's care  the  intermediary  will  notify  the  agency  that 
health  insurance  payments  are  precluded  because  of  the 
expected  workmen's  compensation  payment.  The  pa- 
tient is  also  notified  of  this  decision. 

If  workmen's  compensation  does  not  pay  or  pays  only 
in  part  for  covered  services,  the  agency  may  reopen  the 
question  of  its  bill  with  the  intermediary. 

c.  If  the  intermediary  determines  that  workmen's 
compensation  payments  cannot  reasonably  be  expected, 
it  will  pay  the  agency  for  covered  health  insurance  serv- 
ices on  condition  that  the  payment  will  be  refunded  if 
workmen's  compensation  later  pays  for  the  services. 
No  conditional  payment  will  be  made  unless  workmen's 
compensation  payment  is  doubtful  (e.g.,  where  the  em- 
ployer is  contesting  his  liability  under  workmen's  com- 
pensation or  his  liability  for  the  expenses  in  question). 

255.  HOME  HEALTH  AGENCY  PROTEST  OF 
PAYMENT  DETERMINATION 

The  home  health  agency  and  its  intermediary  should 
attempt  to  resolve  mutually  any  differences  involving 
payment  for  services  that  arise  from  the  application  of 
the  cost  formula  or  the  amount  payable  in  a  specific 
case.  While  no  appeal  is  available  for  home  health 
agencies  or  other  providers  from  intermediary  deter- 
minations involving  payments,  provider  complaints  and 
protests  will  be  considered  in  Social  Security  Adminis- 
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tration  review  of  the  intermediary's  application  of  the 
cost  formula  or  its  compliance  with  the  other  terms  of 
its  agreement  with  the  Government. 

257.  BENEFICIARY  PROTESTS  AND  AP- 
PEALS OF  PAYMENT  DETERMINA- 
TIONS 

A.  Hospital  Insurance  Program. — An  individual 
dissatisfied  with  any  determination  of  the  amount  of 
benefits  payable  on  his  Lehalf  under  hospital  insurance 
may  have  his  claim  reconsidered  by  the  Social  Security 
Administration.  If  he  is  not  satisfied  with  the  recon- 
sideration determination  and  the  amount  in  controversy 
is  $100  or  more,  he  may  request  a  hearing  by  the  Social 
Security  Administration.  If  the  amount  in  controversy 
is  $1,000  or  more  and  he  is  dissatisfied  with  the  hearing 
decision,  the  individual  may  initiate  action  for  Federal 
court  review  of  the  claim. 

B.  Medical  Insurance  Program. — An  individual 
dissatisfied  with  denial  of  a  request  for  payment  of 
medical  insurance  benefits,  or  with  the  amount  of  med- 
ical insurance  benefits  paid,  or  with  the  promptness  with 
which  his  request  for  payment  is  acted  upon  is  entitled 
to  an  opportunity  for  a  review  by,  and  if  still  dissatis- 


fied, to  a  fair  hearing  by  the  medical  insurance  inter- 
mediary. Since  the  home  health  agency  is  paid  for  the 
medical  insurance  services  it  furnishes  by  the  same 
intermediary  that  makes  hospital  insurance  payments  to 
the  home  health  agency,  this  intermediary  is  responsible 
for  the  review  and  hearing  under  medical  insurance. 

A  patient  dissatisfied  with  a  payment  for  the  services 
of  a  provider-based  physician  is  entitled  to  a  review  by 
and,  if  still  dissatisfied,  to  a  fair  hearing  by  the  medical 
insurance  intermediary  to  whom  the  bill  for  the  physi- 
cian's services  was  submitted  for  payment. 

C.  Patient  protests  concerning  entitlement  to 
health  insurance  benefits,  or  the  denial,  amount,  or 
promptness  of  payment  for  items  op  services  furnished 
by  the  home  health  agency  under  hospital  or  medical 
insurance  should  be  handled,  if  simply  amenable  to 
explanation  or  correction,  by  the  home  health  agency. 
If  he  is  still  dissatisfied,  the  patient  should  be  referred 
to  his  social  security  district  office.  The  district  office 
can  offer  assistance  to  the  beneficiary  in  determining 
his  appeal  rights  and  can  answer  specific  questions 
about  the  appeal  procedures.  The  district  office  can 
also  assist  the  individual  in  completing  the  necessary 
forms  for  requesting  reconsideration  or  hearing. 
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Physical  Therapy  Services  Furnished  to  Outpatients 
Covered  Under  Medical  Insurance 

H221 .    OUTPATIENT  PHYSICAL  THERAPY  SERVICES 

Effective  July  1,  1968,  coverage  under  Part  B  of  physical  therapy 
furnished  on  an  outpatient  basis  is  expanded  by  including  such  serv- 
ices furnished  by  or  under  arrangements  made  by  a  participating  pro- 
vider of  services.    Reimbursement  for  these  outpatient  physical 
therapy  services  will  be  made  to  the  provider  on  a  cost  basis.  The 
patient  will  be  responsible  only  for  the  regular  Part  B  deductible 
and  coinsurance  amounts  (i.e.,  the  annual  $50  deductible  and  20  per- 
cent coinsurance) . 

For  the  purposes  of  this  coverage,  the  term  "provider  of  services" 
is  extended  to  include  approved  clinics,  rehabilitation  agencies, 
and  public  health  agencies  as  well  as  participating  hospitals, 
extended  care  facilities,  and  home  health  agencies.    To  qualify  as 
providers  of  services;  clinics,  rehabilitation  agencies,  and  public 
health  agencies  will  be  required  to  meet  certain  conditions  enumer- 
ated in  the  law  and  to  enter  into  an  agreement  with  the  Secretary  in 
which  they  agree  not  to  charge  any  beneficiary  for  covered  services 
for  which  the  program  will  pay  and  to  refund  any  erroneous  charges 
made. 

Payment  may  be  made  for  outpatient  physical  therapy  services  furnished 
by  a  participating  provider  of  services  on  or  after  July  1,  1968,  only 
where  a  physician  has  certified  that  (1)  such  services  are  or  were 
required  because  the  individual  needed  physical  therapy  services 
on  an  outpatient  basis,  (2)  a  plan  for  furnishing  such  services  has 
been  established  and  is  periodically  reviewed  by  the  physician,  and 
(3)  such  services  are  or  were  furnished  while  the  individual  is  or 
was  under  the  care  of  a  physician.    In  addition,  the  plan  of  treat- 
ment established  by  the  physician  must  prescribe  the  type,  amount, 
and  duration  of  the  physical  therapy  services  to  be  furnished  the 
individual . 

This  new  provision  represents  an  extension  of  coverage  in  that  under 
prior    law  individuals  who  are  not  homebound  and,  therefore,  are 
ineligible  for  home  health  benefits  could  receive  outpatient  physical 
therapy  services  only  if  provided  as  an  incident  to  a  physician's 
services  (i.e.,  provided  under  his  personal  supervision  with  the 
charges  for  such  services  included  in  the  physician's  bill)  or  as  a 
hospital  service  furnished  incident  to  a  physician's  services. 

r Beginning  with  services  furnished  on  or  after  July  1,  1968,  such 
individuals  may  secure  outpatient  physical  therapy  from  any  partici- 

Lpating  provider  of  services  without  the  requirement  that  the  services 
be  furnished  incident  to  a  physician's  services.    Such  services  may 
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rbe  furnished  an  eligible  outpatient  in  his  home  (including  an  insti- 
tution serving  as  his  place  of  residence  such  as  an  old-age  home)  or 
on  the  premises  of  the  provider.    Also,  the  inpatient  of  a  nonpartici- 
pating  institution  which  meets  at  least  the  basic  definition  of  a 
hospital  or  extended  care  facility  may  receive  outpatient  physical 
therapy  furnished  by  a  participating  provider  of  services. 

Inpatients  of  participating  hospitals  or  extended  care  facilities 
who  have  exhausted  Part  A  benefits,  or  who  are  ineligible  for  Part  A 
benefits,  or  who  are  in  an  institution  which  does  not  furnish  physical 
therapy  may  receive  physical  therapy  as  an  outpatient  of  another 
participating  provider  of  service.    For  example,  an  inpatient  of  a 
participating  extended  care  facility  who  has  exhausted  his  benefit 
days  may  be  furnished  covered  outpatient  physical  therapy  by  a  par- 
ticipating hospital.    While  the  inpatient  of  one  provider  may  be  con- 
sidered the  outpatient  of  another,  it  should  be  noted  that  since  this 
is  an  outpatient  benefit,  a  participating  provider  of  services  may 
not  furnish  "outpatient  physical  therapy"  to  its  own  inpatient. 

This  new  provision  will  also  permit  a  home  health  patient  who  runs 
out  of  visits  to  continue  to  receive  covered  physical  therapy  services 
from  the  home  health  agency  (or  other  provider)  providing  he  has  Part  B 
coverage.    In  addition,  a  beneficiary  may  receive  home  health  services 
while  he  is  simultaneously  receiving  Part  B  outpatient  physical  therapy 
services,  and  this  is  true  without  regard  to  whether  the  home  health 
services  are  being  provided  under  Part  A  or  Part  B  and  without  regard 
to  whether  the  outpatient  physical  therapy  is  being  provided  by  the 
home  health  agency  or  some  other  provider.    If,  however,  physical 
therapy  is  the  service  upon  which  the  individual's  entitlement  to  pay- 
ment for  home  health  services  depends,  he  will  lose  his  entitlement 
to  home  health  services  if  he  elects  to  receive  physical  therapy  as  a 
Part  B  medical  and  other  health  service;  that  is,  outpatient  physical 
therapy  will  not  be  simultaneously  counted  as  a  home  health  service 
and  as  a  Part  B  medical  and  other  health  service.     (No  payment  may 
be  made  for  home  health  services  unless  a  physician  certifies  that 
an  individual  needs  either  skilled  nursing  care  on  an  intermittent 
basis,  or  physical  or  speech  therapy.    Assuming  such  a  certification 
is  made,  the  individual  becomes  entitled  to  all  the  home  health 
services  covered  under  the  program  which  he  requires.)    If,  on  the 
other  hand,  the  patient  requires  intermittent  nursing  care  or  speech 
therapy  in  addition  to  physical  therapy,  he  may  elect  to  have  the 
physical  therapy  provided  under  Part  B  as  a  medical  and  other  health 
service  and  thereby  conserve  his  home  health  visits  for  the  provision 
of  other  types  of  services  he  requires  which  may  be  reimbursed  only 
_as  home  health  services. 

Billing  instructions  for  outpatient  physical  therapy  services  will 
be  issued  shortly. 
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Exclusion  of  Refractive  Services 

H232.7    Exclusion  of  Eye  Care  Services. — Effective  January  1,  1968, 
the  amendments  expand  the  eye  care  exclusion  in  the  present  law  by 
also  excluding  from  coverage  procedures  performed  to  determine  the 
refractive  state  of  the  eyes  during  the  course  of  any  eye  examina- 
tion.   Thus,  expenses  for  all  eye  refraction  procedures,  whether 
performed  by  an  opthamologist  (or  any  other  physician)  or  by  an 
optometrist  and  without  regard  to  the  reason  for  the  performance 
of  the  refraction,  are  excluded  from  coverage  under  the  program. 
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Exclusion  of  Foot  Care 
H233.    EXCLUDED  FOOT  CARE  SERVICES 

The  amendments  limit  the  scope  of  covered  foot  care  services  by 
excluding  the  following  types  of  services  under  both  Part  A  and 
Part  B,  effective  January  1,  1968. 

A.  Treatment  of  Flat  Foot  Conditions  and  Prescription  of 
Supportive  Devices  Therefor. — For  the  purposes  of  this  exclusion, 
treatment  of  "flat  foot  conditions"  means  treatment  of  the  local 
condition  of  flattened  arches  regardless  of  the  underlying  pathology 
causing  it,  except  where  such  treatment  is  purely  incidental  to  and 
an  integral  part  of  covered  foot  treatment  (for  example,  treatment 
of  a  fracture).    The  term  "treatment"  encompasses  all  phases  of 
services  in  connection  with  flat  feet,  including  evaluations  as 
well  as  any  measures  or  devices  designed  either  to  correct  the 
condition  or  to  palliate  pain  and  other  symptoms  associated  with 
the  condition. 

B.  Treatment  of  Subluxations  of  the  Foot. — For  the  purposes  of 
this  exclusion,  the  term  "subluxation"  refers  to  structural  mis- 
alignments of  the  feet  (except  fractures  and  complete  dislocations) 
which  do  not  require  treatment  by  surgical  methods,  regardless  of 
the  underlying  pathology.    Excluded  "treatment"  of  the  above 
conditions  includes  evaluations  as  well  as  the  nonsurgical  measures, 
supplies,  or  appliances  used  to  correct  the  condition  or  alleviate 
symptoms.    The  exclusion  does  not  apply  where  such  treatment  is 
purely  incidental  to  and  an  integral  part  of  covered  foot  treatment 
(such  as  treatment  of  a  fracture)  or  where  performed  as  a  part  of 
postoperative  care  during  the  period  of  convalescence  from  covered 
foot  surgery. 

This  exclusion  does  not  apply  to  the  ankle  joint  (talo-crural  joint). 

C.  Routine  Foot  Care. —Routine  foot  care  includes  the  cutting 
or  removal  of  corns,  warts,  or  calluses,  the  trimming  of  nails,  and 
routine  hygienic  care.    "Routine  hygienic  care"  includes  hygienic 
and  preventive  maintenance  care  of  the  feet,  of  the  type  which  is 
ordinarily  considered  self -care,  such  as  observation  and  cleansing 
of  the  feet,  use  of  skin  creams  to  maintain  skin  tone  of  both 
ambulatory  and  bedfast  patients,  nail  care  not  involving  surgery, 
prevention  and  reduction  of  corns,  calluses  and  warts,  and  any 
services  performed  in  the  absence  of  localized  illness,  injury,  or 
symptoms  involving  the  foot. 
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The  above  types  of  "routine"  care  are  excluded  regardless  of  the 
reason  for  such  care.    Thus,  the  fact  that  a  particular  individual 
is  unable  to  perform  certain  care  for  himself  (for  example,  because 
of  a  physical  disability  or  a  predisposing  systemic  disease  such  as 
diabetes  or  peripheral  vascular  disease  which  makes  preventive  hygienic 
foot  care  particularly  important)  does  not  change  the  character  of 
the  services  and  make  them  "nonroutine . "    Hygienic  and  other  care 
which  is  simply  incident  to  and  an  integral  part  of  active  covered 
treatment  of  foot  lesions,  such  as  infections  and  diabetic  ulcers, 
is  not  considered  as  "routine"  care  and  hence  is  not  excluded. 

H233.1    Application  of  Foot  Care  Exclusions  to  Provider  Services.-— 

Charges  for  provider  services  furnished  in  connection  with  non- 
covered  foot  care  which  are  normally  separately  identified  by  the 
provider  must  be  shown  as  noncovered  charges.    However,  the  provider 
need  not  identify  services  in  connection  with  noncovered  foot  care 
where  it  is  neither  the  normal  practice  to  separately  identify  the 
services  nor  administratively  feasible  to  establish  a  separate 
charge  for  such  services,  or  where  such  services  are  performed  only 
incidentally  at  the  same  time  as  and  as  a  necessary  integral  part 
of  a  primary  covered  procedure. 
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300.  SUMMARY  OF  START  OF  CARE  PRO- 
CEDURES 

The  purpose  of  this  section  is  to  give  a  brief  outline 
of  routine  handling  of  admissions.  Detailed  instructions 
on  procedures  as  well  as  descriptions  of  special  situ- 
ations are  given  in  subsequent  sections. 

The  first  step  in  preparing  the  start  of  care  notice 
for  home  health  services  is  to  ask  the  patient  for  his 
health  insurance  card.  It  is  very  important  that  the 
claim  number  on  this  card  be  accurately  re- 
corded on  the  start  of  care  notice  since  the  case 
cannot  be  processed  if  the  number  is  missing  or 
incorrect. 

If  you  cannot  obtain  the  health  insurance 
claim  number  from  the  patient,  you  should  get 
in  touch  with  the  Social  Security  Administra- 
tion district  office  for  help  in  securing  a  claim 
number  for  the  patient. 
The  second  step  is  to  record  information  about  the 
patient's  prior  hospital  or  extended  care  facility  stays, 
or  any  prior  home  health  services  furnished,  and  the 
date  the  present  home  health  plan  was  established. 
This  information  will  help  the  intermediary  to  deter- 
mine the  patient's  eligibility.  Your  intermediary  (or 
the  Social  Security  Administration,  if  you  are  dealing 
directly  with  the  Government)  will  make  any  necessary 
verification  of  prior  stays. 

The  third  step  is  to  fill  in  the  other  items  on  the  start 
of  care  notice,  have  the  patient  sign  the  form,  and  send 
the  information  to  your  intermediary,  or  the  social 
security  district  office  if  you  deal  directly. 

Your  intermediary  will  check  the  Social  Security 
Administration  central  record,  verify  a  prior  stay  if 
necessary,  then  send  you  a  reply  which  will  show 
whether  the  patient  is  eligible  under  hospital  or  medical 
insurance,  the  number  of  visits  remaining,  and  deduct- 
ible status.  With  this  information  you  will  be  able  to 
prepare  your  billing  form. 

302.  HEALTH  INSURANCE  CARD 

The  Social  Security  Administration  maintains  in 
Baltimore,  Maryland,  the  records  of  all  persons  entitled 
to  health  insurance.  After  entitlement  is  established 


each  beneficiary  is  issued  a  health  insurance  card  by 
the  central  office  of  the  Social  Security  Administration 
(or  in  some  cases  by  the  Railroad  Retirement  Board) 
for  use  in  obtaining  hospital  insurance  benefits,  medical 
insurance  benefits,  or  both.  The  health  insurance 
claim  number  on  the  card  is  essential  in  locating  the 
patient's  record  when  a  claim  for  benefit  payment  is 
made.  No  start  of  care  notice  or  billing  form 
should  be  forwarded  without  the  correct  claim 
number.  Exhibit  1  of  this  chapter  shows  the  health 
insurance  cards  and  briefly  explains  the  numbering 
system  as  an  aid  in  recognizing  valid  numbers. 

The  home  health  agency  should  ask  each  patient  who 
gives  his  age  as  65  or  older  for  his  health  insurance  card 
to  determine  his  health  insurance  entitlement  status  and 
obtain  the  correct  health  insurance  claim  number.  If  a 
patient  is  within  3  months  of  age  65  and  has  not  yet 
applied  for  health  insurance  entitlement,  it  will  be  help- 
ful if  he,  or  someone  on  his  behalf,  is  advised  to  contact 
the  social  security  district  office.  The  home  health 
agency  may  wish  to  arrange  with  the  district  office  to 
bring  such  cases  routinely  to  the  attention  of  the  district 
office. 

A  health  insurance  card  is  acceptable  without  a  sig- 
nature. However,  the  patient  should  be  asked  to  sign 
the  card  if  he  has  not  already  done  so. 

304.  CERTIFICATE  OF  SOCIAL  INSURANCE 
AWARD  AND  TEMPORARY  NOTICE  OF 
ELIGIRILTY 

An  individual  who  has  not  yet  received  his  health 
insurance  card  may  present  one  of  the  following  to  in- 
dicate his  health  insurance  entitlement  status. 

a.  Certificate  of  Social  Insurance  Awards — 
Health  insurance  beneficiaries  receive  a  Certificate  of 
Social  Insurance  Award  (see  §  399,  Exhibit  5)  show- 
ing the  health  insurance  claim  number,  dates  of  entitle- 
ment to  Part  A  and  Part  B,  and  containing  the  following 
statement: 

"This  notice  may  be  used  if  medicare  services  are 
needed  before  you  receive  your  health  insurance 
card." 

b.  Temporary  Notice  of  Eligibility. — When  a 
person  65  years  or  older  needs  immediate  medical  serv-_ 
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ices,  the  social  security  district  office  may  issue  a  Tem- 
'  porary  Notice  of  Eligibility  (see  §  399,  Exhibit  6) 
before  a  Certificate  of  Social  Insurance  Award  or 
health  insurance  card  is  issued. 

The  patient's  name  and  health  insurance  claim  num- 
ber shown  on  these  notices  should  be  entered  on  the 
start  of  care  notice.  The  intermediary  will  use  this  in- 
formation to  check  the  Social  Security  Administration 

L central  record  and  to  reply  to  the  agency  about  the 
patient's  eligibility  and  deductible  status. 

306.  NOTICE  OF  HOSPITAL  (OR  MEDICAL) 
INSURANCE  UTILIZATION  OR  EXPLA- 
NATION OF  BENEFITS 

If  the  patient  cannot  furnish  his  health  insurance 
card,  he  may  have  a  health  insurance  utilization  form 
which  shows  his  claim  number.  Form  SSA-1533,  Your 
Record  of  Hospital  Insurance  Benefits  Used  Under 
Medicare  (see  Exhibit  2),  is  mailed  to  a  beneficiary 
from  the  Social  Security  Administration  in  Baltimore 
shortly  after  Part  A  inpatient  hospital,  extended  care, 
or  home  health  benefits  have  been  paid  on  his  behalf. 
Form  SSA-1533A,  Notice  of  Medical  Insurance  Utili- 
zation (see  Exhibit  3),  is  mailed  to  a  beneficiary  by 
SSA  after  payment  of  Part  B  home  health  benefits. 
An  Explanation  of  Benefits  is  sent  to  a  beneficiary  by 
the  Part  B  intermediary  after  payment  of  a  supple- 
mentary medical  insurance  claim.  The  Part  A  inter- 
mediary sends  the  beneficiary  a  utilization  notice  after 
payment  on  his  behalf  for  outpatient  hospital  services. 
These  forms,  if  current,  may  indicate  to  the  home  health 
agency  the  patient's  remaining  eligibility  under  hospital 
or  medical  insurance,  recent  hospitalization,  or  deduct- 
ible status  under  medical  insurance.  However,  a  start 
of  care  notice  must  always  be  sent  when  home 
health  services  start  regardless  of  the  currency 
of  any  of  these  forms. 

310.  CONTACTS  WITH  THE  SSA  DISTRICT 
OFFICE  TO  OBTAIN  HEALTH  INSUR- 
ANCE CLAIM  NUMBERS 

When  a  paient  cannot  furnish  the  health  insurance 
claim  number,  it  will  be  requested  from  the  SSA  district 
office.  Ordinarily,  the  social  security  district  office  will 
have  arranged  with  the  home  health  agency  for  han- 
dling these  requests.  If  it  has  not,  the  home  health 
agency  should  get  in  touch  with  the  nearest  SSA  dis- 
trict office  to  make  such  arrangements.  Apart  from  as- 
sisting in  determining  correct  claim  numbers,  the 
district  office  can  help  a  beneficiary  to  replace  a  lost 
health  insurance  card. 


312.  INFORMATION  REQUIRED  BY  SSA  DIS- 
TRICT OFFICE 

If  the  patient's  social  security  account  number  is 
available,  the  district  office  will  usually  require  no  ad- 
ditional information  to  locate  the  claim  number  or 
determine  that  the  patient  has  not  established  health 
insurance  entitlement. 

If  the  patient  has  ever  been  employed  or  self-em- 
ployed, or  sought  employment,  or  filed  Federal  Income 
Tax  returns,  he  should  have  a  social  security  card.  This 
card  contains  his  social  security  account  number  which 
consists  of  9  digits,  000-00-0000,  but  does  not  have  the 
letter  prefix  or  suffix  which  distinguishes  the  health  in- 
surance claim  number.  (See  Exhibit  1.) 

A  social  security  account  number  is  not  sufficient 
for  processing  a  claim. 

If  the  account  number  is  not  available,  the  following 
information  should  be  furnished. 

a.  The  patient's  name  and  statement  as  to  whether 
or  not  he  ever  applied  for  social  security  monthly  bene- 
fits, railroad  retirement  benefits,  or  for  hospital  insur- 
ance benefits; 

b.  If  the  patient  says  he  applied,  the  name  of  the 
person  on  whose  social  security  account  the  application 
was  based,  e.g.,  his  own  account  or  the  account  of  a 
husband  or  a  wife; 

c.  The  patient's  father's  full  name,  mother's 
maiden  name,  and  the  patient's  date  and  place  of  birth; 

d.  Patient's  address. 

If  the  home  health  agency  cannot  give  all  the  identi- 
fying information  required  from  the  beneficiary,  it 
should  furnish  as  much  as  it  has  to  the  SSA  district 
office. 

314.  THE  SSA  DISTRICT  OFFICE  REPLY 

The  SSA  district  office  will  furnish  the  health  insur- 
ance claim  number  as  soon  as  possible.  If  the  claim 
number  is  not  available,  it  will  inform  the  home  health 
agency  of  the  action  it  is  taking,  i.e.,  that  a  claim  num- 
ber has  been  requested  from  SSA  central  records,  that 
it  is  developing  an  application,  or  that  an  application  is 
pending. 

If  an  application  for  health  insurance  benefits  is 
taken  as  a  result  of  the  request  to  the  district  office  for 
a  claim  number  or  is  pending  when  the  home  health 
agency  requests  a  claim  number,  the  district  office  will 
give  the  agency  the  claim  number  when  processing  is 
completed.  The  agency  may  then  send  the  start  of  care 
notice  information  to  the  intermediary  (or  to  the  dis- 
trict office  if  the  agency  deals  directly  with  SSA). 
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320.    START  OF  CARE  NOTICE 

When  a  patient  65  years  or  older  begins  home  health 
services,  the  home  health  agency  will  complete  the  start 
of  care  notice  part  (items  1-16)  of  Form  SSA-1487, 
Home  Health  Agency  Report  And  Billing  Form  (see 
Exhibit  4,  §  399) .  When  signed,  this  represents  the  pa- 
tient's request  for  payment  of  benefits.  See  §§  235  ff. 

When  these  items  are  completed,  furnish  the  start  of 
care  information  to  the  intermediary  (or  to  the  ap- 
propriate Social  Security  Administration  district  of- 
fice if  the  agency  deals  with  SSA).  This  information 
may  be  forwarded  by  mail,  messenger,  or  telephone 
depending  on  prior  arrangements  made  with  the  inter- 
mediary or  the  SSA  district  office.  The  bottom  two 
copies  of  Form  SSA-1487  can  be  sent  to  the  inter- 
mediary as  the  start  of  care  notice  if  the  arrangement 
so  provides.  If  some  other  means  of  transmitting  start 
of  care  information  to  the  intermediary  is  used,  these 
copies  of  the  form  may  be  discarded. 

See  §  325  for  proper  entries  for  items  1-16  of  Form 
SSA-1487. 


P 


322.  WHEN  THE  AGENCY  SUBMITS  A  START 
OF  CARE  NOTICE 


A  start  of  care  notice  is  required  in  the  following 
situations: 

a.  The  patient  will  receive  home  health  services 
under  Part  A  after  a  qualifying  stay  in  a  hospital  or 
extended  care  facility. 

b.  The  patient  will  receive  initial  home  health 
services  under  Part  B.  This  applies  when  services  will 
be  under  Part  B  from  the  beginning. 

c.  The  patient  is  discharged  from  a  home  health 
plan  of  treatment,  and  the  physician  later  establishes 
a  new  plan  for  services,  whether  or  not  it  differs 
from  the  prior  plan. 

d.  The  patient  receives  home  health  services  from 
one  agency  and  transfers  to  another  agency. 

e.  The  patient  initially  received  Part  B  services, 
and  later  has  a  qualifying  inpatient  stay  which  en- 
titles him  to  Part  A  visits. 

f.  A  patient  receiving  Part  A  home  health  visits 
has  a  qualifying  stay  in  a  hospital  or  extended  care 
facility  which  begins  a  new  spell  of  illness  and  entitles 
him  to  a  new  series  of  100  Part  A  visits. 

g.  The  patient's  home  health  visits  are  suspended 
for  more  than  60  days  and  are  resumed  after  the  60th 

Lday.  (Note:  For  the  purpose  of  medicare  reimburse- 
ment, the  patient's  home  health  plan  is  considered  ter- 


minated if  visits  are  not  furnished  for  more  than  60~1 
days,  see  §  425.)  ' 

323.  WHEN  THE  AGENCY  NEED  NOT  SUB- 
MIT A  START  OF  CARE  NOTICE 

A  start  of  care  notice  is  not  required  in  the  follow- 
ing situations: 

a.  The  same  home  health  agency  transfers  services 
from  Part  A  to  Part  B  because  either  visits  have  been 
exhausted  under  Part  A  or  a  new  spell  of  illness  has 
begun. 

b.  Services  furnished  under  Part  B  extend  from 
one  calendar  year  into  another. 

c.  The  same  home  health  agency  resumes  Part  A 
or  Part  B  home  health  visits  after  a  temporary  suspen- 
sion for  a  period  no  longer  than  60  days.  (See  §  425.) 

d.  The  patient  is  receiving  Part  A  home  health 
visits,  and  is  readmitted  to  a  hospital  or  extended  care 
facility  in  the  same  spell  of  illness,  and  visits  continue  . 
after  discharge  from  the  institution. 

325.  HOW  THE  AGENCY  COMPLETES  A 
START  OF  CARE  NOTICE  (FORM  SSA- 
1487) 

All  entries  should  be  typed  or  printed  clearly.  Show 
month,  date,  and  year  in  six  digit  numbers,  e.g., 

10/01/67. 

Item  1.  Patient?*  Name. — Enter  the  patient's  name  as 
it  is  shown  on  his  health  insurance  card.  Do  not  make 
any  changes  in  the  name  (except  to  show  the  last  name 
first) .  The  SSA  master  computer  record  is  kept  under 
this  name. 

Item  2.  Health  Insurance  Claim  Number. — Enter 

the  patient's  health  insurance  claim  number  as  shown 
on  his  health  insurance  card,  Certificate  of  Award,  No- 
tice of  Hospital  or  Medical  Insurance  Utilization,  Tem- 
porary Notice  of  Eligibility,  or  as  reported  by  the  so- 
cial security  district  office. 

Item  3.  Patient's  Address. — Enter  the  patient's  mail- 
ing address.  If  the  address  is  an  institution,  enter  the 
name  of  the  institution.  Note :  An  individual  in  an  insti-- J 
tution  meeting  the  basic  definition  of  a  hospital  or  ex-  1 
tended  care  facility  cannot  be  considered  to  be  in  a 
place  of  residence  for  purposes  of  receiving  covered  i 
home  health  services ;  see  §  208.5. 
Item  4.  Date  of  Birth. — Enter  the  patient's  date  of 
birth.  If  the  year  of  birth  is  unknown,  make  no  entry. 
If  the  year  is  known  but  the  month  or  day  is  unknown 
enter  "00"  for  the  missing  item,  e.g.,  00/00/95. 

While  the  date  of  birth  is  useful  as  identification  and 
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should  be  shown  when  available,  a  start  of  care  notice 
will  be  processed  without  the  date  of  birth. 
Item  5.  Sex. — Enter  "X"  in  the  appropriate  box. 
Items  6  and  7.  Home  Health  Agency  Identifica- 
tion.— Enter  the  name  and  address  of  the  agency  and 
the  agency's  health  insurance  provider  number.  This 
information  may  be  preprinted  on  all  copies  of  the 
agency's  supply  of  these  forms. 

Item  8.  Medical  Record  Number. — Enter  the  pa- 
tient's medical  record  number  if  one  is  assigned  by  the 
agency,  and  it  is  needed  for  the  purpose  of  associating 
files  or  for  referral  purposes. 

Item  9.  Name  and  Address  of  Attending  Physi- 
cian.— Enter  the  name  of  the  attending  physician. 
The  name  should  be  that  of  the  physician  who  estab- 
lished the  plan  and  will  certify  and  recertify  the  medi- 
I  cal  necessity  of  the  home  health  visits.  Show  the 
'  address  only  if  your  intermediary  requires  this 
information. 

If  the  plan  was  set  up  by  an  outpatient  clinic  rather 
than  by  a  private  physician,  enter  that  information. 
However,  if  it  is  known  that  only  one  physician  or 

L department  of  the  clinic  is  involved,  enter  that  infor- 
mation. 

Item  10.  Date  Care  Started. — Enter  the  date  on 
which  covered  home  health  services  actually  began. 
(This  cannot  be  earlier  than  the  patient's  effective  date 
of  health  insurance  (Part  A  or  Part  B)  entitlement.) 
This  date  will  remain  the  same  on  subsequent  bills  even 
if  (a)  the  patient  transfers  from  one  agency  to  another 
or  (b)  Part  B  visits  will  be  made  because  either  Part  A 
visits  are  exhausted  or  a  new  spell  of  illness  has  begun. 

If  reimbursable  services  not  charged  as  visits,  e.g., 
medical  supplies  and  appliances,  are  furnished  before 
the  first  visit,  Item  10  will  be  the  date  these  services 
were  first  furnished. 

Item  11.  Name  and  Address  of  Institution,  Etc. — 

If  home  health  visits  follow  a  qualifying  inpatient  stay, 


enter  the  name  and  address  of  the  hospital  or  extended 
care  facility. 

To  qualify  for  visits  under  Part  A — 

a.  A  spell  of  illness  must  have  begun  (see  §§  112.3 
and  210.1). 

b.  Visits  must  follow  an  inpatient  hospital  stay 
of  at  least  3  consecutive  days  or  a  covered  stay  of  any 
duration  in  an  extended  care  facility  (see  §  210.2). 

c.  No  more  than  14  days  can  pass  between  dis- 
charge from  a  qualifying  stay  in  a  hospital  or  extended 
care  facility  and  the  establishment  of  a  plan  (see 
§  210.3).  However,  a  plan  may  be  established  before 
the  patient  is  discharged. 

In  the  unusual  situation  where  inpatient  stays  in  two 
different  institutions  qualify  the  patient  for  Part  A 
visits,  i.e.,  one  starts  a  spell  of  illness  and  the  other 
satisfies  the  prior  stay  requirement  (see  §  210.2),  the 
names  and  addresses  of  both  institutions  should  be 
shown  in  Item  11.  If  verified,  the  dates  of  the  stay 
which  began  the  spell  of  illness  should  also  be  shown  in 
Item  11.  See  example  below. 

Item  12.  Verified  Dates  of  Stay  in  item  11. — Enter 
the  verified  dates  of  the  inpatient  stay  qualifying  visits 
under  Part  A  only  when  the  dates  are  taken  from  the 
official  referral  sheet  of  the  hospital  or  extended  care 
facility.  Verified  dates  entered  on  the  initial  bill,  need 
not  be  repeated  on  subsequent  bills. 

Home  health  agencies  may  wish  to  make  arrange- 
ments with  other  providers  to  include  the  verified  dates 
of  stay  as  part  of  the  normal  information  furnished 
when  home  health  visits  will  follow  a  qualifying  stay. 

If  inpatient  stays  in  two  different  institutions  qualify 
the  patient  for  Part  A  visits  (see  Item  11  above),  the 
dates  of  stay  that  began  the  spell  of  illness  should  be 
entered  in  Item  11  and  the  dates  of  the  qualifying 
prior  stay  should  be  entered  in  Item  12.  See  example 
below. 
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Item  13.  Date  Home  Health  Plan  Established. — 

Show  the  date  on  which  the  patient's  attending  phys- 
ician established  the  plan  for  home  health  services. 

The  date  shown  in  Item  13  can  be  no  later  than 
the  "Date  Care  Started"  shown  in  Item  10. 

Home  health  services  may  be  authorized  verbally 
'  by  a  physician.  In  this  case,  the  date  of  verbal  authori- 
zation will  be  shown.  However,  the  agency  must 
make  sure  the  plan  is  reduced  to  writing  within 
14  days  of  discharge  from  the  qualifying  stay  in 
a  hospital  or  extended  care  facility,  if  payments  are  to 
be  made  under  Part  A.  If  the  services  are  payable  only 

L under  Part  B,  the  plan  must  be  reduced  to  writing 
before  a  bill  is  submitted  to  the  intermediary. 
Item  14.  Payment  Source,  etc. — Check  the  appro- 
priate box  to  indicate  how  charges  not  reimbursed  by 
health  insurance  will  be  paid. 

If  Item  E  (Public  Agency)  is  checked,  enter  the 
name  and  address  of  the  public  agency  and,  if  it  is 
available,  the  case  number  assigned  to  the  patient  by 
the  public  agency.  This  information  will  be  useful  to 
the  intermediary  if  it  needs  to  forward  a  copy  of  the 
billing  form  to  the  public  agency. 

Item  14  may  be  completed  on  the  first  billing  instead 
'  of  on  the  start  of  care  notice  if  the  agency  prefers.  If 
the  agency  will  not  bill  anyone  for  expenses  not  reim- 
bursable under  medicare,  the  item  should  not  be 
completed. 

Items  15  and  16.  Patient's  Certification  and  Pay- 
ment Request,  and  Diagnosis. — These  two  items 
should  be  completed  but  if  diagnosis  is  not  readily 

L available  do  not  delay  sending  the  start  of  care  notice. 
For  details  on  completion  of  these  two  items  see  §  405. 

330.  CONTENTS  OF  INTERMEDIARY  REPLY 
TO  START  OF  CARE  NOTICE 

The  reply  to  the  start  of  care  notice  will  be  furnished 
by  the  intermediary  to  the  agency  according  to  prior 
arrangements.  (If  the  agency  deals  directly  with  the 
Social  Security  Administration,  it  will  receive  a  form 
reply  to  the  start  of  care  notice  from  the  Bureau  of 
Health  Insurance,  Direct  Reimbursement.)  The  con- 
tents of  the  reply  will  be  based  on  the  intermediary's 
query  of  the  SSA  central  record  for  eligibility  infor- 
mation, and  any  necessary  investigation  of  prior  in- 
patient hospital  or  extended  care  facility  stays  or  home 
health  services. 

The  "Report  of  Eligibility"  part  of  the  home  health 
agency  report  and  billing  form  (see  Exhibit  4)  may  be 
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used  as  a  reply  to  the  start  of  care  notice,  where  it  is 
received  by  the  intermediary  as  part  of  the  start  of 
care  notice  from  the  agency.  Whether  the  reply  will  be 
given  by  telephone,  mail,  or  wire  to  the  agency,  it  will 
contain  eligibility  information  similar  to  the  content 
of  the  "Report  of  Eligibility."  An  explanation  of  the 
eligibility  information  in  the  "Report  of  Eligibility"  is 
outlined  below: 

A.  Effective  Date — Hospital  Insurance. — The 
month,  day,  and  year  of  the  patient's  entitlement  to 
hospital  insurance  benefits  (Part  A)  will  be  shown.  If 
not  entitled,  the  entry  will  so  indicate. 

B.  Effective  Date— Medical  Insurance. — This 
will  show  the  month,  day,  and  year  of  the  patient's  en- 
titlement to  medical  insurance  (Part  B).  The  entry 
will  so  indicate  if  the  patient  is  not  entitled  to  Part  B 
benefits. 

C.  Date  of  Start  of  Care. — This  date  will  be  the 
one  furnished  by  the  agency  in  the  start  of  care  notice. 

D.  Hospital  Insurance  Visits  Available. — This 
will  show  the  remaining  number  of  visits  which  may  be 
reimbursed  under  Part  A,  based  on  the  SSA  central  rec- 
ord and  the  information  available  to  the  intermediary. 

E.  Supplementary  Medical  Insurance  Visits 
Available. — This  will  show  the  potential  remaining 
home  health  visits  which  may  be  reimbursed  under 
Part  B. 

F.  Last  Discharge  Date. — The  last  discharge  from 
an  inpatient  hospital  or  covered  extended  care  facility 
stay  will  be  shown. 

G.  Medical  Plan  Deductible. — -This  will  show  if 
the  $50  deductible  is  "met"  or  "not  met,"  but  if  not  met 
will  not  indicate  how  much  remains  to  be  met.  If  the 
reply  shows  "not  met,"  the  home  health  agency  should 
ask  the  patient  whether  he  has  had  other  expenses  that 
have  been  or  could  be  applied  toward  the  deductible 
(see  §  220.1).  If  the  reply  shows  "not  met"  the  inter- 
mediary must  requery  the  SSA  central  record  when  it 
receives  a  Part  B  bill  for  payment  from  the  home  health 
agency  in  order  to  learn  the  amount  of  the  deductible 
remaining  to  be  met. 

H.  Outpatient  Psychiatric  Expense. — Whether 
the  $500  limitation  has  been  "met"  or  "not  met"  will 
be  shown  in  this  item.  If  not  met,  the  amount  remain- 
ing to  be  met  will  not  he  shown.  This  item  is  infor- 
mational only.  The  limitauo::  applies  only  to  expenses 
incurred  for  physicians'  services. 

I.  Remarks. — Any  necessary  explanation  of  eligi- 
bility information  will  be  shown.  This  will  include 
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corrections  in  the  name  or  health  insurance  claim  num- 
ber reported  by  the  agency.  When  changes  of  this  sort 
are  reported,  the  name  and  claim  number  information 
on  the  billing  form  should  be  changed  to  reflect  the 
correct  name  or  health  insurance  claim  number. 

If  the  name  and  claim  number  information  were  not 
matched,  the  intermediary  will  request  the  home  health 
agency  to  check  its  record,  or  to  contact  the  patient  or 
the  nearest  district  office  to  obtain  a  valid  claim  number. 

The  agency  may  also  be  requested  to  verify  reports 
of  death  shown  in  the  patient'"  SSA  central  record. 

J.  Open  Item. — The  information  in  this  block  will 
be  completed  by  the  intermediary  when  verifying  re- 
ports of  open  items  (open  items  are  admissions  or  care- 
starts  which  are  recorded  in  SSA  central  records,  but 
are  not  yet  closed  out  by  the  processing  of  a  bill). 

Where  there  is  an  open  item  reported  from  SSA  cen- 
tral records  to  the  intermediary  or  the  Bureau  of  Health 
Insurance,  Direct  Reimbursement,  either  the  inter- 
mediary or  Direct  Reimbursement  will  contact  the 
"open  item"  provider  to  verify  the  stay,  the  date  of  the 
prior  discharge,  and  the  status  of  the  bill.  The  inter- 
mediary or  the  Bureau  of  Health  Insurance,  Direct 
Reimbursement,  will  use  this  information  to  determine 
whether  Part  A  benefits  are  payable  and  to  compute 
the  number  of  visits  remaining  under  Part  A  and 
PartB. 


340.  RETROACTIVE  ENTITLEMENT 

When  an  application  for  social  security  benefits  is 
filed  by  a  person  over  65  years  of  age,  he  may  inform 
the  social  security  office  that  he  received  home  health 
services  in  the  retroactive  period  of  up  to  12  months 
for  which  he  may  be  entitled  to  benefits.  Payment  for 
the  home  health  services  (Part  A  only)  received  in  this 
period  is  possible  (see  §120).  The  social  security  office 
will  tell  the  individual  to  get  in  touch  with  the  agency. 
In  these  cases,  follow  the  start  of  care  procedure  to  ob- 
tain a  report  of  eligibility  from  your  intermediary  be- 
fore billing.  If  the  patient  had  paid  the  agency,  the 
agency  should  refund  the  appropriate  amount. 

399.  EXHIBITS 

Exhibit  1.  Health  Insurance  Cards  and  Claim 

Numbers. 

Exhibit  2.  Your  Record  of  Hospital  Insurance 
Benefits  Used  Under  Medicare  (Form  SSA-1533). 

Exhibit  3.  Notice  of  Medical  Insurance  Utilization 
(Form  SSA-1533A). 

Exhibit  4.  Home  Health  Agency  Report  and  Bill- 
ing (Admission  Copy)   (Form  SSA-1487). 

Exhibit  5.  Certificate  of  Social  Insurance  Award. 

Exhibit  6.  Temporary  Notice  of  Eligibility. 
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EXHIBIT  I 


HEALTH  INSURANCE  CARDS 


Health 

Wm  Insurance 

SOCIAL 

NAME  OF  BENEFICIARY 

JANE  Q.  DOE 

CLAIM  NUMBER 

000-00-Od^A  A 
is  entitled  lip  mm  M 

HOSPITAL' TCTM* 
MEDICAL  INSURJ^ 

SECURITY  ACT 

SEX 

FEMALE 

EFFECTIVE  DATE 

Ujf  fr,  7-1-66 

3ISN  f. 

here1/ 

Front 


1.  Carry  your  card  with  you  when  you  are  away  from  home. 

2.  Let  your  hospital  or  doctor  see  your  card  when  you  require 
hospital,  medical  or  health  services  under  "Medicare." 

3.  Get  in  touch  with  your  social  security  office  if  you  have 
questions  about  your  rights  under  "Medicare." 

4.  Your  card  is  good  wherever  you  live  in  the  United  States. 

WARNING:  Isiutd  for  the  lole  in  of  Ihe  holder  designated 
hereon.  Intentional  misuse  of  this  card  it  unlawful  and  will 
make  the  offender  liable  to  penalty. 


DVHtNn 
MAIL 


Return  To: 


SOCIAL  SECURITY  ADMINISTRATION 
Baltimore.  Maryland  21235 


FORM  5SA.I9M  (7-MI 


Back 


Health  fjjjl  Insurance 


RAILROAD    RETIREMENT  BOARD 

NAME  OF  BENEFICIARY 

JOHN  C.  DOE 

CLAIM  NUMBER 

A-OOO-OO-00 

IS  ENTITLED  TO 

HOSPITAL  INS1 
MEDICAL  INSURANC: 


Front 


1.  Carry  your  card  with  you  when  you  are  away  from  home. 

2.  Let  your  hospital  or  doctor  see  your  card  when  you  require 
hospital,  medical  or  health  services  under  "Medicare". 

3.  Get  in  touch  with  your  Railroad  Retirement  Board  office  if 
you  have  questions  about  your  rights  under  "Medicare." 

4.  Your  card  is  good  wherever  you  live  in  the  United  States. 
For  benefits  in  Canada,  write  to  the  Railroad  Retirement 
Board. 

WARNINGi  Issued  for  the  sole  use  of  the  holder  designated  hereon. 
Intentional  misuse  of  this  card  Is  unlawful  and  will  make  the  offender 
liable  to  penalty. 

PROPERTY  OF  UNITED  STATES  GOVERNMENT. 
IF  FOUND  DROP  IN  NEAREST  U.S.  MAIL  BOX. 
Refurnfa:     RAILROAD  RETIREMENT  BOARD 

844  Rush  Street,  Chicago,  Illinois  (3061 1 

Form  G-«3  (2-46) 


Back 


HEALTH  INSURANCE  CLAIM  NUMBERS 


Most  HI  claim  numbers  are  9  digits  with  a  letter  or  letter  and  numeral  suffix;  e.g. ,  000-0O-0000B  or  Bl. 
They  may  also  be  6 -or -9 -digit  numbers  with  lettered  prefixes;  e.g. ,  A0OO0OO,  A-000-00-0000;  or  WD-000000, 
WD-000-00-0000.  Numbers  with  one  or  more  letter  prefixes  Identify  Railroad  Retirement  Board  annuitants. 


Possible  suffixes  are: 


A,  B,  Bl,  B2,  B3,  B4,  B5,  B6,  or  B9 
CI,  C2,  C3,  C4,  C5,  C6,  C7,  C8,  or  C9 

D,  Dl,  D2,  D3,  D4,  D5,  D6,  or  D7 

E,  El,  E2,  or  E3 

Fl,  F2,  F3,  F4,  F5,  F6,  F7,  or  F8 

HB,  HB1,  HB2,  HB3,  HB4,  HB5,  HB6,  or  HB9 

HC1,  HC2,  HC3,  HC4,  HC5,  HC6,  HC7,  HC8,  or  HC9 

Jl,  J2,  J3,  J4       (For  subscripts  "3"  and  "4"  there  can  be  no 

entitlement  to  hospital  insurance  benefits, 
id,  K2,  K3,  K4      Supplementary  medical  insurance  entitlement 

may  exist  for  all  J  and  K  suffixes. ) 

M,  Ml,  and  T        (Suffix  letter  "T"  Indicates  entitlement  to  hospital  or 

hospital  aid  medical  insurance;  letters  M  and  Ml 
indicate  that  the  patient  is  eligible  for  supplementary 
medical  insurance  benefits  but  not  for  hospital 
insurance  benefits. ) 

When  the  status  of  a  beneficiary  changes,  it  Is  possible  for  the  suffix  of  his  claim  number  to  change. 
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EXHIBIT  2 


Your  Record  of  Hospital  Insurance  Benefits  Used  Under  Medicare,  SSA-1  533 

DEPARTMENT  OF 
HEALTH.  EDUCATION,  AND  WELFARE 
Social.  Security  Administration 

YOUR  RECORD  OF  HOSPITAL  INSURANCE 
BENEFITS  USED  UNDER  MEDICARE 

(THIS  IS  NOT  A  BILL) 

r  n 

DATE: 

YOUR  CLAIM  NUMBER: 

L  J 

In  any  correspondence,  please  refer  to  this  number. 

Dear  Beneficiary: 

Recently,  your  Medicare  Hospital  Insurance  helped  pay  for  the  services  described  below.  We  are  pleased  that 
your  social  security  program  was  able  to  assist  you. 

1.  OUR  RECORDS  SHOW  THAT  YOU  RECEIVED  THESE  SERVICES 

SERVICES  WERE  PROVIDED  BY  TYPE  OF  SERVICES  WHEN 


TO 


Your  Medicare  Hospital  Insurance  has  paid  the  cost  of  all  COVERED  SERVICES  except: 


For  information  about  any  services  NOT  COVERED  by  your  Medicare  Hospital  Insurance,  please  see  other  side. 


If  you  have  any  questions  about  this 
record,  please  get  in  touch  with: 


2.  OUR  RECORDS  NOW  SHOW  THESE  BENEFIT  TOTALS 

AVAILABLE  TO  USE  FOR 
THIS  "SPELL  OF  ILLNESS" 
USED  THIS  TIME  TOTAL  USED  (See  "D"  on  other  side.) 


INPATIENT  HOSPITAL  DAYS  

EXTENDED  CARE  FACILITY  DAYS 
HOME  HEALTH  VISITS  ' 


► If  you  again  use  services  which  are  covered  by  your  Medicare  Hospital  Insurance,  please  show  this  Record 
and  your  Health  Insurance  Card  to  the  organization  providing  services. 
SEE  OTHER  SIDE  FOR  ADDITIONAL  INFORMATION. 

ely  yours, 
Robert  M.  Ball 

Commissioner  of  Social  Security 

FORM  SSA-1533  ,e  -67) 
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EXHIBIT  3 


Notice  of  Medical  Insurance  Utilization,  SSA-1533A 


DEPARTMENT  OF 
HEALTH,  EDUCATION,  AND  WELFARE 
Social  Security  Administration 

BALTIMORE.  MARYLAND  21235 

NOTICE  OF  MEDICAL  INSURANCE  UTILIZATION 


NAME  AND  ADDRESS  OF  THE  BENEFICIARY 
OR  REPRESENTATIVE  OF  THE  BENEFICIARY 

r  n 


DATE: 

HEALTH  INSURANCE  CLAIM  NUMBER: 


l_ 


J 


The  bill  for  MEDICAL  INSURANCE  services  described  below  was  recently  submitted  under  your  health 
insurance  claim  number  and  recorded  to  your  account. 


TYPE  OF  SERVICES 


DATES  COVEREO  BY  BILL 


NUMBER  OF  HOME  HEALTH 
VISITS  INCLUDED 


Institution  or  agency 
furnishing  services 

Office  which  handled 
your  claim 

Each  year,  as  soon  as  your  covered  medical  expenses  go  over  $50,  your  MEDICAL  INSURANCE  will  pay 
80  percent  of  the  reasonable  costs  or  charges  for  all  additional  covered  services  for  the  rest  of  the  year. 
The  computation  of  MEDICAL  INSURANCE  benefits  for  this  bill  is  shown  below. 


TOTAL  COVERED 
CHARGES 

AMOUNT  TOWARD 
SSO  DEDUCTIBLE 

20%  PAY  ABLE  BY 
BENEFICIARY 

TOTAL  PAYABLE 
BY  BENEFICIARY 

STATUS  OF  MEDICAL  INSURANCE  RECORD 
As  of  the  date  of  this  notice,  the  status  of  your  MEDICAL  INSURANCE  record  is  as  follows: 


Robert  M.  Ball/ 
Commissioner  of  Social  Security 

PLEASE  READ  THE  OTHER  SIDE  OF  THIS  NOTICE  FOR  IMPORTANT  INFORMATION. 
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EXHIBIT  4 


Home  Health  Agency  Report  And  Billing,  SSA-1487  (Admission  Copy) 


HOME  HEALTH  AGENCY 
REPORT  AND  BILLING 


Form  Approved. 
Budget  Bureau 
No.  72-R736 


I.  PATIENT  S  LAST  NAME 


FIRST  NAME 


2.  HEALTH  INSURANCE  CLAIM  NUMBER 


3.  PATIENT'S  ADDRESS  (Street  number.  City.  State.  Zip  Code) 


4.  DATE  OF  BIRTH 


□    »  □ 


6.  HOME  HEALTH  AGENCY  NAME  AND  ADDRESS 


7.  PROVIDER  NO. 


S.  MEDICAL  RECORD  NO. 


9.  NAME  AND  ADDRESS  OF  ATTENDING  PHYSICIAN 


I  O.  DATE  CARE  STARTEO 


1  1.  NAME  AND  ADDRESS  OF  INSTITUTION.  IF  ANY.  CARING  FOR  CONDI 
TION  LATER  REQUIRING  HOME  HEALTH  SERVICES 


13.  DATE  HOME 

HEALTH  PLAN 
ESTABLISHED 


t  4.  PAYMENT  SOURCE  FOR  CHARGES  TO  PATIENT 

.  I  I  SELF  OR  |  I  BLUE  CROSS  r  I  I  PUBLIC  AGENCY 
*•  |  |     FAMILY  I  I    BLUE  SHIELD  t    I  I    (Give  name) 

-•□    TnTu^NCE  SiTlEJS?        '  □ 


PATIENTS  CERTIFICATION :  AUTHORIZATION  TO  RELEASE  INFORMATION  AND  PAYMENT  REQUEST:  I  certify 
that  the  information  given  by  me  in  applying  for  payment  under  Title  XVIII  of  the  Social  Security  Act  is  correct.  I  authorize  re- 
lease of  all  records  required  to  act  on  this  request.  I  request  that  payment  of  authorized  benefits  be  made  in  my  behalf. 


SIGNATURE  (Patient  or  authorized  representative)  (Signature  by  mark  must  be  witnessed) 


I  S.  DIAGNOSES 


EMPLOYMENT        I     |  v„     _   I     |  (//  yes.  give  na 

RELATED  *•  I  I  VES     B'  l_l   NO       o)  employer.) 


name  and  address 


LEAVE  BLANK 


REPORT  OF  ELIGIBILITY 


A.  EFECTIVE  DATE.  HOSPITAL  INSURANCE 

J.  OPEN  ITEM 

B.  EFFECTIVE  DATE.  MEDICAL  INSURANCE 

1.  INTERMEDIARY 

C.  DATE  OF  START  OF  CARE 

D.  HOSPITAL  INSURANCE  VISITS  AVAILABLE 

E.  MEDICAL  INSURANCE  VISITS  AVAILABLE 

F.  LAST  DISCHARGE  DATE 

2.  PROVIDER 

G.  MEDICAL  PLAN  DEDUCTIBLE 

|    |  MET                    Q   NOT  MET 

H.  OUTPATIENT  PSYCHIATRIC  EXPENSE 

j    |  MET                    Q  NOT  MET 

3.  ADMITTED 

1.  REMARKS 

4.  DISCHARGED 

APPROVED  BY 

DATE 
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FORM    SSA-1487  i486) 


ADMISSION  COPY 
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EXHIBIT  5 


DISTRICT  OFFICE 


DEPARTMENT  OF 
HEALTH,  EDUCATION,  AND  WELFARE 

SOCIAL  SECURITY  ADMINISTRATION 


CLAIM  NUMBER 


Certificate  of  Mortal  Insurants  Aiuaro 


PAYMENT  CENTER: 


DATE: 


THIS  IS  TO  CERTIFY  THAT  THE  PERSON(S)  NAMED  BELOW  BECAME  ENTITLED  TO  THE  INSURANCE  BENEFITS  SHOWN, 
PAYABLE  UNDER  TITLE  II  OF  THE  SOCIAL  SECURITY  ACT. 


NAME  AND  ADDRESS  OF  PAYEE  AS  THE  CLAIMANT 
OR  AS  REPRESENTATIVE  OF  THE  CLAIMANT 


DATE  OF 
ENTITLEMENT 


MONTHLY 
BENEFIT 


AMOUNT  OF 

FIRST  CHECK 


r 


~l 


TYPE  OF  BENEFIT: 

L  J 


The  right  to  receive  social  security  benefits  carries  with  It  certain  responsibilities.  They  art  explained  In  the  enclosed 
booklet.  Read  this  booklet  carefully,  to  sure  that  you  understand  clearly  what  yaw  can  expect  by  way  of  bextefitt,  and 
what  Is  to  be  expected  of  you. 


NOTICE:  If  you  believe  that  this  determination  is  not  correct,  you  may  request 
that  your  case  be  reexamined.  If  you  want  this  reconsideration,  you  must  request 
it  not  later  than  6  months  from  the  date  of  this  notice.  You  may  make  any  such 
request  through  your  social  security  office.  If  additional  evidence  is  available, 
you  should  submit  it  with  your  request. 


ROBERT  M.  BALL 

COMMISSIONER  OF  SOCIAL  SECURITY 


FORM  OA  .SOu)-te> 


KEEP  AS  A  PERMANENT  RECORD-DO  NOT  DESTROY 
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EXHIBIT  6 


TEMPORARY  NOTICE  OF  ELIGIBILITY 


District  Office  Address: 


Date: 


Dear  : 

Based,  on  the  information  you  have  given  to  the  Social  Security  Administration 

you  will  be  eligible  for  hospital  insurance  benefits  beginning  (mo.) 

(yr.)  and  for  supplementary  medical  insurance  benefits  beginning 

(mo.)  faSsj  *    your  eii8iDillty  "HI  continue  for 

GO  days  from  the  date  shown  at  the  top  of  this  notice  unless  you  are  notified 

otherwise  during  the  6o-day  period. 

To  obtain  medical  services  before  you  receive  your  card,  show  this  letter  to 
your  hospital  or  doctor  but  keep  the  letter  with  you.    This  temporary  notice 
of  eligibility  Is  to  be  used  only  by  the  person  to  whom  it  is  addressed. 
Misuse  is  unlawful  and  will  make  the  offender  liable  to  a  penalty. 

This  letter  should  be  destroyed  as  soon  as  you  receive  your  health  Insurance 
card  or  other  notice  concerning  your  eligibility. 

Sincerely  yours, 


Robert  M.  Ball 

Commissioner  of  Social  Security 


IMPORTANT 

When  services  are  provided  on  the  basis  of  this  notice,  all  bills  or 
correspondence  with  an  Intermediary  or  the  Social  Security  Administration 
should  show  the  patient's  social  security  claim  number. 
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Chapter  IV 


HOME  HEALTH  AGENCY  BILLING  PROCEDURES 

Section  Page 

Interviewing  the  patient  about  his  deductible  status                                                    400  41 

General  billing  information                                                                                    401  41 

Completion  of  HHA  billing  (Form  SSA-1487)                                                         405  41 

Disposition  of  Form  SSA-1487                                                                        405.1  45 

Transfer  from  Part  A  to  Part  B  home  health  services                                                410  45 

Transfer  from  Part  B  to  Part  A  home  health  services                                                411  45 

Effect  of  a  new  spell  of  illness                                                                                 412  45 

More  than  one  agency  furnishes  home  health  services                                                413  46 

Transfer  to  another  agency  under  the  same  home  health  plan  of  treatment                   415  46 

Home  health  services  are  suspended  or  terminated,  then  reinstated                             425  46 

Preparation  of  a  home  health  billing  form  in  no-payment  situations                              430  47 

Home  health  services  under  Part  B  extended  from  one  calendar  year  into  the  follow- 
ing calendar  year                                                                                              440  47 

Procedures  for  submitting  corrected  bills                                                                  445  47 

Examples                                                                                                        450  48 

Completing  items  on  Form  SSA-1483  460  62 
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7-68 


BILLING  PROCEDURES 


UOO.    INTERVIEWING  THE  PATIENT  ABOUT  HIS  DEDUCTIBLE  STATUS 

If  it  is  apparent  that  the  home  health  services  will  be  charged 

to  supplementary  medical  insurance  rather  than  to  hospital  insurance, 

i.e.,  there  was  no  prior  hospital  or  extended  care  facility  stay, 

the  plan  was  not  established  within  lh  days  of  discharge,  benefits 

were  exhausted  under  a  Part  A  plan,  or  the  home  health  agency 

specializes  in  treating  mental  diseases,  the  home  health  agency  will 

want  to  discuss  the  patient's  deductible  status  with  him  or  his 

representative.    (For  more  detailed  information  about  the  deductible, 

see  §  220.1.) 

Before  the  home  health  agency  attempts  to  collect  the  $50  deductible 
or  any  portion  of  it,  it  should  satisfy  itself  that  the  deductible 
has  not  been  met.    This  should  be  done  by  a  careful  interview  with 
the  patient,  or  a  member  of  his  family  or  other  person  if  he  is 
unable  to  conduct  his  own  affairs,  and  by  reference  to  the  interme- 
diary's reply  to  the  start  of  care  notice. 

The  intermediary's  reply  to  the  start  of  care  notice  will  indicate 
whether  the  deductible  has  been  met  or  not  met.    However,  if  the 
reply  indicates  that  the  deductible  has  not  been  met,  there  will 
be  no  indication  of  the  remaining  expenses  needed  to  satisfy  the 
deductible.    The  patient,  in  that  event,  may  have  a  medicare 
utilization  notice  or  explanation  of  benefits  indicating  what  part 
of  the  deductible  he  has  met.    If  he  has  such  a  notice,  the  home 
health  agency  may  collect  from  the  patient  the  portion  of  the 
deductible  not  met.    If  the  patient  has  bills  for  other  expenses 
which  could  meet  the  deductible  he  should  submit  them  promptly  to 
the  medical  insurance  carrier  and  it  will  not  be  necessary  for 
the  agency  to  collect  any  part  of  the  deductible. 

When  the  intermediary  receives  the  agency's  billing,  it  will  query 
the  Social  Security  Administration  central  record  for  the  amount 
of  the  deductible  remaining  to  be  met. 

Any  overpayments  by  the  patient  for  the  deductible,  discovered  when 
the  intermediary  verifies  the  status  of  the  deductible  with  the 
Social  Security  Administration,  will  be  refunded  to  the  patient  by 
the  intermediary  and  the  agency  payment  adjusted  accordingly. 

If  the  agency  collects  less  than  is  due,  the  intermediary  will 
notify  it  of  the  amount  remaining  to  be  collected  on  the  deductible 
after  processing  the  bill. 

The  agency  should  not  bill  a  third  party  until  the  patient's 
deductible  status  is  known. 


Rev.  No.  9 


£01 


BILLING  PROCEDURES 


7-68 


£01.    GENERAL  BILLING  INFORMATION 

Form  SSA-14-87,  Home  Health  Agency  Report  and  Billing  should  be  sub- 
mitted for  covered  home  health  services  furnished  a  Medicare  patient 
under  a  plan  of  treatment  before  visits  are  exhausted. 

Billings  should  be  submitted  on  a  regular  basis  until  the  allowable 
visits  are  exhausted.    An  SSA-14-87  should  be  submitted  when: 

A.  The  home  health  plan  of  treatment  is  terminated. 

B.  Visits  are  exhausted. 

C.  Visits  are  switched  from  Part  B  to  Part  A. 


D.  Part  B  visits  and  other  home  health  services  have  been  rendered 
and  the  billing  for  them  will  not  meet  the  $50  deductible. 

E.  The  patient  or  his  representative  refuses  to  request  that  pay- 
ment be  made  on  his  behalf.    In  this  case,  show  "Refused  Payment"  in 
the  open  area  under  item  22.     (Your  intermediary  can  furnish  instruc- 
tions on  how  to  bill  if  the  patient  subsequently  decides  to  request 
payment . ) 

Services  provided  in  different  accounting  periods  should  not  be  put  on 
the  same  bill.    At  the  end  of  your  accounting  period,  you  should  submit 
a  bill  which  contains  all  services  furnished  to  the  patient  since  the 
last  bill  and  through  the  end  of  the  period.    Services  furnished  in 
the  next  accounting  period  should  be  on  a  separate  bill. 

f~~Form  SSA-14.83,  Provider  Billing  for  Medical  and  Other  Health  Services, 
should  be  submitted  for  certain  Part  B  "medical  and  other  health  serv- 
ices" for  which  a  home  health  agency  may  receive  reimbursement. 

1 .    Patient  Not  Under  a  Home  Health  Plan  of  Treatment.    The  home 
health  agency  should  use  an  SSA-14-83  to  bill  for  certain  Part  B 
"medical  and  other  health  services"  where  there  is  no  home  health  -plan 
of  treatment.    Specifically,  the  home  health  agency  may  bill  for  the 
following  services  (there  must  be  a  physician's  certification  on  file): 

a.  Surgical,  dressings,  splints,  casts,  and  other  devices 
used  for  reduction  of  fractures  and  dislocations. 

b.  Rental  or  purchase  of  durable  medical  equipment. 

c.  Ambulance  service  operated  by  the  home  health  agency. 

d.  Prosthetic  devices. 
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e.  Limb,  arm,  back,  and  neck  braces,  trusses  and  arti- 
I  ficial  limbs,  arms,  and  eyes. 

f.  Outpatient  physical  therapy  services. 

NOTE:    Medical  supplies  other  than  as  specified  in  "a"  are  not  covered 
as  "medical  and  other  health  services"  by  Part  B  of  the  program. 

2.    The  Patient  Is  Under  a  Home  Health  Plan  of  Treatment.    If  a 

patient  is  receiving  home  health  services  under  a  Part  A  or  Part  B 
plan  of  treatment,  the  agency  may  bill  on  a  SSA-14-83  for  only  the 
following  services  (all  other  services  are  home  health  services  and 
should  be  billed  for  on  an  SSA-14-87)  . 

a.  Ambulance  service  operated  by  the  home  health  agency. 

b.  Purchase  of  durable  medical  equipment. 

c.  Outpatient  physical  therapy  service  where  the  patient 
chooses  to  receive  physical  therapy  as  a  Part  B  medical  and  other 
health  service.     (Where  the  patient  is  receiving  home  health  services 
under  a  Part  A  plan  of  treatment,  physical  therapy  will  usually  be 
furnished  as  a  home  health  visit  because  it  is  usually  more  advantageous 
to  the  patient;  i.e.,  he  is  not  subject  to  deductible  and  coinsurance 
charges.    If  the  patient  is  receiving  home  health  services  under  a 

Part  B  plan  of  treatment,  he  may  wish  to  elect  to  receive  physical 
therapy  services  as  a  medical  and  other  health  service  to  conserve 
his  Part  B  home  health  visits.    However,  refer  to  §  H221  for  a 

L discussion  of  how  this  decision  may  affect  the  home  health  plan  of 
treatment.) 

A  start  of  care  notice  is  not  necessary  before  billing  on  an  SSA-14-83. 
Upon  receipt  of  the  SSA-14-83,  the  intermediary  will  send  a  Part  B  query 
to  SSA  if  the  Part  B  deductible  is  not  met. 

405.    COMPLETION  OF  HOME  HEALTH  AGENCY  BILLING  (FORM  SSA-1 4.87) 
Examples  of  completed  billing  forms  are  in  §  4-50. 

Items  1  through  14.  should  be  completed  on  the  initial  billing  in  the 
manner  described  in  §  325  (start  of  care  notice) . 

Items  4..  5.  9.  14..  15.  and  16  may  be  omitted  on  second  and  subsequent 
billings.  Items  11  and  12  may  also  be  omitted  on  subsequent  billings 
unless  there  are  later  inpatient  stays  in  a  hospital  or  extended  care 
facility  (see  below). 

Items  11  and  1 2.    Name  and  Address  of  Institution,  etc..  and  Verified 
Dates,  etc. — The  information  given 
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on  the  initial  billing  on  prior  inpatient  stays  should  not 
be  repeated  on  the  second  or  subsequent  billings.  How- 
ever, any  subsequent  inpatient  stays  in  a  hospital  or 
extended  care  facility  should  be  reported  in  these  items 
on  the  next  billing.  The  dates  of  stay  should  be  entered 
only  if  verified  with  the  institution.  Once  a  later  in- 
patient stay  has  been  entered  on  a  billing  it  should  not 
be  repeated  on  a  subsequent  billing. 

This  later  information  on  inpatient  admission  and 
discharge  is  needed  to  determine  if  a  new  spell  of  ill- 
ness has  begun  or  the  1-year  period  for  visits  has  been 
extended.  See  §  215.1  for  the  effect  of  a  later  stay  on 
entitlement  to  Part  A  home  health  visits. 

Entries  in  these  items  do  not  affect  other  items  on 
the  SSA-1487  unless  they  start  a  new  spell  of  illness. 
The  original  "Date  Care  Started"  (Item  10)  and  "Date 
Home  Health  Plan  Established"  (Item  13)  will  remain 
the  same. 

Item  13.  Date  Home  Health  Plan  Established. — 

Never  make  more  than  one  entry  on  a  billing  form  in 
this  item.  If  Part  A  visits  are  involved,  the  entry  is  the 
date  the  initial  plan  was  established  in  the  spell  of  ill- 
ness for  which  you  are  billing.  The  fact  the  initial  plan 
is  amended,  the  patient  is  reinstitutionalized  in  the 
same  spell  of  illness,  Part  A  visits  have  been  exhausted 
and  Part  B  visits  will  begin,  care  extends  from  one 
year  into  another,  etc.,  is  immaterial.  This  same  date 
could,  therefore,  be  shown  on  subsequent  bills  for  a 
number  of  years.  However,  a  new  date  plan  established 
is  shown  if  the  patient  becomes  eligible  for  a  new  series 
of  Part  A  visits,  regardless  of  whether  he  was  previ- 
ously receiving  visits  under  Part  A  or  Part  B. 

Item.  15.  Patients  Certification  and  Payment  Re- 
quest.— Have  the  patient  or  his  authorized  representa- 
tive read  the  statement  on  the  form  or  on  the  agency's 
record  if  it  uses  the  alternate  signature  procedure  (see 
below).  If  the  signature  is  obtained  on  Form  SSA- 
1487,  it  is  sufficient  if  it  is  legible  only  on  the  original. 

If  the  patient  cannot  sign  his  name  because  of  his 
physical  or  mental  condition,  another  person  may  sign 
on  his  behalf,  e.g.,  John  J.  Jones  by  Jack  A.  Smith.  (Ob- 
tain a  brief  statement  that  shows  both  why  the  patient 
himself  did  not  sign  the  form  and  the  relationship  of 
the  signer  to  the  patient.  Retain  the  explanation  in  the 
agency's  file  if  the  signature  is  obtained  on  the  agency's 
own  record.  If  the  signature  is  on  Form  SSA-1487,  the 
explanation  should  accompany  or  be  included  in  the 
billing  form.  In  certain  situations,  a  home  health  agency 
representative  may  sign  on  behalf  of  the  patient.  (See 
§  235.1  for  who  may  sign  a  request  for  payment.) ) 


The  statement  should  be  read  to  a  patient  who  signs 
by  mark.  A  signature  by  mark  should  be  witnessed  by  a 
person  who  knows  the  patient. 

Signature  on  Agency  Record. — The  agency  may 
arrange  with  its  intermediary  to  have  the  patient's 
signature  on  its  records  serve  as  the  request  for 
payment. 

The  agency  should  then  incorporate  the  language 
now  on  the  SSA-1487  by  printing  or  stamping  it  on 
either  the  agency's  own  start  of  care  form  or  on  a 
separate  form  attached  to  or  associated  with  that  form. 
The  following  format  is  suggested: 

"Statement  To  Permit  Payment  for  Home 
Health  Services  or  Hospital  Insurance  and 
Medical  Insurance  Benefits  to  Home  Health 

Agency 

"I  certify  that  the  information  given  by  me  in 
applying  for  payment  under  Title  XVIII  of  the 
Social  Security  Act  is  correct.  I  authorize  release 
of  all  records  required  to  act  on  this  request.  I 
request  that  payment  of  authorized  benefits  be 
made  on  my  behalf." 

The  original  copy  of  the  first  billing  form  submitted 
by  the  agency  for  services  to  a  patient  should  be 
stamped  or  typed  on  the  patient's  signature  line  to  indi- 
cate that  the  patient's  statement  is  on  file.  The  following 
wording  is  suggested :  "Patient's  request  for  payment  on 
file." 

When  the  intermediary  and  agency  have  arranged 
to  put  this  procedure  into  effect,  the  intermediary  will 
thereafter  make  payment  without  the  patient's  signa- 
ture on  the  billing  form,  as  long  as  home  health  services 
are  being  received  from  the  same  agency  under  the 
same  plan  of  treatment. 

Item  16.  Diagnoses. — Complete  on  the  initial  bill. 
Home  health  visits  under  Part  A  must  be  related  to  a 
condition  for  which  the  patient  was  receiving  inpatient 
hospital  or  extended  care  treatment  (see  §  240.1) .  Enter 
all  diagnoses  as  furnished  by  the  attending  physician. 
List  the  primary  diagnosis  first  with  "Primary"  in 
parentheses. 

Show  the  diagnosis  in  accordance  with  recognized 
nomenclature,  e.g.,  "Current  Medical  Terminology,"  or 
"Standard  Nomenclature  of  Diseases  and  Operations." 

This  item  need  not  be  completed  on  subsequent  bills, 
but  if  other  diagnoses  are  identified  between  the  initial 
and  final  bills,  note  such  changes  or  additional  diag- 
noses on  the  final  bill. 

Enter  an  "X"  in  the  appropriate  check  box  to  indi- 
cate whether  or  not  the  condition  is  employment  re- 
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lated.  If  the  condition  is  known  to  be  employment 
related,  enter  the  name  and  address  of  the  employer  on 
the  initial  bill.  (See  §§  250-250.2  if  workmen's  com- 
pensation is  involved.) 

Item  17.  Statement  Covers  Period. — Show  the  be- 
ginning and  ending  dates  of  the  period  covered  by  this 
bill. 

On  the  first  bill  for  services  under  a  plan  of  treat- 
ment, the  "From"  date  cannot  be  earlier  than  the  date 
care  started  in  Item  10. 

On  the  final  bill,  the  "To"  date  can  be  no  later  than 
the  date  in  Item  20 ;  that  is,  the  date  of  death,  the  date 
discharged,  or  the  date  visits  are  exhausted. 

If  a  patient  is  discharged  or  dies  after  your  most  re- 
cent bill  indicated  that  he  was  still  receiving  services, 
and  before  receiving  additional  services,  prepare  a  no- 
payment  bill  in  accordance  with  the  instructions  in 
§430. 

Item  18.  Date  First  and  Last  Visit. — Do  not  com- 
plete this  item.  It  will  be  eliminated  when  the  home 
health  billing  form  is  revised. 

Item  19.  Patient  Status. — Check  only  one  block  to 
show  whether,  at  the  end  of  the  period  covered  by  the 
bill,  the  patient  is  still  receiving  services,  has  been  dis- 
charged, has  died,  or  visits  have  been  exhausted. 

In  addition  to  cases  in  which  the  patient  is  dis- 
charged because  home  health  services  are  no  longer 
required,  the  "Discharged"  block  will  be  checked  in 
the  following  situations: 

a.  The  patient  has  exhausted  his  visits  and  does 
not  need  additional  home  health  visits  or  Part  B 
services. 

b.  The  patient  is  covered  under  either  Part  A  or 
Part  B  and  has  exhausted  visits  under  that  part  although 
visits  will  continue. 

c.  The  patient  is  discharged  on  the  same  day  visits 
are  exhausted. 

d.  The  patient  transfers  from  Part  B  to  Part  A. 

e.  A  stay  in  the  hospital  or  extended  care  facility 
starts  a  new  spell  of  illness  but  does  not  meet  the  prior 
stay  requirement  and  the  patient  is  not  entitled  to  Part 
B. 

f.  The  patient  transfers  from  one  agency  to  an- 
other under  the  same  plan  of  treatment. 

g.  The  final  bill  for  equipment  rental. 

h.  The  time  limit  on  Part  A  visits  expires  even 
though  the  visits  are  not  exhausted.  (However,  if  visits 
continue  under  Part  B,  see  §  410.) " 

The  "Visits  Exhausted"  block  will  be  checked  when 
the  patient  is  covered  under  both  Part  A  and  Part  B, 
has  exhausted  his  visits  under  both  parts  and  needs 


additional  home  health  visits  or  Part  B  services 


Item  20.  Date  Applicable  to  Item  19. — A  date  must 
be  entered  in  Item  20  if  the  patient  was  discharged, 
died,  or  his  visits  were  exhausted  in  the  period  covered 
by  this  bill.  It  should  never  be  earlier  than  the  "To" 
date  in  Item  17. 

If  the  "Still  Receives  Services"  block  in  Item  19  is 
checked,  make  no  entry  in  Item  20. 

Item  21.  Statement  of  Services  Rendered. — From 

the  information  received  on  the  start  of  care  notice 
and  other  information,  the  intermediary  will  advise 
you  whether  charges  are  to  be  billed  under  Part  A  or 
Part  B.  If  the  first  billing  is  under  Part  A,  continue 
billing  under  Part  A  until  the  patient  is  discharged, 
dies,  visits  are  exhausted,  a  new  spell  of  illness  starts, 
or  the  year  in  which  visits  must  be  made  has  ended. 

All  covered  services  and  items  which  have  been  fur- 
nished in  the  billing  period  must  be  included  in  the  bill 
which  is  being  submitted. 

Visits  to  perform  noncovered  services 
should  not  be  shown  as  visits  on  the 
billing  form.    Some  examples  of  such 
services  are  services  of  a  domestic 
or  housekeeping  services  unrelated 
to  patient  care,  and  meals  on  wheels* 
See  I  230  and  232  for  additional 
examples*    However,  see  I  1*30  for 
fules  on  submitting  no -payment  bills* 

Home  health  services  furnished  on  an  outpatient 
basis  at  a  hospital,  extended  care  facility,  or  rehabilita- 
tion center  and  billed  through  the  home  health  agency, 
should  be  shown  on  the  billing  form  as  if  the  home 
health  agency  had  directly  furnished  the  services.  (See 
§§200.2  and  205.7.) 

Note:  Diagnostic  services  furnished  to  home  health 
patients  in  the  outpatient  department  of  a  participating 
hospital  are  not  covered  home  health  services  and 
should  be  billed  by  the  hospital. 

Item  21  A  C.  Show  the  total  number  of  visits  and 
total  charges  for  each  category  of  services  in  A 
through  F. 

If  any  home  health  services  are  furnished  on  an 
outpatient  basis  (see  §  205.7),  the  initials  OP  and  the 
number  of  outpatient  visits  should  be  entered  in  the 
space  immediately  following  the  name  of  the  particular 
service,  e.g.,  "B.  Physical  Therapy  OP  (3)." 

If  visits  are  made  by  individuals  in  categories  other 
than  those  listed  in  A  through  F,  enter  the  category, 
(eg.,  intern)  in  G  with  the  pertinent  number  of  visits 
and  charges.  It  is  not  necessary  to  show  how  the  charges 
were  determined.  For  example,  if  there  were  5  one-hour 
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visits  by  a  home  health  aide  at  a  charge  of  $2  per  hour, 
Item  21F  would  indicate  5  visits,  charges  $10. 

The  number  of  visits  by  and  charges  for  services  of 
an  unaccompanied  student  nurse  should  be  entered  in 
21A.  If  a  registered  nurse  who  is  employed  by  the 
home  health  agency  accompanies  the  student  to  observe 
her  or  the  purpose  of  the  student  visit  is  to  observe  the 
registered  nurse,  only  one  visit  should  be  charged.  In 
either  situation  such  visits  and  charges  would  be  entered 
in  21A. 

See  §§  218.1  and  218.2  for  how  to  count  visits. 
Item  21  H  and  I.  When  an  agency  bills  on  the  basis  of 
the  same  charges  per  unit  of  service  (e.g.,  visit,  week, 
month )  the  total  number  of  units  will  be  entered  in  the 
unshaded  area  in  H  and  the  charge  per  unit  will  be 
entered  in  the  unshaded  area  of  I  (see  example  below) . 
The  number  of  visits  must  also  be  shown  in  the  appro- 
priate category,  A  through  G.  No  charges  need  be 
shown  in  A  through  G.  No  entries  should  be  made  in 
the  shaded  areas  of  H  and  I. 


21. 

STATEMENT  OF  SERVICES  RENDERED 

POST- HOSPITAL  PLAN 

MEDICAL  PLAN 

PRIMARY  PURPOSE  OF  VISIT 

NO. 
VISITS 

CHARGES 

NO- 
VISITS 

CHARGES 

A.  Skilled  Nursing  Care 

$ 

% 

B.  Physical  Therapy 

3 

C.  Speech  Therapy 

D.  Occupational  Therapy 

2 

E.  Medical  Social  Services 

1 

F.  Home  Health  Aide 

G.  Other  Visits  (Specify) 

H.  Total  No  of  Units  of  Service  £ 

I,   Charge  per  unit  of  Service  $  *5«00 

J.  TOTALS 

6 

»  30 

00 

I 

K.  Other  (Specify) 

L   TOTAL  CHARGES 

*  30 

00 

% 

Item  21  J.  Totals. — Show  the  total  number  of  visits  and 
total  charges  listed  in  A  through  G.  If  the  agency 
charges  on  the  basis  of  a  unit  of  service  only,  the  total 
charges  should  be  H  times  I. 

Item  21K.  Other. — Enter  in  this  space  charges  for  cov- 
ered home  health  services  which  are  not  counted  as 
visits.  Enter  each  medical  appliance  and  category  of 
supply  on  a  separate  line  with  the  charge  for  the  item 
shown  on  the  same  line. 

See  §  420  for  payment  for  rental  of  equipment  when 
no  plan  is  in  effect. 

Item  21 L.  Total  Charges. — Enter  the  sum  of  charges 
in  21J  and  21K.  Do  not  show  total  visits. 

Item  21M.  Amount  Paid  by  Patient. — This  item  re- 


lates only  to  amounts  paid  toward  the  Part  B  deductible 
and  coinsurance.  On  initial  bills,  only  the  amounts 
actually  paid  by  or  on  behalf  of  the  patient  in  the 
period  covered  by  the  bill  should  be  entered.  The  ac- 
tual amount  paid  by  the  patient  will  permit  the  inter- 
mediary to  determine  if  he  is  entitled  to  a  refund.  If 
the  agency  collected  less  than  is  due,  the  intermediary 
will  advise  it  of  the  exact  amount  that  should  be  billed 
for  the  deductible  and  coinsurance. 

This  item  should  be  blank  on  second  and  subsequent 
bills.  In  subsequent  billing  periods,  the  agency  is  re- 
sponsible for  making  the  refund  to  the  patient  if  deduc- 
tible and  coinsurance  amounts  are  overcollected. 
Item  22.  Computing  Reimbursement  Under  Part 
A  (Post-Hospital  Plan). — This  item  is  designed  to 
determine  the  interim  amount  payable  under  Part  A. 
The  computation  may  be  made  either  by  the  agency  or 
the  intermediary. 

Item  22 A.  Total  Charges. — Enter  the  total  Part  A 
(post-hospital plan)  charges  from  Item  21L. 

Item  22B.  Reimbursement  Rate. — Show  the  reim- 
bursement rate  agreed  upon  by  the  agency  and  the  inter- 
mediary. It  is  the  percentage  relationship  of  the 

agency's  costs  to  its  charges. 

Item  22C.  Reimbursement  Amount  A  Times  B. — 

Multiply  the  total  charges  (22A)  by  the  reimbursement 
percentage  rate  (22B)  to  determine  the  interim  reim- 
bursement amount. 

Item  23.  Computing  Reimbursement  Under  Part  B 
(Medical  Plan). — The  agency  should  not  complete 
this  item  unless  it  knows  that  the  $50  deductible  has 
been  met. 

Item  23 A.  Verified  Deductible. — If  the  deductible 
has  been  met,  enter  "0"  (zero) .  If  you  do  not  know  that 
the  deductible  has  been  met,  .make  no  entry. 

Item  23B.  Verified  Coinsurance. — If  the  deductible 
has  been  met,  enter  20  percent  of  the  total  medical  plan 
charges  in  Item  21 L. 

Item  23C.  Total  Charges. — Enter  the  amount  shown 
in  the  medical  plan  column  in  Item  21L. 

Item  23D.  Reimbursement  Rate. — This  must  always 
be  a  percentage.  It  will  be  the  percentage  relationship 
of  the  agency's  costs  to  its  charges. 
Item  23E.  C  Times  D. — Enter  the  total  charges  (Item 
23C)  multipled  by  the  reimbursement  rate  (Item  23D). 
Item  23F.  E  Less  A. — If  the  deductible  has  been  met, 
enter  the  Item  23E  amount.  If  the  deductible  has  not 
been  met,  make  no  entry. 
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Item  23Q.   Reimbursement  Amount  80 
Percent  of  P.— Multiple  Item  23F  by 
80  percent.    (It  is  important  to  note 
that  even  though  the  deductible  to 
be  met  exceeds  total  charges  a 
payment  to  the  agency  is  possible  if 
the  reimbursement  rate  (Item  2 3D) 
is  over  100  percent*    Example » 
Deductible  to  be  met  is  $20,  total 
charges  $1$,  reimbursement  rate  150 
percent*    Charges  times  rate  is 
$22*50,  subtracting  $15  of  the 
deductible  (see  item  231)  leaves 
$7*50;  80  percent  of  $7.50  is  $6* 
The  intermediary  would  make  this 
computation* ) 

Item  23H.  Refund  to  Patient— The  intermediary  will 
complete  this  item. 

Item  231.  Net  Amount  to  Agency,  G  Less  H. — The 
intermediary  will  complete  this  item. 

Certification  and  Signature  Line. — An  agency 
representative  should  make  sure  that  the  required  physi- 
cian's certification  and  recertification  are  in  the 
agency's  records.  The  representative  should  then  sign 
and  date  the  form  before  it  is  submitted  to  the  inter- 
mediary. A  stamped  signature  is  acceptable.  The  date 
forwarded  should  be  the  date  the  bill  is  actually  for- 
warded to  the  intermediary ;  it  should  not  be  before  the 
"To"  date  in  the  "Statement  Covers  Period"  item. 

405.1  Disposition  of  Form  SSA-1487.— Retain 
the  copy  designated  "Home  Health  Agency  Copy"  and 
submit  the  remaining  copies  to  your  intermediary  (or 
SSA  in  direct  dealing  situations) .  The  remaining  copies 
to  be  submitted  to  the  intermediary  or  SSA  are  the 
following: 

a.  The  original  copy  which  is  maintained  in  the 
intermediary's  (or  SSA  Direct  Reimbursement's)  files. 

b.  The  copy  designated  "Social  Security  Adminis- 
tration Copy." 

Where  the  notice  of  admission  copies  of  the  form 
have  not  been  used  for  start  of  care  notice  purposes  they 
may  be  discarded. 


410.  TRANSFER  FROM  PART  A  TO  PART  B 
HOME  HEALTH  SERVICES 

If  a  patient  will  receive  Part  B  services  under  the 
same  home  health  plan  of  treatment  after  Part  A  visits 
are  exhausted,  or  the  time  limit  for  Part  A  visits  has 
runt  out,  submit  separate  bills  for  each  part.  Do 
not  submit  a  start  of  care  notice.  On  the  last  bill  for 
Part  A  services,  the  "still  receives  services"  block  in 
Item  19  is  checked. 

On  the  initial  bill  for  Part  B  services  Items  10  and 
13  will  contain  the  same  dates  as  on  the  billings  for 
Part  A  services. 

411.  TRANSFER  FROM  PART  B  TO  PART  A 
HOME  HE  ALU  SERVICES 

If  a  patient  receiving  Part  B  services  has  a  qualifying 
inpatient  stay  so  that  visits  under  Part  A  will  commence, 
separate  bills  must  be  submitted  for  each  part.  The 
discharge  billing  for  the  services  under  Part  B  should 
contain  the  following  information: 

Item  17.  "To  Date"— Date  of  admission  to  the  qual- 
ifying hospital  or  extended  care  facility  stay. 

Item  19.  "Discharged"  block  should  be  checked. 

Item  20.  "Date  applicable  to  Item  19" — Date  of  ad- 
mission to  the  qualifying  hospital  or  extended  care  facil- 
ity stay. 

A  start  of  care  notice  must  be  submitted  and 
processed  in  the  usual  manner.  On  the  start  of  care 
notice  and  Part  A  billing  complete  Items  10,  13,  and 
17  as  follows: 

Item  10.  Show  the  date  on  which  care  started  under 
the  Part  A  plan. 

Item  13.  Show  the  date  on  which  the  new  plan  for 
visits  under  Part  A  was  established. 

Item  17.  "From  Date"  is  the  date  care  started  under 
the  Part  A  plan. 
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412.  EFFECT  OF  A  NEW  SPELL  OF  ILLNESS 

If  a  patient  receiving  visits  under  Part  A  has  an 
inpatient  stay  in  a  qualified  institution  (see  §  112.3), 
which  occurs  more  than  60  days  after  his  last  discharge 
from  an  institution  which  prolongs  a  spell  of  illness 
(see  §  112.3),  a  new  spell  of  illness  starts.  This  ter- 
minates the  Part  A  plan  of  treatment.  The  agency 
should  prepare  a  final  billing.  The  "Discharged"  block 
in  Item  19  will  be  checked  (and  the  first  day  of  the  in- 
patient stay  entered  in  Item  20)  unless  the  patient  will 
receive  Part  B  services  under  the  same  plan  of  treat- 
ment (see  §  410) . 

If  Part  A  home  health  visits  are  resumed  after  this 
inpatient  stay  a  new  start  of  care  notice  is  required.  If 
the  inpatient  stay  meets  the  prior  stay  requirement 
( §  210.2 )  the  new  plan  will  be  under  Part  A,  if  not,  it 
must  be  under  Part  B. 

If  a  patient  receiving  Part  B  visits  has  an  inpatient 
stay  which  starts  a  spell  of  illness  and  meets  the  prior 
stay  requirement,  §  411  should  be  followed.  If  prior 
stay  requirements  are  not  met,  Part  B  visits  can  con- 
tinue. In  the  latter  case  the  information  on  the  inpatient 
stay  should  be  entered  in  Items  11  and  12  of  the  next 
billing  form  submitted. 

413.  MORE  THAN  ONE  AGENCY  FURNISHES 
HOME  HEALTH  SERVICES 

In  the  exceptional  case  where  a  physician  deems  it 
necessary  to  use  two  participating  home  health  agen- 
cies, the  physician  will  designate  the  agency  which  will 
render  the  major  services  and  assume  the  major  re- 
sponsibility for  the  patient's  total  care  as  the  primary 
agency. 

Although  services  can  be  provided  by  both  agencies, 
the  primary  agency  will  submit  the  start  of  care  notice, 
bill  for  all  the  services  rendered  by  both  agencies  to 
the  patient,  and  keep  all  the  records  pertaining  to  the 
case  including  the  plan  of  treatment,  required  certifi- 
cations, and  the  record  of  the  number  of  visits  to  be 
charged  against  the  patient's  allowable  maximum.  The 
secondary  agency  will  be  reimbursed  through  the  pri- 
mary agency  under  mutually  agreed  upon  arrange- 
ments. 

In  rare  instances  a  patient  is  under  the  care  of  two 
physicians,  and  each  physician  finds  it  necessary  to 
establish  a  home  health  plan  with  different  agencies  to 
secure  required  services.  Each  agency  will  independ- 
ently submit  a  start  of  care  notice  and  bill  lor  the 
services  it  renders. 


If  it  comes  to  the  attention  of  one  home  health  agency 
that  a  patient  is  receiving  services  from  another  agencv 
each  agency  providing  services  to  the  same  patient 
should,  to  the  extent  possible,  keep  the  other  agency 
advised  of  the  visits,  etc.,  furnished  by  it.  This  will 
permit  each  agency  involved  to  keep  track  of  the  num- 
ber of  visits  furnished  the  patient. 

415.  TRANSFER  TO  ANOTHER  AGENCY  UN- 
DER THE  SAME  HOME  HEALTH  PLAN 
OF  TREATMENT 

If  a  patient  transfers  from  one  agency  to  another 
and  the  current  home  health  services  are  a  continua- 
tion of  the  original  plan  of  treatment,  the  first  agency 
will  indicate  in  Item  19  on  its  final  bill  that  the  patient 
has  been  "discharged,"  and  insert  the  day  its  records 
are  transferred  to  the  other  agency  in  Item  20. 

The  second  agency  (after  submitting  a  start  of  care 
notice)  will  bill  as  though  it  is  the  initial  provider  under 
that  particular  plan.  The  bills  will  continue  to  show  in 
Item  10  the  original  date  care  was  started  by  the  first 
agency,  etc.  On  the  first  bill  the  second  agency  sub- 
mits, the  billing  period  in  Item  17  will  be  from  the 
day  of  the  first  agency's  transfer  to  the  end  of  the  bill- 
ing period. 

425.  HOME  HEALTH  SERVICES  ARE  SUS- 
PENDED OR  TERMINATED  THEN  RE- 
INSTATED 

A  physician  may  feel  it  necessary  to  suspend  visits 
for  a  time  to  determine  whether  the  patient  is  suf- 
ficiently recovered  from  his  condition  to  do  without 
further  home  health  services.  When  the  suspension  is 
temporary  (not  more  than  60  days)  and  the  physician 
later  determines  that  the  services  must  be  resumed, 
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the  resumed  services  will  be  paid  under  the  same  pro- 
gram (Part  A  or  Part  B)  and  plan  of  treatment  as  be- 
fore the  suspension.  No  special  entry  is  needed  on  the 
bill  to  indicate  a  suspension.  The  date  care  started 
(Item  10)  and  the  date  plan  established  (Item  13) 
will  remain  the  same  as  on  the  initial  bill.  A  no-payment 
bill  should  not  be  submitted  for  the  period  in  which 
there  were  no  visits. 

For  purposes  of  medicare  reimbursement,  a  sus- 
pension of  home  health  visits  for  more  than  60  days 
terminates  the  plan  of  treatment.  When  this  occurs,  a 
discharge  bill  is  prepared  by  the  agency.  To  qualify 
for  additional  Part  A  home  health  visits,  the  patient 
must  have  a  new  qualifying  inpatient  stay,  and  a  new 
start  of  care  notice  must  be  submitted. 

There  may  also  be  instances  in  which  a  physician 
determines  that  home  health  services  being  furnished 
under  Part  A  are  no  longer  necessary  and  discharges 
the  patient.  The  physician  may  later  determine  that  the 
home  health  services  are  again  necessary  and  may  es- 
tablish a  plan  for  services  related  to  the  same  condi- 
tion for  which  the  individual  was  previously  hospital- 
ized. However,  since  the  previous  plan  of  treatment  was 
terminated,  the  subsequent  services  cannot  be  paid  un- 
der Part  A  unless  the  patient  has  had  an  intervening 
qualifying  inpatient  stay.  A  new  start  of  care  notice 
must  be  submitted  if  the  patient  again  qualifies  for 
home  health  visits. 

430.  PREPARATION  OF  A  HOME  HEALTH 
BILLING  FORM  IN  NO-PAYMENT  SITU- 
ATIONS 

Although  no  payment  will  be  made,  a  home  health 
billing  form  should  be  submitted  when: 

a.  Workmen's  compensation  has  paid  or  can  be 
expected  to  pay  the  entire  bill.- 

b.  A  National  Institutes  of  Health  grant  paid  or 
will  pay  the  entire  bill. 

c.  The  patient  is  discharged  from  home  health 
visits  or  dies  after  an  earlier  bill  indicated  that  he  was 
still  receiving  services,  and  no  visits  have  been  made 
during  the  interim  period.  In  this  situation,  the  date  of 
discharge  or  death  must  be  later  than  the  "To  Date" 
shown  in  Item  17  on  the  earlier  bill. 

On  a  no-payment  bill,  only  the  following  entries 
should  be  completed : 


a.  Item  1.  Patient's  name. 

b.  Item  2.  Health  Insurance  Claim  Number. 

c.  Item  7.  Provider  Number. 

d.  Item  10.  Date  Care  Started. 

e.  Item  16.  Diagnoses  and  whether  illness  was  em- 
ployment related. 

f.  Item  19.  Terminating  Action.  If  Item  19  does 
not  provide  the  reason  for  nonpayment,  e.g.,  workmen's 
compensation,  enter  reason  in  open  area  under  Item  22. 

g.  Item  20.  Date  Applicable  to  Item  19. 

h.  Item  21L.  Total  Charges  (this  will  usually  be 
"None"). 

i.  Signature  of  Home  Health  Agency  Representa- 
tive and  Date  Forwarded. 

Note :  This  abbreviated  completion  of  bills  does  not 
apply  to  two  other  situations  where  there  will  be  no 
reimbursement,  i.e.,  Part  B  deductible  not  met,  and 
patient  refuses  to  request  payment  ( §  401 ) . 

440.  HOME  HEALTH  SERVICES  UNDER 
PART  B  EXTEND  FROM  ONE  CALEN- 
DAR YEAR  INTO  THE  FOLLOWING 
CALENDAR  YEAR 

Do  not  submit  a  Part  B  bill  for  an  inclusive  period 
beginning  in  one  calendar  year  and  extending  into  the 
following  calendar  year.  If  the  agency  does  not  nor- 
mally bill  on  a  calendar  month  basis,  it  must  prepare 
two  bills.  The  first  will  cover  the  period  ending  Decem- 
ber 31  of  the  old  year,  the  second,  the  period  beginning 
January  1  of  the  new  year.  This  will  permit  the  inter- 
mediary to  apply  the  appropriate  deductible  for  both 
years.  A  new  start  of  care  notice  is  not  required  for 
the  period  beginning  in  the  new  year. 

445.  PROCEDURES  FOR  SUBMITTING  COR- 
RECTED BILLS 

To  correct  a  previously  submitted  bill,  the  home 
health  agency  should  reproduce  a  legible  copy  of  the 
submitted  bill.  Corrections  should  be  made  in  red  in  the 
appropriate  item(s).  The  corrected  bill  should  be 
marked  "DEBIT-ADJ"  in  the  upper  right-hand  mar- 
gin. If  all  charges  and  days  reported  on  the  previously 
submitted  bill  are  to  be  deleted,  mark  it  "CANCEL 
ONLY"  in  the  upper  right-hand  margin.  Send  the  cor- 
rected bill  to  the  intermediary. 
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450.  EXAMPLES 

I.  Initial  Billing — Part  A  Visits. 

II.  Subsequent  Billing — Part  A — Less  Than  3-Day 
Hospital  Stay  During  Billing  Period. 

III.  Subsequent  Billing — Part  A — 3  (or  More)  Day 
Hospital  Stay. 

IV.  Discharge  Billing — Part  A — New  Spell  of  Ill- 
ness. 

V.  Initial  Billing — Part  A — After  Transfer  From 
Another  Agency. 

VI.  Final  Billing— Part  A — Services  Continue  but 
Part  A  Visits  Exhausted. 


VII.  Initial  Billing— Part  B— Part  A  Visits  Ex- 
hausted. 

VIII.  Subsequent  Billing — Part  B — Less  Than  3- 
Day  Hospital  Stay. 

IX.  Final  Billing— Part  B— Patient  Qualifies  for 
Part  A. 

X.  Initial  Billing — Part  A — Equipment  Furnished 
as  Home  Health  Service. 

XI.  Final  Billing — Part  A — Physician  Terminates 
Plan — Equipment  Still  Needed. 

XII.  Billing  for  Rental  of  Equipment — Part  B. 
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Example  I 


I.  INITIAL  BILLING — PART  A— VISITS 


John  H.  Doe  has  a  qualifying  inpatient  stay  April  3, 
1967,  through  April  8,  1967.  A  home  health  plan  is 
established  April  9,  1967,  and  care  is  started  on  April 
10,  1967. 

The  home  health  agency  submits  a  start  of  care 
notice.  The  official  transfer  records  furnished  this 
agency  contain  the  inpatient  stay  dates  and  are  entered 
in  Item  12.  The  patient's  signature  is  not  required  since 
the  agency  has  obtained  it  on  a  form  maintained  in 
its  own  records. 


The  agency  receives  a  reply  which  indicates  (a)  the 
patient  is  entitled  to  Part  A  and  Part  B,  (b)  he  has 
100  visits  remaining  under  both  plans,  (c)  the  Part  B 
deductible  is  met. 

The  agency  charges  a  unit  rate  of  $5.00  a  visit  and 
the  agreed-upon  reimbursement  rate  is  110%.  Since 
the  agency  has  a  uniform  rate  for  all  services  no 
charges  are  entered  in  Items  21A  through  21G. 

At  the  end  of  its  monthly  billing  period  the  agency 
submits  its  billing  as  below. 


™"       HOME  HEALTH  AGENCY  REPORT  AND  BILLING 
HOSPITAL  AND  MEDICAL  INSURANCE  BENEFITS  -  SOCIAL  SECURFTV  ACT 


Porrn  Approve 
Budgti  Surcau 

No.  72-R738 


1    PATIENT'S  UkST  NAME                                                                1  FIRST  NAME                                               '  Ml 

Doe                                         !  John  H 

2    HEALTH  INSURANCE  CLAIM  NUM9ER 

000-00-0000  A 

3  PATIENT'S  ADDRESS  (Strict  numbir.  City.  Stan.  Zip  Code) 

6ii01  Security  Blvd. ,  Baltimore,  Md.  21235 

A  DATE  OF  BIRTH                 |5  SE* 

02.  |  o._2|_2  1  i@  "  O' 

6.  HOME  HEALTH  AGENCY  NAME  AND  ADDRESS 

Z  Visiting  Nurse  Association 
110  South  Paca  St. 
Baltimore,  Md.  21201 

7  PROVIDER  NO 

000  000 

8  MEDICAL  RECORD  NO 

9    NAME  ANO  AD0RE5S  OF  ATTENOING  PHYSICIAN 

William  Jones,  M.D. 
61*01  Uben  Blvd. 
Baltimore,  Md.  21201 

10  DATE  CARE  STARTED 

_0  U.|_l  _o|  6_  7_ 

1  1    NAME  AND  ADDRESS  OF  INSTITUTION,  IF  ANY.  CARING  FOR  CONDI- 
TION LATER  REQUIRING  HOME  HEALTH  SERVICES 

OeDeral  Hospital 
100  Bruce  Street 
Baltimore,  Harrland  21201 

12  VERIFIED  DATES  OF 
STAY  IN  ITEM  1  1 

FROM                I  TO 

a.  |03  |67  ]ol»|oB|67 

13  OATE  HOME 
HEALTH  PLAN 
ESTABLISHED 

OU  1 09  |67 

*ENT  SOURCE  FOR  CHARGES  TO  P 
SELF  OR  _  I — I   BLUE  CROSS 

FAMILY  c    |  |    SLUE  SHIELD 

PRIVATE  _  EMPLOYER 

INSURANCE        D   L__]    OR  UNION 


□  s 
□ 


PUEH  rc  *G(  NCT 


OTHER  (Eiptamj 


is  PATIENT'S  CERTIFICATION:  AUTHORIZATION  TO  RELEASE  INFORMATION  AND  PAYMENT  REQUEST:  I  certify  that 
the  Information  given  by  me  In  applying  for  payment  under  Title  XVIII  of  the  Social  Security  Act  Is  correct.  I  authorize  release 
of  all  records  required  to  act  on  tbil  request    I  request  that  payment  of  authorized  benefits  be  made  In  my  behalf. 


NATURE  (Paatru  or  authorized  rtpmen-tativt)  (Signature  by  mark  m 

Patient's  Request  for  Payment  on  File 


16.  DIAGNOSES 


Orebral  Vascular  Accident 


OU/09/67 


LEAVE  BLANK 


STATEMENT  COVERS  PERIOD 


OATE  OF  LAST  VISIT 


OU  10  67 


OU    30  67 


STATEMENT  OF  SERVICES  RENDERED 


POST   HOSPITAL  PLAN 


I  1  DIS' 

|  |  CHARC 

[     |  OIEO 


r— i  STlLL 

X  "ECE 
1  1  SERVi 

□  cow 


POST -HOSPITAL  PLAN 


VIEOICAL  PLAN 


PRIMARY  PURPOSE  OF  VISIT 


A.  Skilled  Nursing  Care 


A   TOTAL  CHARGES 


VERIFIED  DEDUCTIBLE 


$Uo.oo 


B.  Physical  Therapy 


C.  Speech  Therapy 


D.  Occupational  Therapy 


REIMBURSEMENT 


8    VERIFIED  COINSURANCE 


110$ 


E.  Medical  Social  Services 


G.  Other  Visits  (Specify) 


H.  Total  No.  of  Units  of  Service  Q 

I.  Charge  per  unit  of  Service  $g.QQ 


J.  TOTALS 


llO 


K .  Other  (Sp  ecify) 


L.  TOTAL  CHARGES 


Uo 


00 


M.  AMOUNT  PAID  BY  PATIENT 


I  certify  that  required  physician's  certification  and  recertiflcatlo ni  are  on  file. 


C    TOTAL  CHARGES 


$UU.oo 


D    REIMBURSEMENT  RATE 


E  C  TIMES  D 


REFUND  TO  PATIENT 


SIGNATURE  OF  HOME  HEALTH  AGENCY  REPRESENTATIVE 


/s/    Edward  Roberts 


DATE  FORWARDED 

0  5  10  2  16  7 


/s/   Joseph  Cole      °  5  I  <^  9  I  6  7 


DATE  APPROVED 


FORM  SSA'1487  IA-66I 


HOME  HEALTH  AGENCY  COPY 
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Example  II 


II.  SUBSEQUENT  BILLING — PART  A— LESS  THAN  3-DAY  HOSPITAL  STAY  DURING  BILLING 

PERIOD 


The  agency  continues  visits  to  the  patient  during 
May.  However,  on  May  20,  1967,  to  May  21,  1967,  he 
is  again  hospitalized.  Although  no  visits  have  been 
made  after  the  hospital  discharge,  they  are  expected 
to  continue.  At  the  end  of  the  monthly  billing  period 
(May)  the  agency  submits  its  billing  as  indicated. 

Since  this  is  a  subsequent  bill  only  the  items  indicated 


are  completed.  The  dates  in  Items  10  and  13  are  the 
same  as  on  the  prior  bill. 

Information  related  to  the  patient's  latest  hospital 
stay  is  entered  in  Items  11  and  12. 

The  hospital  stay  extends  the  spell  of  illness,  but  does 
not  establish  a  new  1-year  period  for  Part  A  visits  since 
it  was  for  less  than  3  days. 


M.  EOUCATlON    AND  WELf  ARE 

RAT'°"      HOME  HEALTH  AGENCY  REPORT  AND  BILLING 
HOSPITAL  AND  MEDICAL  INSURANCE  BENEFITS  -  SOCIAL  SECURITY  ACT 


Form  Approved 
Budget  Bureau  N< 

No.  72-R736 


I    PATIENT'S  LAST  NAME                                                        1  FIRST  NAME                                         1  Mi 

Doe                                         !  John                         |  H 

2    HEALTH  INSURANCE  CLAIM  NUMBER 

000-00-0000  A 

3  PATIENT'S  ADDRESS  (Stmt  numbir.  City.  Stau.  Zip  Cod*) 

6U01  Security  Blvd.,  Baltimore ,  Md.  21235 

e.   DATE  OF  BIRTH                    5  SO" 

II  □» 

6    HOME  HEALTH  AGENCY  NAME  AND  AODRESS 

Z  Visiting  Nurse  Association 
110  South  Paca  Street 
Baltimore,  Md.  21201 

7.  PROVIDER  NO 

000  000 

a    MEDICAL  RfcCORO  NO 

9    NAME  AND  ADDRESS  OF  ATTENDING  PHYSICIAN 

10  DATE  CARE  STARTED 

0  U  |  1  0  1  6  7 

1  1    NAME  AND  ADDRESS  OF  INSTITUTION.  IF  ANY.  CARING  FOR  CONDI- 
TION LATER  REOUIRING  HOME  HEALTH  SERVICES 

Oeneral  Hospital 
100  Bruce  Street 
Baltimore,  Maryland  21201 

l  2  VERIFIED  DATES  OF 
STAY  IN  ITEM  1  1 

FROM                1  TO 

D5  [20  [67  jo?  |2l|67 

13  DATE  HOME 
HEALTH  PLAN 
ESTABLISHED 

Oli  1 09  |  67 

□ 
□ 


f  SOURCE  FOR  CH 


□ 

„  I  I  EWPLO 
D  I     I  OR  UNI 


GES  TO  PATIENT 
E  CROSS 
E  SHIELD 
PLOYER 


PUB l  'C  AGENC  f 


OTHER  (Explain) 


PATIENT'S  CERTIFICATION:  AUTHORIZATION  TC  RELEASE  INFORMATION  AND  PAYMENT  REQUEST:  I  certify  that 
the  Information  given  by  me  In  applying  for  payment  under  Title  XVII I  of  the  Social  Security  Act  U  correct  I  authorize  release 
of  all  records  required  to  ad  on  this  request    I  request  that  payment  of  authorized  benefits  be  made  In  my  behalf. 


SIGNATURE  I  AitaiY  o 


\rizMd  rwprwntatM)  (Signature  by  n 


DIAGNOSES 


□ 


LEAVE  BLANK 


STATEMENT  COVERS  PERIOD 


18    DATE  OF  FIRST  VISIT 


DATE  OF  LAST  VISTT 


05.  01  |67 


aUaU-ft 


□  CHARGED  a?i«~i 

1-1  "™  n  Ousted. 


2i 

STATEMENT  Of  SERVICES  RENDERED 

POST  ■  HOSHTAL  PLAN 

MEDICAL  PLAN 

POST  ■  HOSPITAL  PLAN 

23 

MEDICAL  PLAN 

PRIMARY  PURPOSE  OF  VISIT 

NO 
VISITS 

CHARGES 

NO 
VISITS 

CHARGES 

A  TOTAL  CHARGES 

$25.00 

A   VERIFIED  DEDUCTIBLE 

A.  Skilled  Nursing  Care 

9 

$ 

B.  Physical  Therapy 

It 

B  REIMBURSEMENT 
RATE 

110* 

B  VERIFIED  COINSURANCE 

C.  Speech  Therapy 

D.  Occupational  Therapy 

E.  Medical  Social  Services 

C  REIMBURSEMENT  AMT 
A  TIMES  B 

27.50 

C   TOTAL  CHAROEB 

F.  Home  Health  Aide 

1 

G    Other  VlollB  (Specify) 

D  REIMBURSEMENT  RATE 

H.  Total  No.  of  UnlU  of  Service  $ 

I  Charge  per  unll  of  Service  $  $.00 

E  C  TIMES  D 

J.  TOTALS 

5 

*25 

00 

s 

F  E  LESS  A 

K   Other  (Specify) 

G    REIMBURSEMENT  AM T 

80  X  OF  F 

H    PETUND  TO  PATIENT 

L.  TOTAL  CHARGES 

'25 

00 

$ 

M.  AMOUNT  PAID  BY  PATIENT 

s 

1  NET  AMOUNT  TO 
AGENCf.  Q  LESS  H 

I  certify  thai  required  pbyildan's  certification  and  recertlAcationj  are  on  file. 


SIGNATURE  Or  HOME  HEALTH  AGENCY  REPRESENTATIVE 


/a/    Edward  Roberts 


DATE  FORWARDED 


0  6  |0  6  I  6  7 


APPROVED  0Y 


/a/    Joseph  Cole 


DATE  APPROVED 

0  6  |  1  3  16  7 


form  SSA-1487  OOl 


HOME  HEALTH  AGENCY  COPY 
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Revision  No.  4 


Example  III 


IU.  SUBSEQUENT  BILLING — PART  A— 3  (OR  MORE)  DAY  HOSPITAL  STAY 


The  patient  continues  to  receive  visits.  He  is  rehospi- 
talized  from  June  10,  1967,  to  June  17,  1967. 

Since  he  was  an  inpatient  for  at  least  3  consecutive 


days,  the  period  in  which  he  must  use  his  100  visits  has 
been  extended  to  June  16,  1968. 


~       HOME  HEALTH  AGENCY  REPORT  AND  BILLING 
HOSPITAL  AND  MEDICAL  INSURANCE  BENEFITS  -  SOCIAL  SECURITY  ACT 


Form  Approved 
Budget  Burt.u  N< 
No.  72-R736 


1    PA-'ENTS  LAST  NAME                                                               T  FIRST  NAME  ^Ml 

Doe                                         !  John                         !  H 

2    HEALTH  INSURANCE  CLAIM  NUMBER 

000-00-0000  L 

3.  PATIENT  S  ADDRESS  (Stmt  numbtr.  City.  Slate.  Zip  Cod*) 

61.01  Security  Blvd.,  Baltimore,  Hd.  21235 

4  DATE  OF  BIRTH                  5.  SEX 

II          □«  □' 

6   HOME  HEALTH  AGENCY  NAME  AND  ADDRESS 

X  Visiting  Nurse  Association 
110  South  Paca  Street 
Baltimore,  Maryland  21201 

7.  PROVIDER  NO 

000  000 

e  MEDICAL  RECORD  NO 

0.  NAME  AND  ADDRESS  OF  ATTENDING  PHYSICIAN 

10-  DATE  CARE  STARTED 

0  k  1  1  0  |  6  7 

II    NAME  AND  ADDRESS  OF  INSTITUTION.  IF  ANT  CARING  FOR  CONDI- 
TION LATER  REQUIRING  HOME  HEALTH  SERVICES 

Oeneral  Hospital 
100  Bruce  Street 
Baltimore,  Maryland  21201 

12  VERIFIED  DATES  OF 
STAY  IN  ITEM  1  1 

FROM                1  TO 

06 1  J.0 1 62 1 06|_1J|  67 

1  3  DATE  HOME 
HEALTH  PLAN 
ESTABLISHED 

Oti_|09_|i7_ 

□ 
□ 


ARGES  TO  PATIENT 

I  1   BLUE  CROSS      _  I — 1  PUBLIC  AGENCY 

I  )  BLUE  SHIELD         \  I  fCwt  noma) 

□  OR^NION          F  □  OTHER  (Explain) 


is  PATIENT'S  CERTIFICATION:  AUTHORIZATION  TO  RELEASE  INFORMATION  AND  PAYMENT  REQUEST:  I  certify  that 
the  Information  given  by  me  In  applying  for  payment  under  Title  XVIII  of  the  Social  Security  Act  is  correct  I  authorize  release 
of  all  records  required  to  act  on  this  request.    I  request  that  payment  of  authorized  benefits  be  made  In  my  behalf. 


SIGNATURE  (Patmnt  or  authorized  rgpmentativ)  (Signatun  by  mark  n 


16  DIAGNOSES 


□ 


(If  ves.  giui 
of  employ i 


LEAVE  BLANK 


17  STATEMENT  COVERS  PERIOD 


06  01  67 


06  JO  67 


IB.  DATE  OF  FIRST  VISIT 


DATE  OF  LAST  VISIT 


□  BARGED  Bfg 


STATEMENT  OF  SERVICES  RENDERED 


POST- HOSPITAL  PLAN 


WEDICAL  PLAN 


POST  - HOSPITAL  PLAN 


wlEDICAL  PLAN 


•  PURPOSE  OF  VISIT 


A.  Skilled  Nursing  '.  are 


.  TOTAL  CHARGES 


$20.00 


A.  VERIFIED  DEDUCTIBLE 


B.  Physical  Therapy 


C.  Speech  Therapy 


D.  Occupational  Therapy 


VERIFIED  COINSURANCE 


110? 


E  Medical  Soda]  Services 


F.  Home  Health  Aide 


G.  Other  VUIU  (Specify) 


H.  Total  No.  of  Unltt  of  Service  U 
L  Charge  per  unit  of  Service  $ 


'20 


00 


K.  Other  (Specify) 


L.  TOTAL  CHARGES 


20 


00 


M.  AMOUNT  PAID  BY  PATIENT 


I  certify  that  required  phyglrtan'o  certification  and  receruncatioiu  are  on  file. 


22.00 


C    TOTAL  CHARGES 


D  REIMBURSEMENT 


E  C  TIMES  O 


REFUND  TO  PATIENT 


AGENCY  G  LESS  r- 


SIGNATURE  OF  HOME  HEALTH  AGENCY  REPRESENTATIVE 


/a/  Edward  Roberta 
form  SSA-1487  <4-«i 


DATE  FORWARDED 


0  7  I  0  7  |  6  7 


APPROVED  BY 


/a/   Joseph  Cole 


DATE  APPROVED 


0  7  |  1  k  16  7 


HOME  HEALTH  AGENCY  COPY 


Revision  No.  4 
10/67 


51 


Example  IV 


IV.  DISCHARGE  BILLING — PART  A— NEW  SPELL  OF  ILLNESS 


The  patient  was  expected  to  continue  receiving  Part 
A  visits  although  none  had  been  made  in  August.  On 
August  18,  1967,  he  was  admitted  to  a  qualified  hos- 
pital. He  was  discharged  from  the  hospital  on  August 
24,  1967. 

A  new  spell  of  illness  begins  because  the  beneficiary 
was  not  an  inpatient  in  the  60  days  preceding  this  pe- 


riod of  hospitalization.  The  patient  is  entitled  to  a  new 
series  of  100  Part  A  home  health  visits  in  the  year  be- 
ginning with  his  discharge  on  August  24,  1967. 

The  agency  prepares  a  discharge  bill.  Item  17  shows 
the  billing  period  as  August  1, 1967,  to  August  18,  1967, 
the  date  the  beneficiary  was  hospitalized.  August  18 
is  also  shown  in  Item  20. 


HOME  HEALTH  AGENCY  REPORT  AND  BILLiNG 
HOSPITAL  AND  MEDICAL  INSURANCE  BENEFITS- SOCIAL  SECURITY  ACT 


Form  Approved. 
Budget  Bureau  N< 

No.  72-R736 


000-00-0000  A 


5  ADDRESS  (Street  number,  City,  State.  Zip  Code) 

QxQ\  Security  Blvd.,  Baltimore,  Md.  21235 


DATE  OF  BIRTH 


5  SEX 

□  - 


□ 


HOME  HEALTH  AGENCY  NAME  AND  ADDRESS 

I  Visiting  Nurse  Association 
110  South  Paca  St. 
Baltimore,  Md, 


'.  PROVIDER  NO 

000  000 


9    NAME  AND  ADDRESS  OF  ATTENDING  PHYSICIAN 


_o|  6_  x 

■  □ 


DATE  HOME 
HEALTH  PLAN 
ESTABLISHED 


flENT  SOURCE  FOR  CHARGES  TO  PATIENT 
SELF  OR            _  I — I  SLUE  CROSS 
FAMILY               C    LJ    BLUE  SHIELD  E 
PRIVATE              „   r~l  EMPLOYER 
INSURANCE       0  |  |  OR  UNION  F 


PUBLIC  AGENCY 


OTHER  (Explain) 


is  PATIENT'S  CERTIFICATION:  AUTHORIZATION  TO  RELEASE  INFORMATION  AND  PAYMENT  REQUEST:  I  certify  thai 
the  Information  given  by  me  In  applying  for  payment  under  Title  XVIII  of  the  Social  Security  Act  ts  correct  I  authorize  release 
of  all  records  required  to  act  on  this  request    I  request  that  payment  of  authorized  benefits  be  made  in  my  behalf. 

SIGNATURE  (Patient  or  authorized  mpraentaUve)  (Signature  by  mark  mini  bo  witnessed) 


16  DIAGNOSES 


□ 


LEAVE  BLANK 


STATEMENT  COVERS  PERIOD 


qq  I  Mj>z  I  -.pi  1  Ji  I  a 


18  DATE  OF  FIRST  VISIT 


DATE  OF  LAST  VISIT 


B DIS- 
CHARGED 

[    |  DIED 


□ 


STILL 

RECEIVES 

SERVICES 


0  8     1  8   6  7 


STATEMENT  OF  SERVICES  RENDERED 


POST  -  HOSPITAL  PLAN 


MEDICAL  PLAN 


POST -HOSPITAL  PLAN 


VIEDICAL  PLAN 


PRIMARY  PURPOSE  OF  VISIT 


A  Skilled  Nursing  Care 


A    TOTAL  CHARGES 


A.  VERIFIED  DEDUCTIBLE 


B.  Physical  Therapy 


C,  Speech  Therapy 


D.  Occupational  Therapy 


B  VERIFIED  COINSURANCE 


E.  Medical  Social  Services 


G.  Other  Visits  (Specify) 


H.  Total  No  of  Units  of  Service 


1.  Charge  per  unit  of  Service  $ 


J  TOTALS 


K.  Other  (Specify) 


L.  TOTAL  CHARGES 


None 


M   AMOUNT  PAID  BY  PATIENT 


!  certify  that  required  physician's  certification  and  recertificarJona  are  on  file 


C    TOTAL  CHARGES 


D  REIMBURSEMENT  RATE 


R8FUND  TO  PATIENT 


SIGNATURE  OF  HOME  HEALTH  AGENCY  REPRESENTATIVE 

/s/    Edward  Roberts 


DATE  FORWA5JDEO 


0   812    816  7 


APPROVED  BY 


/s/   Joseph  Cola 


DATE  APPROVED 


0  81  3 ll 6  7 


form  SSA-1487  (4-Mi 


HOME  HEALTH  AGENCY  COPY 
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Revision  No.  4 
10/67 


Example  V 


V.  INITIAL  BILLING — PART  A— AFTER  TRANSFER  FROM  ANOTHER  AGENCY 


On  the  basis  of  Mr.  Doe's  qualifying  inpatient  stay, 
August  18,  1967,  to  August  24,  1967,  a  new  home  health 
plan  was  established.  Visits  will  now  be  made  by  an- 
other home  health  agency. 

A  new  start  of  care  notice  shows  the  plan  was  estab- 
lished August  25,  1967,  and  the  care  started  August  26, 
1967.  The  official  transfer  records  furnished  this  home 
health  agency  contain  the  inpatient  stay  dates  and  are 


therefore  entered  in  Item  12.  The  home  health  agency 
has  the  patient  sign  the  SSA-1487. 

The  home  health  agency  charges  on  a  visit  basis  but 
has  different  rates  according  to  the  type  of  visit.  The 
agreed-upon  reimbursement  rate  is  90%. 

On  September  14  the  agency  submits  the  billing 
shown  below. 


HOME  HEALTH  AGENCY  REPORT  AND  BILLING 
HOSPITAL  AND  MEDICAL  INSURANCE  BEN EFITS  —  SOCIAL  SECURITY  ACT 


Form  Approved. 
Budget  Bureau  N< 

No  72-R736 


t    PATIENT -S  USST  NAME                                                        '  FIRST  NAME                                         '  Ml 

Doe                                            ! John                           :  H 

000-00-0000  A 

3  PATIENT  S  ADDRESS  (Strtet  numbfr_  City  Slau.  Zip  Cod*> 

61,01  Security  Hlvd. ,  Baltimore,  Md.  21235 

A  D/       ~r  BIRTH                    5  SEX 

P_  J>|  0-il  1.  9.  B  M        □  F 

6    HOME  HEALTH  AGENCY  NAME  A'JD  ADDRESS 

Neighborhood  Nurse  Association 
U25  Sast  165th,  West 
Baltimore,  Md.  21207 

7  PROVIDER  NO 

000  000 

8  MEDICAL  RECORD  NO 

9    NAME  AND  ADDRESS  OF  ATTENDING  PHYSICIAN 

Paul  Taylor,  M.D, 
101  North  Paca  Street 
Baltimore,  Md.  21203 

10  DATE  CARE  STARTED 

_0  l|  2_  _6  [  6_  J 

1  1    NAME  AND  ADDRESS  OF  INSTITUTION.  IF  ANY  CARING  FOR  CONDI- 
TION LATER  REOUIRING  HOME  HEALTH  SERVICES 

Urban  Hospital 

U75  Bast  165th  Street 

Baltljncre.  Md.  21207 

12  VERIFIED  DATES  OF 
STAT  IN  ITEM  1  1 

FROM                1  TO 

08|18|67|06|  2I4  67 

13  DATE  HOME 
HEALTH  PLAN 
ESTABLISHED 

06|25  [  67 

□ 
□ 


IENT  SOURCE  FOR  CHARGES  TO  PATIENT 

SELF  OR  -    I  1    BLUE  CROSS       _  I  1 

MILT  c   I  I    BLUE  SHIELD      ^  |  | 

IVATE  «  [X]  EMPLOY_ER 


□ 


PUBLIC  AGENCY 
(Give  name) 

OTHER  (Explain) 


is  PATI  ENT'S  CERTIFICATION:  AUTHORIZATION  TO  RELEASE  INFORMATION  AND  PAYMENT  REQUEST:  I  certify  that 
the  Information  given  by  me  In  applying  for  payment  under  Title  XVIII  of  the  Social  Security  Act  is  correct  I  authorize  release 
of  all  records  required  to  act  on  this  request.     I  request  that  payment  of  authorized  benefits  be  made  in  my  behalf 


SIGNATURE  (Patient  or  auXhonud  r*pn 

/a/    John  H.  Doe 


16  DIAGNOSES 


□  YES      B    E   NO  "J^ZZT 


and  addrru 


Cerebral  Vascular  Accident 


17  STATEMENT  COVERS  PERIOD 

IB    DATE  OF  FIRST  VISIT 

OATE  OF  LAST  VISIT 

20  OATE  APPLICABLE  TO 

FROM 

TO 

08_  3lj67_ 

1  1  DrS" 

|  |  CHARGED 

□  died 

.  ,  STILL 

X  RECEIVES 
^  SERVICES 

(     1  EXHAUSTED 

21 

STATEMENT  OF  SERVICES  RENDERED 

POST -HOSPITAL  PLAN 

MEDICAL  PL>N 

7.2 

POST- HOSPITAL  PLAN 

MEDICAL  PLAN 

PRIMARY  PURPOSE  OF  VISIT 

NO. 
VISITS 

CHARGES 

NO 
VISITS 

A    TOTAL  CHARGES 

$30,00 

A    VERIFIED  DEDUCTIBLE 

A.  Skilled  Nursing  Care 

s 

s 

B.  Physical  Therapy 

2 

20 

00 

B  REIMBURSEMENT 
RATE 

90* 

B    VERIFIED  COINSURANCE 

C.  Speech  Therapy 

D.  Occupational  Therapy 

E.  Medical  Social  Services 

1 

6 

00 

C   REIMBURSEMENT  AMT 
A  TIMES  B 

27.00 

C    TOTAL  CHARGES 

F.  Home  Health  Aide 

1 

U 

00 

G.  '  ther  Visits  'Sptafy  > 

0    REIMBURSEMENT  RATE 

H.  Total  No.  of  Units  of  Service 

I.  Charge  per  unit  of  Service  $ 

E.  C  TIMES  D 

J.  TOTALS 

h 

s  30 

00 

$ 

F    E  LESS  A 

K.  Other  (Specify) 

G   REIMBURSEMENT  AM T 
8O  %  OF  F 

H     REFUNO  TO  PATIENT 

L.  TOTAL  CHARGES 

*  30 

00 

t 

M.  AMOUNT  PAID  BY  PATIENT 

$ 

1    NET  AMOUNT  TO 
AGENCY.  G  LESS  H 

I  certify  that  required  physician's  certification  and  recertjfications  are  on  file. 

SIGNATURE  OF  HOME  HEALTH  AGENCY  REPRESENTATIVE 

/s/    Henry  Daly 

0    9(1   U|  6  7 

APPROVEO  BY 

/s/   Thomas  Sides 

DATE  APPROVED 

0  9  2  5|6  7 

ORM  SSA-1487  tA-66) 


HOME  HEALTH  AGENCY  COPY 


Revision  No.  4 
5/67 
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Example  VI 


VI.  FINAL  BILLING — PART  A— SERVICES  CONTINUE  BUT  PART  A  VISITS  EXHAUSTED 


Mr.  Doe  receives  Part  A  home  health  visits  until 
March  15,  1968,  when  the  100  visits  are  exhausted. 
The  home  health  agency  now  transfers  him  to  Part  B 
visits. 

The  agency  must  submit  two  bills  for  the  month  of 


March,  one  for  the  Part  A  visits  and  one  for  the  Part 
B  visits. 

This  example  VI  shows  the  information  to  be  entered 
on  the  Part  A  bill. 

See  Example  VII  for  the  Part  B  bill. 


°~      HOME  HEALTH  AGENCY  REPORT  AND  BILLING 
HOSPITAL  AND  MEDICAL  INSURANCE  BENEFITS  -  SOCIAL  SECURITY  AO 


form  Appro.* 
Budget  Bumu 

No.  72-R736 


l    PATIENT  S  LAST  NAME                                                   ~™TTrST  NAM  E                                         1  Ml 

Doe                                             | John                           j  B 

2    HEALTH  INSURANCE  CLAIM  NUMBER 

000-00-0000  A 

3  PATIENT'S  ADDRESS  (Srrrtt  rm mbtr.  City.  S/oAt.  Zip  Code) 

6ii01  Security  Blvd.,  Baltimore,  Hi,  21235 

A  DATE  OF  BIRTH                    5  SEX 

II          □-  □' 

6    HOME  HEALTH  AGENCY  NAME  AND  ADDRESS 

Neighborhood  Nurse  Association 
U25  Bast  165th,  West 
Baltimore,  Md.  2120? 

000  000° 

e  MEDICAL  RECORD  NO 

9    NAME  AND  ADDRESS  OF  ATTENDING  PHYSICIAN 

10  DATE  CARE  STARTED 

0   8  |  2   6  |  6  7 

1  1    NAME  AND  ADDRESS  OF  INSTITUTION.  IF  ANY.  CARING  FOR  CONDI- 
TION LATER  REQUIRING  HOME  HEALTH  SERVICES 

12  VERIFIED  DATES  OF 
STAY  IN  ITEM  1  1 

FROM                1  TO 

_j_j__Ll_l_ 

1  3    DATE  HOME 
HEALTH  PLAN 
ESTABLISHED 

08  1 25  j  67 

I  PAYMENT  SOURCE  FOR  CHARGES  TO  PATIENT 

□ SELF  OR  _  I  1  BLUE  CROSS  _  I  1 
FAMILY                C    |  j    BLUE  SHIELD      £  |  | 

|  1    PRIVATE  _    I  1    EMPLOYER  _  [  1 

1     I    INSURANCE        D   I     I    OR  UNION  F  \  | 


OTHER  (Explain) 


PATIENT'S  CERTIFICATION:  AUTHORIZATION  TO  RELEASE  INFORMATION  AND  PAYMENT  REQUEST:  I  certify  thai 
the  Information  given  by  me  In  applying  for  payment  under  Title  XVIII  of  the  Social  Security  Act  U  correct  I  authorize  relea»e 
of  all  records  required  to  ad  on  thta  request    I  request  that  payment  of  authorized  benefits  be  made  in  my  behalf. 


U  RE  IPaOcnt  or  aulhonxtd  rtpr*$tMaOv*)  {Signature  by  n 


16  DIAGNOSES 


□  YES     B  □  ND 


LEAVE  BLANK 


STATEMENT  COVERS  PERIOD 


O3_|01_|68 


03   15  68 


18    DATE  OF  FIRST  VISIT 


DATE  OF  LAST  VISTT 


19  PATIENT 

□ DIS- 
CHARGED 


B STILL 
RECEIVES 
SERVICES 

□  B 


21 

STATEMENT  OF  SERVICES  RENDERED 

POST -HOSPITAL  PL 

MEDICAL  PLAN 

22 

POST   HOSPITAL  PLAN 

23 

MEDICAL  PLAN 

PRIMARY  PURPOSE  OF  VISIT 

NO 
VISITS 

CHARGES 

NO. 
VISITS 

CHARGES 

A    TOTAL  CHARGES 

$1*0.00 

A   VERIFIED  DEDUCTIBLE 

A.  Skilled  Nursing  Care 

$ 

$ 

B.  Physical  Therapy 

It 

00 

B  REIMBURSEMENT 
RATE 

90% 

B  VERIFIED  COINSURANCE 

C.  Speech  Therapy 

D.  OccupaUonal  Therapy 

E.  Medical  Social  Services 

C  REIMBURSEMENT  AMT 
A  TIMES  6 

36.00 

C    TOTAL  CHARGES 

F.  Home  Health  Aide 

G.  Other  Visits  (Specify) 

O  REIMBURSEMENT  RATE 

H.  Total  No.  of  Units  of  Service 

[.  Charge  per  unit  of  Service  $ 

E.  C  TIMES  D 

J-  TOTALS 

h 

»  1*0 

00 

* 

F    E  LESS  A 

K.  Other  (Specify) 

G  REIMBURSEMENT  AMT 
90  \  OF  F 

H    REFUND  TO  PATIENT 

L.  TOTAL  CHARGES 

*  1»0 

00 

1 

M.  AMOUNT  PAID  BY  PATIENT 

J 

1  NET  AMOUNT  TO 
AGENCY  G  LESS  H 

I  certify  that  required  physician's  certification  and  recertlflcatlonA  are  on  file. 


SIGN* 

TURE  OF  HOME  HEALTH  AGENCY  REPRESENTAT1 

DATE  FORWARDED 

APPROVED  BY 

DATE  APPROVED 

M 

Henry  Daly 

0  3  |  2  0  |  6  8 

/b/    Thomas  Sides 

0  3  |  2  8  |  6  8 

FOR*/ 

SSA-1487 .«  M, 

HOME  HEALTH  AGENCY  COPY 
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Example  VII 


VII.  INITIAL  BILLING — PART  B— PART  A  VISITS  EXHAUSTED 


This  example  is  the  bill  for  Part  B  visits  in  March 
1968. 

The  agency  believes  no  part  of  the  $50  Part  B 
deductible  has  been  met  and  prematurely  collects  the 
total  charge  of  $40  from  the  patient.  It  does  not  com- 
plete Item  23  of  the  billing  form,  which  the  agency 
completes  only  when  it  knows  the  deductible  has  been 
met. 

On  receipt  of  the  Part  B  bill  for  March  1968,  the 


intermediary  queries  the  SSA  central  record  for  de- 
ductible status.  The  reply  shows  $30  remaining  to  meet 
the  Part  B  deductible  for  1968. 

The  intermediary  completes  Item  23  to  compute  the 
reimbursement  amount.  A  refund  of  $8  is  determined 
to  be  due  the  patient.  The  agency  has  been  overpaid 
$3.20.  This  will  be  adjusted  when  the  agency  submits 
another  bill.  The  intermediary  makes  the  refund  to 
the  patient. 


°"       HOME  HEALTH  AGENCY  REPORT  AND  BILLING 
HOSPITAL  AND  MEDICAL  INSURANCE  BENEF ITS  —  SOCIAL  SECURITY  ACT 


1    PATIENT'5  LAST  NAME                                                                1  FIRST  NAME                                               '  Ml 

Doe                                            i  John                           i  H 

2   health  iN'iLPAfJ.iE  Claim  number 

000-00-0000  A 

3  PATIENT'S  ADDRESS  (Street  number.  City.  Stale,  Zip  Code) 

6U01  Security  Blvd.,  Baltimore.  Md.  2123? 

A  DATE  OF  BIRTH                    5  SEX 

II  □' 

6.  HOME  HEALTH  AGENCY  NAME  AND  ADDRESS 

Neighborhood  Nurse  Association 
hZS  East  I6£th,  West 
Baltimore,  Md.  21207 

7  PROVIDER  NO 

000  000 

8  MEDICAL  RECORI  N< 

9    NAME  AND  ADDRESS  OF  ATTENOING  PHYSICIAN 

10  DATE  CARE  STARTED             1  1    NAME  AND  AODRESS  OF  INSTITUTION.  IF  ANY  CARING  FOR  CONDI- 
TION LATER  REQUIRING  HOME  HEALTH  SERVICES 

0  8  |  2  6  |  6  7 

12  VERIFIED  DATES  OF 
STAY  IN  ITEM  1  1 

FROM                1  TO 

_  _1 — 1 — 1 — 1 — 1__ 

1  3  DATE  HOME 
HEALTH  PLAN 
ESTABLISHED 

08  1 25  |  67 

•  □ 


c  □ 


HARGES  TO  PATIENT 


BLUE  SHIELD 
EMPLOYER  „  I  I 

OR  UNION  F  I  I 


is   PATIENT'S  CERTIFICATION:    AUTHORIZATION  TO  RELEASE  INFORMATION  AND  PAYMENT  REQUEST:  I 
the  information  given  by  me  In  applying  for  payment  under  Title  XVIII  of  the  Social  Security  Act  is  correct.    I  autho 
of  all  records  required  to  act  on  this  request    I  request  that  payment  of  authorized  benefits  be  made  Id  my  behalf. 


;rtify  that 
Lze  release 


SIGNATURE  (Patient  o 


16  DIAGNOSES 


I  rued  representative)  (Sigru 


□ 


LEAVE  BLANK 


'  STATEMENT  COVERS  PERIOD 


03  |X6 


03  1 31  |68 


IB    DATE  OF 


DATE  OF  LAST  VISIT 


I     1  CHARGED  [?] 

□  »»>  □ 


EXHAUSTED. 


21 

STATEMENT  OF  SERVICES  RENDERED 

POST-  HOSPITAL  PLAN 

MEDICAL  PLAN 

22 

POST -HOSPITAL  PLAN 

23 

MEDICAL  PLAN 

PRIMARY  PURPOSE  OF  VISIT 

NO. 
VISITS 

CHARGES 

NO. 
VISITS 

CHARGES 

A    TOTAL  CHARGES 

A.  VERIFIED  DEDUCTIBLE 

$30.00 

A.  Skilled  Nureing  Care 

$ 

$ 

B.  Physical  Therapy 

3 

30 

00 

8  REIMBURSEMENT 
RATE 

B   VERIFIED  COINSURANCE 

2.00 

C-  Speech  Therapy 

D.  Occupational  Therapy 

£,  Medical  Social  Services 

C   REIMBURSEMENT  AMT 
A  TIMES  B 

C.  TOTAL  CHARGES 

Uo.oo 

F.  Home  Health  Aide 

1 

6 

00 

G.  Other  Visits  (Specify)  Intern 

1 

U 

00 

O  REIMBURSEMENT  RATE 

90? 

H.  Total  No.  of  Units  of  Service 

I.  Charge  per  unit  of  Service  $ 

E.  C  TIMES  D 

36.00 

J.  TOTALS 

5 

5 

$  UO 

00 

F    E  LESS  A 

6.00 

K.  Other  (Specify) 

G.  REIMBURSEMENT  AMT 
80  %  OF  F 

U.80 

H    REFUND  TO  PATIENT 

8.00 

L.  TOTAL  CHARGES 

$ 

*  Uo 

00 

M.  AMOUNT  PAID  BY  PATIENT 

?  U0 

00 

1    NET  AMOUNT  TO 
AGENCY   G  LESS  H 

I  certify  that  required  physician's  certification  and  recertification 


-3.20 


SIGNATURE  OF  HOME  HEALTH  AGENCY  REPRESENTATIVE 

/s/    Henry  Daly 


DATE  FORWARDED 

0  it  10  ':  I  6  8 


APPROVED  BY 


/s/    Thomas  Sidns 


DATE  APPROVED 

0  LI  I  216 


-  SSA-1487 .«  66, 


HOME  HEALTH  AGENCY  COPY 
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Example  VIII 


VIII.  SUBSEQUENT  BILLING — PART  B— LESS  THAN  3-DAY  HOSPITAL  STAY 


On  June  14,  1968,  the  patient  receives  inpatient  serv- 
ices in  a  hospital  participating  in  medicare. 

This  inpatient  hospital  stay  of  less  than  3  days  starts 
a  spell  of  illness,  but  does  not  entitle  the  patient  to 
visits  under  Part  A.  However,  information  about  the 


stay  is  entered  in  Items  11  and  12  of  the  next  bill. 

Since  the  agency  now  knows  that  the  Part  B  deducti- 
ble was  met  by  its  last  bill,  it  may  complete  Item  23 
on  this  bill. 


"*"ON      HOME  HEALTH  AGENCY  REPORT  AND  BIUING 
HOSPITAL  AND  MEDICAL  INSURANCE  BENEFITS  -  SOCIAL  SECURITY  AO 


I    PATIENTS  LAST  NAME                                                          ^^FIRST  NAME  ^^^Ml 

Doe                                             i John                           [  H 

2    HEALTH  INSURANCE  CLAIM  NUMBER 

000-00-0000  A 

3  patient  s  ADDRESS  (Street  number.  City,  State.  Zip  Code) 

6h01  Security  Blvd.,  Baltimore,  Md.  21235 

4  DATE  OF  BIRTH                    5  SEX 

 1  l__  □»     □  ' 

6    HOME  HEALTH  AGENCY  NAME  AND  ADDRESS 

Neighborhood  Nurse  Association 
1*25  East  I6?th,  West 
Baltimore,  Md.  21207 

7  PROVIDER  NO 

000  000 

e    MEDICAL    RE-.OKM  Ni  ■ 

9    NAME  AND  ADORESS  OF  ATTENDING  PHYSICIAN 

10.  DATE  CARE  STARTED 

0   8    2    6  [  6  7 

l  1    NAME  AND  ADDRESS  OF  INSTITUTION,  IF  ANY.  CARING  FOR  CONDI- 
TION LATER  REQUIRING  HOME  HEALTH  SERVICES 

Main  Hospital 
Elm  Street 
Baltimore.  Md.  21211 

12  VERIFIED  DATES  OF 
STAY  IN  ITEM  1  1 

FROM                |  TO 

06|  XU]  68|  06|X5|  66 

13  OATE  HOME 
HEALTH  PLAN 
ESTABLISHED 

08 1  25|67 

vIENT  SOURCE  FOR  CH 


1     I  INSURA^K 


□ 

O   □  OF^N0 


RGES  TO  PATIEC 
BLUE  CROSS 
BLUE  SHIELD 


|    j   OTHER  {Explain) 


15  PATIENT'S  CERTIFICATION:  AUTHORIZATION  TO  RELEASE  INFORMATION  AND  PAYMENT  REQUEST:  I  certify  that 
the  Information  given  by  me  Id  applying  for  payment  under  Title  XVIII  of  the  Social  Security  Act  Ib  correct  I  authorize  release 
of  all  records  required  to  act  on  this  request    I  request  that  payment  of  authorized  benefits  be  made  In  my  behalf. 


SIGNATURE  (Patient  or 


> rued  representative)  (Sign- 


16  DIAGNOSES 


□ 


e  and  add  re  a 


LEAVE  BLANK 


17  STATEMENT  COVERS  PERIOD 

18.  DATE  OF  FIRST  VISIT 

DATE  OF  LAST  VISIT 

19  PATIENT 

□  CHARGED        S  |Hflc! 

□  °'EC                □  DUHAUSTED, 

ZQ  .  . 

TE  APPLICABLE  TO 

FROM  TO 

06 [ 01  68    06  [30  |68 

1  1 

21 

STATEMENT  OF  SERVICES  RENDERED 

POST  -  HOSPITAL  PLAN 

MEDICAL  PLAN 

22 

POST -HOSPITAL  PLAN 

23 

MEDICAL  PLAN 

PRIMARY  PURPOSE  OF  VISIT 

NO. 
VISITS 

CHARGES 

NO. 
VISITS 

CHARGES 

A.  TOTAL  CHARGES 

A   VERIFIED  DEDUCTIBLE 

0 

A.  Skilled  Nursing  Care 

$ 

1 

$  10 

00 

B.  Physical  Therapy 

h 

1*0 

00 

B  REIMBURSEMENT 
RATE 

B  VERIFIED  COINSURANCE 

$11.60 

C    Speech  Therapy 

D.  Occupational  Therapy 

E.  Medical  Social  Services 

C  REIMBURSEMENT  AMT 
A  TIMES  3 

C    TOTAL  CHARGES 

58.00 

F.  Home  Health  Aide 

2 

8 

00 

G.  Other  Visits  (Specify) 

D  REIMBURSEMENT  RATE 

90* 

H.  Total  No.  of  Units  of  Service 

[.  Charge  per  unit  of  Service  $ 

E.  C  TIMES  D 

52.20 

J.  TOTALS 

$ 

7 

*  58 

00 

F    E  LESS  A 

52.20 

K    Other  (Specify) 

G  REIMBURSEMENT  AMT 
60  X  OF  F 

Ul.  76 

H    REFUNO  TO  PATIENT 

0 

L.  TOTAL  CHARGES 

I 

*  58 

00 

M.  AMOUNT  PAID  BY  PATIENT 

$ 

I  NET  AMOUNT  TO 
AGENCY  G  LESS  H 

U.  76 

I  certify  that  required  physician's  certification  and  recertificatloQi  are  on  file. 

SIGNATURE  OF  HOME  HEALTH  AGENCY  REPRESENTATIVE 

/s/    Henry  Daly 

OATE  FORWARDED 

JQ  l\ J.  2_|6_  8_ 

APPROVED  BY 

/s/    Thomas  Sides 

DATE  APPROVED 

0  _7|  1  3|6_8_ 

form  SSA-14S7  K-ai  HOME  HEALTH  AGENCY  COPY 
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Example  IX 


IX.  FINAL  BILLING — PART  B— PATIENT  QUALIFIES  FOR  PART  A 


From  July  4,  1968,  to  July  8,  1968,  Mr.  Doe  receives 
inpatient  services  in  a  nonparticipating  hospital  which 
meets  all  the  conditions  of  participation.  Since  a  spell 
of  illness  started  as  a  result  of  the  June  hospitalization, 
this  inpatient  stay  of  4  days  entitles  him  to  a  new  100 
Part  A  visits.  A  new  plan  must  be  established. 

This  example  is  the  final  Part  B  bill.  The  "To"  date 


in  Item  17  is  the  same  date  as  shown  in  Item  20,  i.e.,  the 
date  of  admission  to  the  hospital. 

Information  has  also  been  received  by  the  agency  that 
the  Department  of  Welfare  will  pay  for  charges  to  the 
patient.  The  name  and  address  of  the  agency  as  well  as 
the  case  number  assigned  to  the  patient  are  shown  in 
Item  14. 


°~       HOME  HEALTH  AGENCY  REPORT  AND  BILLING 
HOSPITAL  AND  MEDICAL  INSURANCE  BENEFITS- SOCIAL  SECURITY  ACT 


Form  Approve 
Budget  Bureau 
No.  72-R736 


1    PATIENTS  LAST  NAME                                                                1  FIRST  NAME  'w 

Doe                                            '  John                           j  H 

2    HEALTH  INSURANCE  CLAIM  NUMBER 

000-00-0000  A 

3.  PATIENTS  ADDRESS  (Street  number.  City.  State,  Zip  Code) 

61*01  Security  Blvd.,  Baltimore,  Md.  21235 

A.  OATE  OF  BIRTH                    5  SEX 

 1  !__□» 

6.  HOME  HEALTH  AGENCY  NAME  AND  AODHESS 

Neighborhood  Nurse  Association 
U25  Bast  165th,  West 
Baltimore,  Md.  21207 

7  PROVIDER  NO 

000  000 

8  MEDICAL  RECORD  NO 

9    NAME  AND  ADDRESS  OF  ATTENDING  PHYSICIAN 

10  DATE  CARE  STARTED 

0   8  |  2   6  |  6  7 

1  1    NAME  AND  ADDRESS  OF  INSTITUTION,  IF  ANY  CARING  FOR  CONDI- 
TION LATER  REQUIRING  HOME  HEALTH  SERVICES 

12  VERIFIED  DATES  OF 
STAY  IN  ITEM  1  1 

FROM                1  TO 

__u__Lu- 

1  3  DATE  HOME 
HEALTH  PLAN 
ESTABLISHED 

06  |  25  |  67 

□ 
□ 


"OR  CHARGES  TO  PATIENT 
_  I — I   SLUE  CROSS      _  f—| 

C    |  |    BLUE  SHIELD      E  5J 

„  I     |  EMPLOYER 

D    |  |    OR  UNION 


|~~J    OTHER  (Explain) 


Department  of  Welfare 
702  Kain  Street 
Baltimore,  Maryland  21209 


Case  No.  6&1&1 


PATIENT'S  CERTIFICATION:  AUTHORIZATION  TO  RELEASE  INFORMATION  AND  PAYMENT  REQUEST;  I  certify  that 
the  Information  given  by  me  In  applying  for  payment  under  Title  XVIII  of  the  Social  Security  Act  Is  correct.  I  authorize  release 
of  all  records  required  to  act  on  this  request    I  request  that  payment  of  authorized  benefits  be  made  Id  my  behalf. 


SIGNATURE  (Patient  or  authorized  ntpmtnlativt)  (Signature  by  mark  mutt  be  wttnetted) 


□ 


ofem 


e  and  addreM 


LEAVE  BLANK 


'.  STATEMENT  COVERS  PERIOD 


18-  DATE  OF  FIRST  VISIT 


DATE  OF  LAST  VISIT 


FROM 

07|0l|68 


07   OL  68 


0J_  1  _Q_  Jl  6- 


21 

STATEMENT  OF  SERVICES  RENDERED 

POST- hospital  Plan 

MEDICAL  PLAN 

POST- HOSPITAL  PLAN 

23 

MEDICAL  PLAN 

PRIMARY  PURPOSE  OF  VISIT 

NO. 
VISITS 

CHARGES 

NO. 
VISITS 

CHARGES 

A   TOTAL  CHARGES 

A   VERIFIEO  DEDUCTIBLE 

0 

A.  Skilled  Nuielng  Care 

s 

$ 

B.  Physical  Therapy 

1 

10 

00 

B  REIMBURSEMENT 
RATE 

8    VERIFIED  COINSURANCE 

$  2,80 

C.  Speech  Therapy 

D.  Occupational  Therapy 

E.  Medical  Sodal  Services 

C   REIMBURSEMENT  AMT 
A  TIMES  e 

1    ,TAl  CHARGES 

U4.OO 

F.  Home  Health  Aide 

1 

ll 

00 

G.  Other  Visits  (Specify) 

O    REIMBURSEMENT  RATE 

90$ 

H.  Total  No.  of  Units  of  Service 

L  Charge  per  unit  of  Service  $ 

£.  C  TIMES  □ 

12.60 

J.  TOTALS 

$ 

2 

$  m 

00 

F    E  LESS  A 

12.60 

K.  Other  (Specify) 

G  REIMBURSEMENT  AMT 
SO  \  OF  F 

10.08 

H    REFUND  TO  PATIENT 

0 

L.  TOTAL  CHARGES 

$ 

$  u, 

00 

M.  AMOUNT  PAID  BY  PATIENT 

1 

1  NET  AMOUNT  TO 
AGENCY.  G  LESS  H 

1  certify  that  required  physician's  certification  and  recertificationji  i 


SIGNATURE  OF  HOME  HEALTH  AGENCY  REPRESENTA 

DATE  FORWARDED 

APPROVED  BY 

1  OATE  APPROVED 

/s/   Henry  Daly 

0  7    0  6   6  8 

/s/    Thomas  Sides 

|0  7|1  6  1 6  8 

form  SSA-1M7  m 

HOME  HEALTH  AGENCY  COPY 

$10.08 
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Example  X 


X.  INITIAL  BILLING — PART  A — EQUIPMENT  FURNISHED  AS  HOME  HEALTH  SERVICE 


This  is  the  initial  Part  A  bill  following  the  final  Part 
B  bill  in  Example  IX.  The  agency  submitted  a  start  of 
care  notice. 

A  Part  A  plan  was  established  July  20,  1968,  and 
care  started  July  21,  1968. 

The  home  health  agency,  in  addition  to  visits,  is  now 


furnishing  a  wheelchair  to  the  patient.  This  is  billed 
for  in  Item  21K. 

Since  services  are  now  being  furnished  under  a  new 
home  health  plan,  a  new  request  for  payment  is  re- 
quired. The  patient's  signature  has  been  obtained  on 
the  agency's  record. 


HOME  HEALTH  AGENCY  REPORT  AND  BILLING 
HOSPITAL  AND  MEDICAL  INSURANCE  BENEFITS  —  SOCIAL  SECURITY  ACT 


1    PATIENT'S  LAST  NAME                                                        1  FIRST  NAME                                         1  Ml 

1  1 

Doe                                            i  John                           i  H 

2    HEALTH  INSURANCE  CLAIM  NUMBER 

000-00-0000  A 

3  PATIENT  S  ADORESS  (Strett  numbtr.  City.  Slat*.  Zip  Code) 

61*01  Security  Blvd.,  Baltimore,  Md.  21235 

d  DATE  OF  BIRTH                    5  SEX 

0-2-1  -0_2-l^SL_  E  M        □  F 

6   HOME  HEALTH  AGENCY  NAME  AND  ADDRESS 

Neighborhood  Nurse  Association 
ti25  Saot  165th,  West 
Baltljnore,  Md.  21207 

7.  PROVIDER  NO. 

000  000 

8    MEDICAL  RECORD  NO 

9    NAME  AND  ADDRESS  OF  ATTENDING  PHTSICIAN 

Harold  Burns,  M.D. 
716  West  65  Street 
Baltimore,  Md.  21209 

10  DATE  CARE  STARTED 

0   7(2    1 1  6  8 

1  t    NAME  AND  ADDRESS  OF  INSTITUTION.  IF  ANY.  CARING  FOR  CONDI- 
TION LATER  REQUIRING  HOME  HEALTH  SERVICES 

m  Hospital 
Bruce  Street 
Baltimore.  Md.  21209 

12  VERIFIED  DATES  OF 
1TAY  IN  ITEM  1  1 

FROM                1  TO 

P7|Pi,|6s|Q7bB|68 

1  3  DATE  HOME 
HEALTH  PLAN 
ESTABLISHED 

DZl2Lflkfl 

□ 
□ 


:OR  CHARGES  TO  PATIENT 

_    I  1    BLUE  CROSS  _ 

c   I  J    BLUE  SHIELD  E 

_  1  I  EMPLOYER  _  I  I 
D  U   OR  UNION  f-  LJ 


OTHER  {Explain) 


Department  of  Welf 
702  Main  St. 

Baltimore,  Maryland  21209 


Case  No.  66k&h 


15  PATIENT'S  CERTIFICATION:  AUTHORIZATION  TO  RELEASE  INFORMATION  AND  PAYMENT  REQUEST:  I  certify  that 
the  Information  given  by  me  In  applying  for  payment  under  Title  XVIII  of  the  Social  Security  Act  le  correct  I  authorize  release 
of  all  records  required  to  ad  on  thin  request.    I  request  that  payment  of  authorized  benefits  be  made  In  my  behalf. 


i  rtpmttntative)  (Signature  by  n 


Patient  request  for  payment  on  file 


7/20/68 


16  DIAGNOSES 


□ 


s 


(If  yea.  gtot 
of  empluyi 


LEAVE  BLANK 


Cerebral  Vascular  Accident 


STATEMENT  COVERS  PERIOD 


DATE  OF  FIRST  VISIT 


DATE  OF  LAST  VISTT 


19  PATIENT 


07  21  68 


07  I 31  68 


STATEMENT  OF  SER 


URPOSE  OF  VISIT 


A.  Skilled  Nursing  Car. 


■  HOSPITAL  PLAN 


MEDICAL  PLAN 


POST-  HOSPITAL 
V    TOTAL  CHARGQ 

$70.00 


B.  Physical  Therapy 


C.  Speech  Therapy 


D.  Occupational  Therapy 


So 


B    VERIFIED  COINSURANCE 


90? 


E.  Medical  Social  Services 


F.  Home  Health  Aide 


G.  Other  Visits  (Specify) 


H.  Total  No  of  Unlta  of  Service 


L  Charge  per  unit  of  Service  $ 


J.  TOTALS 


K.  Other  (Specify} 


Wheel  chair 


L.  TOTAL  CHAKI.KS 


60 


00 


10 


70  00 


M   AMOUNT  PAIL)  8V  PATIENT 


I  certify  that  required  physician's  certification  and  recertlflcationj  are  on  file. 


C    TOTAL  CHARGES 


63.00 


D  REIMBURSEMENT  RATE 


E.  C  TIMES  D 


H    REFUND  TO  PATIENT 


J  RE  OF  HOME  HEALTH  AGENCY  REPRESENTATIVE 


/a/    Henry  Daly 


DATE  FORWARDED 


0  8  I  0  2  I  6  8 


APPROVED  QV 

/s/    Thomas  Sides 


DATE  APPROVEO 


0  8  I  1  2  16  8 


FORM  SSA-1487  <a  66, 


HOME  HEALTH  AGENCY  COPY 
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Example  XI 


XI.  FINAL  BILLING — PART  A— PHYSICIAN  TERMINATES  PLAN— EQUIPMENT  STILL  NEEDED 


On  March  9,  1969,  the  patient's  physician  decides 
that  visits  are  no  longer  necessary.  However,  the  wheel- 
chair will  still  be  required. 


The  home  health  agency  will  rent  the  patient  the 
wheelchair  after  March  9,  1969. 

This  example  shows  the  last  Part  A  billing  form  for 
services  to  March  9, 1969. 


.  tOUCATlON 


m*"       HOME  HEALTH  AGENCY  REPORT  AND  EM  LUNG 
HOSPITAL  AND  MEDICAL  INSURANCE  BENEFITS—  SOCIAL  SECURITY  ACT 


No  72-R7M 


1  FIRST  HJ 

\  John 


PATIENTS  LAST  NAME 

Do* 


t    HEALTH  INSURANCE  CL. 

000-00-0000  A 


riENTS  AOORESS  (Strm  number  Cty.  SxaM.  Zip  Code, 

61,01  Security  Blvd. ,  Baltimore,  Md.  21235 


4  OATE  OF  BIRTH 


□  "  □ 


8   HOME  HEALTH  AGENCY  NAME  AND  AOORESS 

Neighborhood  Nurse  Association 
U25  Baot  165 th,  Wast 
Baltimore,  Nd.  21207 


PROVIDER  NO 

000  000 


9    fiAME  ANO  AOORESS  OF  ATTENDING  f 


10  DATE  CARE  STARTED 


0  7    2  1    6  8 


07_1  20  |_66_ 


«£NT  SOURCE  FOR  CHARGES  TO  PATIENT 
SELF  OR  _  | — |   BLUE  CROSS  _ 

FAMILY  c   |  J    BLUE  SHIELD  E 

PRIVATE            „  I — I  EMPLOYER 
INSURANCE        °  |  |    OR  UNION  F 


OTHER  (Explain) 


rs  PATIENT'S  CERTIFICATION:  AUTHORIZATION  TO  RELEASE  INFORMATION  AND  PAYMENT  REQUEST: 
the  Information  given  by  me  In  applying  for  payment  under  Title  XVIII  of  the  Sodal  Security  Ad  la  correct  I  au 
of  all  record*  required  to  act  on  thli  request    I  requett  that  payment  of  authorized  benefit*  be  made  In  my  behalf. 


certify  that 
orUe  relea*e 


SIGNATURE  (Tnmm  or  author 


i  riprmmtaUv*)  (SignaOm  by  mar*  n 


10  DIAGNOSES 


□ 


of  tnxploy' 


LEAVE  BLANK 


STATEMENT  COVERS  PER1CO 


16.  OATE  OF  FIRST  VISIT 


OATE  OF  LAST  VISIT 


03_|01_|69_ 


03  I 09  169 


STATEMENT  OF  SERVICES  RENDEREO 


PRIMARY  PURPOSE  OF  VISIT 


A.  Skilled  Nuralng  Car* 


POST  HOSPITAL  PLAN 


20  00 


□ 


MEOICAL  PLAN 


20  DATE  APPLICABLE  TO 


03 | 09 | 69 


POST  -  HOSPITAL  PLAN 


TOTAL  CHARGES 


$i5.oo 


MEDICAL  PLAN 


A.  VERIFIED  OEDUCTIBLI 


B.  Physical  Therapy 


C.  Speech  Therapy 


D.  Occupational  Therapy 


oo 


00 


E.  Medical  Sodal  Service* 


G.  Other  Vlilla  (Specify) 


H.  Total  No.  of  Unit*  of  Service 


L  Charge  per  unit  of  Service  1 


36 


00 


K.  Other  (Specify) 


Wheel  chair 


00 


L   TOTAL  CHARGES 


US  00 


M   AMOUNT  PAID  BY  PATIENT 


I  certify  that  required  physician's  certification  and  reeerrlflcarlont  t 


90* 


C  REIMBURSEMENT 


8    VERIFIED  COINSURANCE 


C    TOTAL  CHARGES 


$M>.50 


D  REIMBURSEMENT  RATE 


E  C  TIMES  O 


REFUND  TO  PATIENT 


RE  OF  HOME  HEALTH  AGENCY  REPRESENTATIVE 


/a/   Henry  Daly 

FORM  SSA-1417'4 -M. 


TE  FORWARDED 


0  3  11   8  I  6  9 


APPROVED  BY 


/a/    Thomas  Sides 


DATE  APPROVED 


0  3  I  2  7  16  9 


HOME  HEALTH  AGENCY  COPY 


Revision  No.  £ 


59 


EXHIBIT  XII 


3-68 


EXAMPLE  XII 

XII.    BILLING  FOR  RENTAL  OF  EQUIPMENT  -  PART  B 


On  March  10,  1969,  the  rental  of  the  wheelchair  takes  effect. 
The  rental  of  durable  medical  equipment  is  reimbursable  on  a  cost 
basis  under  Part  B.    This  example  shows  the  billing  form  for  the 
period  March  10,  1969,  through  March  31,  1969. 

1   The  agency  prepares  an  SSA-1U83  since  the  patient  is  no  longer 
under  a  plan  of  treatment. 

The  agency  does  not  complete  items  2k  or  25. 


On  receipt  of  the  bill  the  intermediary  queries  to  SSA  central 
records  for  the  patient's  1969  deductible  status.    The  reply  indicates 
that  $16  of  the  deductible  remains  to  be  met. 

The  patient  owes  $16  toward  the  Part  B  deductible.    $16  is  subtracted 
from  the  total  charges  of  $21  leaving  a  total  of  $5>.    Twenty  percent 
of  $5  is  $1  which  the  patient  owes  as  coinsurance.    $16  is  entered 
in  Item  2k  B  and  $1  in  2k  C. 

The  $21  total  charges  are  multiplied  by  the  90%  reimbursement  rate 
leaving  a  total  of  $18.90,    The  $16  deductible  is  subtracted  leaving 
a  total  of  $2.90.    Eighty  percent  of  this  amount  or  $2.32  is  entered 
in  Item  25  in  the  "Provider"  block.    0  'is  entered  in  "Patient"  block,, 
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EXHIBIT  XII 


PROVIDER  BILLING  FOR  MEDICAL  AND  OTHER  HEALTH  SERVICES 

MEDICAL  INSURANCE  BENEFITS  -  SOCIAL  SECURITY  ACT 


Form  Approved 
Budget  Bureau 
No.  72-R0738 


1.  Patient's  lost  name                                                  |First  name                                  JM 1 

Doe                                                   John                   ■  H 

2.  Health  insurance  claim  number 

000-00-OOOOA 

3.  Patient's  oddross  (Street  number,  City,  State,  ZIP  Code) 

61*01  Security  Blvd.,  Baltimore,  Md.  21235 

4.  Date  of  birth 

_Q  JLI-0.  _£!-£  J2. 

5.  Sex 

SM   □  F 

6.  Provider  name  ond  address,  (City  and  State) 

Visiting  Nurse  Association 
Baltimore,  Md.  21201 

7.  Provider  number 

000000 

9.  Type  of  service 

A.  Q  Inpatient      C.  pT|  Other  (Specify) 

Home  Health 
b.  □Ovtpatient  Agency 

8.  Medicol  record  number 

If  you  hove  other  heolth  Insurance  or  if  your  Stato  Medical  Assistance  Agoncy  will  poy  part  of  your  medical  expenses  and  you  want  informa- 
tion about  this  claim  released  to  them  upon  their  roquest  complete  items  10  and  11. 

10.  Insuring  organization  or  State  agency  name  and  address 

11.  Policy  or  medical  assistance  number 

12.  Patient's  Certification,  Authorization  to  Release  Information,  and  Payment  Request.   I  certify  that  the  information  given  by  me  in  applying 
for  payment  under  Title  XVIII  of  the  Social  Security  Act  Is  correct.    I  authorize  any  holder  of  medical  or  other  Information  obout  me  to  ro- 
lease  to  the  Social  Security  Administration  or  Its  Intermediaries  or  carriers  any  Information  needed  for  this  or  a  related  medicare  claim.  I 
request  thot  payment  of  outhorized  benefits  be  mode  on  my  behalf.  


Conloined  in 
provider  s  record 


Signature  (Patient  or  authorized  representative)  (Signature  by  mark  must  be  witnessed) 


Date 


13.  Nature  of  illness  or  Injury 

Cerebral  Vascular  Accident 


□ Check  here  if  illness  or  injury 
was  connected  with  employment 


Do  nut  u«e 
this  space 


14.  Surgical  procedures 


15.  Statement  of  services 
A.  Clinic  visit  (  ) 

Covered  Charges 

16. 

Statement 
Covers 
Period 

First  service 

0  3  !  1  0  !  6  9 
 1  1  

Last  service 

0  3  !  3  1  !  6  9 
 1  1  —  — 

B.  Emergency  room  (  ) 

17. 

Blood 
Information 

A.  Pints 
furnished 

B.  Pints 
replaced 

Not  Replaced 

C.  Pints 

D.  Charge 
per  pint 

E.  Patient 
pold  for 
deductible 

C.  Laboratory 

D.  Radiology 

18.  Professional  component  (hospital  Inpatients) 

19.  Other  professional 
component 

A.  Pathology 

B.  Radiology 

E.  Pharmacy 

20.  Date  benefits  exhausted  or  HH  plan 
terminated 

0     3  j  0     9  16  9 

21.  Patient  paid  (Excluding  I7E) 

None 

F.  Blood 

G.  Ambulance 

22.  1  certify  that  the  required  physician's  certifico- 

23.  Date  forwarded 

0  Ulo  5  i6  9 

H.  Physical  therapy 

FOR  INTERMEDIARY  USE  ONLY 

1.  Other  (Specify) 

24.  Verified  Potlent  Liability 

A.  Blood  deductible 

B.  Cosh  deductible 

$16.00 

C.  Colnsuronce 

$1.00 

Rental  of  Wheel  Chair 

21 

00* 

25.  Payment  Distribution 

26.  Date  opp roved 

_0  JlI1.-5.16  S. 

Provider 

$2.32 

Patient 

0 

J.  TOTAL 

21 

00 

♦Summit  Rental  Agency 
25  Paca  St. 
Baltimore,  Md.  21202 
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U60.    COMPLETING  ITEMS  ON  FORM  SSA-II483 

Item  1.    Patient  Identification. — Enter  the  patient's  name  from 
his  health  insurance  card  or  other  notice. 

Item  2.    Health  Insurance  Claim  Number, — Enter  the  patient's 
claim  number  as  shown  on  his  health  insurance  card,  certificate 
of  award,  utilization  notice,  or  as  reported  by  the  social 
security  district  office. 

Item  3.    Patient's  Address. — Show  the  patient's  mailing  address 
from  your  records.    Where  the  patient's  authorized  representative 
is  applying  on  behalf  of  the  patient,  show  the  authorized 
representative's  name  and  address.    If  the  patient  is  an  inpatient 
of  an  institution,  enter  the  name  of  that  institution. 

Items  h  and  5.    Date  of  Birth  and  Sex. — Enter  the  patient's  date 
of  birth  and  sex.    If  the  date  of  birth  is  unknown,  the  agency  should 
transmit  the  bill  without  the  date  of  birth.    While  the  date  of 
birth  is  useful  as  identification  and  should  be  shown  when  available, 
a  billing  can  be  processed  without  it. 

Items  6,  7,  and  8.    Home  Health  Agency  Identification. — Enter  the 
name  and  address  (city  and  State  is  all  that  is  ncessary)  of  the 
agency  and  the  agency's  assigned  provider  number.    These  items 
can  be  preprinted  on  all  copies  of  the  form,  if  desired.  Enter 
the  patient's  medical  record  number  only  if  one  is  assigned  by 
the  agency  for  its  own  filing  purposes. 


6.  Provider  name  and  address  (City  and  State) 

7.  Provider  number 

Visiting  Nurse  Association 

000000 

Baltimore,  Md.  21235 

8.  Medical  record  number 

Item  9.    Type  of  Service. — Check  "Other"  and  enter  the  remark  "Home 
Health  Agency."    This  will  indicate  that  the  agency  has  furnished 
Part  B  services  which  were  not  reimbursable  as  home  health  services. 
If  the  agency  is  billing  for  services  furnished  an  individual  who 
is  an  inpatient  of  an  institution,  the  name  and  address  of  that  institu- 
tion should  be  shown  in  item  3o 


L 


9.  Type  of  service 

A.  [^Inpatient      C.  [X]  Other  (Specify) 

Home  Health 
b.  □Outpatient  Agency 
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Items  10  and  11,    Complementary  Coverage  Information,  — If 
information  about  the  claim  is  to  be  sent  to  a  complementary 
insurer  at  the  patient's  request,  and  the  agency  does  not  object, 
the  name  and  address  of  the  organization  or  agency  should  be  shown. 
The  identifying  number  will  be  shown  in  item  11, 

Item  12,    Patient 1 s  Certification, — Have  the  patient  or  his 
authorized  representative  read  the  statement  on  the  form  or  on 
the  agency's  record  if  it  uses  the  alternate  signature  procedure, 
(See  §§  U0#f.) 

If  the  agency  obtains  the  signature  on  its  own  form,  check  the 
block  marked  "Contained  in  provider's  record."    If  the  signature 
is  obtained  on  form  SSA-}ii83,  it  is  sufficient  if  it  is  legible 
on  the  original  only,    A  signature  is  required  with  each  billing. 
If  the  agency  obtains  a  signature  on  its  own  record,  it  will 
remain  effective  as  long  as  the  particular  service  is  being 
received  from  the  same  agency  according  to  the  physician's  order. 

If  the  patient  cannot  sign  his  name  because  of  his  physical  or 
mental  condition,  another  person  may  sign  on  his  behalf,  e,g0, 
John  J,  Jones  by  Jack  A,  Smith,    In  certain  situations,  a  home 
health  agency  representative  may  sign  on  behalf  of  the  patient, 
(See  §  235>»1  for  who  may  file  a  payment  request,)    Briefly  explain 
why  the  patient  did  not  sign  the  form  himself  and  show  the  relation- 
ship of  the  signer  to  the  patient.    This  explanation  should  be 
retained  in  the  agency's  file  if  the  signature  is  obtained  on  the 
home  health  agency' s  own  record.    If  the  signature  is  on  form  SSA-II183, 
the  explanation  should  accompany  or  be  included  on  the  billing  form0 
The  statement  should  be  read  to  the  patient  who  signs  by  mark. 

A  signature  by  mark  should  be  witnessed  by  a  person  who  knows  the 
patient.    Enter  the  name  and  address  of  any  person  witnessing  a 
signature  by  mark. 

If  it  is  impractical  to  obtain  the  patient's  signature  because 
the  agency  does  not  make  a  visit  to  his  home  (e,g,,  the  physician 
certifies  that  the  patient  needs  a  certain  item  of  durable  medical 
equipment  but  no  visits  are  certified),  the  agency  may  furnish 
the  equipment  and  need  not  obtain  the  patient's  signature.  An 
agency  representative  should  sign  on  behalf  of  the  patient  and 
write  in  this  item  "Patient  not  visited." 

Item  13,  Nature  of  Illness  or  Injury, — An  entry  must  be  made  only 
on  bills  where  the  patient's  health  insurance  number  ends  in  "0"- 
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When  necessary,  enter  the  nature  of  illness  or  injury  as  furnished 
by  the  attending  physician.    Acceptable  medical  terminology  should 
be  used,  such  as  "Current  Medical  Terminology",  "Standard  Nomencla- 
ture of  Diseases  and  Operations, "  and  "International  Classification 
of  Diseases  Adapted." 

If  the  condition  was  employment  related,  check  the  block  and  show 
the  name  and  address  of  the  employer,  if  known.    Where  the  agency 
knows  that  a  workmen's  compensation  claim  has  been  made,  it  should 
insert  or  attach  a  statement  identifying  the  carrier,  if  any, 
handling  the  workmen's  compensation  claim,  and  give  any  available 
details  about  the  claim.    (See  §§  25>0ff  for  additional  information0 ) 

Item  lh»    Surgical  Procedures^ — Wo  entry  should  be  made  in  this  item. 

Item  15.    Statement  of  Services  Rendered. — Enter  the  covered  Part  B 
charges  during  the  billing  period  which  do  not  constitute  reimbursable 
home  health  services.    If  the  service  was  furnished  under  arrangements 
with  suppliers  outside  the  agency,  but  is  being  billed  by  the 
agency,  enter  an  asterisk  by  the  type  of  service  furnished  and 
cross-refer  this  to  the  name  and  address  of  the  supplier  in  remarks. 


H.  Physical  therapy 

1.  Other  (Specify) 

00* 

J.  TOTAL 

15 

00 

Remarks: 


•*  Do  ran' s  Rental  Shop 
2l|01  Birge 

Baltimore,  Md0  21000 


Hoae  Health  Agencies  should  make  no  entry  in  A.  Clinic  Visit, 

Bo  Emergency  Room,  C.  Laboratory,  D.  Radiology,  E.  Pharmacy,  F»  Bloodo 

Durable  medical  equipment  furni  died  should  be  entered  under  "I." 
Indicate  whether  it  is  rented  or  purchased.    Show  the  full  purchase 
price  if  the  equipment  is  purchased. 

Show  total  covered  charges  on  line  J. 
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I ten  16q     Statement  Covers  Period. — Enter  the  dates  of  the  first  and 
last  service  furnished  during  the  billing  period.    Do  not  bill  for 
an  inclusive  period  spanning  two  calendar  years,  since  the  deductible 
applies  to  the  charges  incurred  in  each  year  independently.  Usually 
the  date  of  the  first  service  should  be  later  than  the  date  of  the 
last  service  on  the  preceding  bill. 

Item  17.    Blood  Information.— Home  Health  Agencies  should  make  no 
entry  in  item  17. 

Item  18.    Professional  Component  (Hospital  Inpatients). — Home  Health 
Agencies  should  make  no  entry  in  this  item. 

Item  19.    Other  Professional  Component. — Home  Health  Agencies  should 
make  no  entry  in  this  item. 

Item  20.    Date  Benefits  Exhausted  or  Home  Health  Plan  Terminated. — 
Enter  a  date  only  when  home  health  visits  are  exhausted  or  the 
physician's  plan  of  treatment  is  terminated. 

Item  21.    Patient  Paid. — Enter  the  amount,  if  any,  paid  by  the  patiento 
Do  not  include  any  amount  paid  by  a  separate  billing  for  physicians' 
services. 

Item  22.    Signature  of  Agency  Representative  . — Before  the  billing  is 
forwarded  to  the  intermediary,  an  agency  representative  should 
assure  himself  that  the  physician's  certification  as  to  medical 
necessity  is  on  file.    The  representative  should  sign  his  namej  a 
stamped  signature  is  acceptable. 

Item  23.    Date  Forwarded. — Enter  the  date  on  which  the  form  was 
forwarded  to  the  intermediary. 


The  balance  of  the  form  is  for  the  use  of  the  intermediary  in  computing 
the  payments  to  be  made  to  the  agency  and/or  patient* 

The  Home  Health  Agency  should  make  no  entry. in  items  2hf  25>,  and  26. 
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USING  THE  EXTENDED  CARE  FACILITY  MANUAL 

Use  It  for  Reference 

The  manual  covers  not  only  routine  information  for  your  day-to-day  operations  but 
tries  to  anticipate  infrequent  situations  that  could  occur.  It  has  been  indexed  for  ease 
of  reference. 

Keep  It  Available 

Pages  are  punched  for  any  standard-size  three-ring  binder.  Keep  it  handy  and  ask 
for  as  many  extra  copies  as  you  need. 

Keep  It  Up-to-Date 

Insert  or  replacement  pages  and  supplements  for  additions  and  revisions  will  be 
furnished  through  your  intermediary.  Maintain  a  control  on  all  manuals  to  assure  im- 
mediate updating. 


FOREWORD 


This  manual  is  designed  for  use  by  extended  care  facilities  which  will  be  billing  for 
services  furnished  under  the  provisions  of  the  Health  Insurance  for  the  Aged  Act  of  1965. 
It  contains  informational  and  procedural  material  the  facility  will  need  to  assist  in  prompt 
and  efficient  payment  of  claims  and  to  answer  questions  which  patients  may  ask  about  the 
program.  This  issuance  should  help  to  assure  that  the  law  is  uniformly  applied  nationally 
without  regard  to  where  covered  services  are  furnished.  The  facility's  intermediary  will 
issue  any  necessary  additional  instructions  on  matters  which  concern  the  relationship 
between  facilities  and  intermediaries. 

The  manual  does  not  have  the  effect  of  regulations,  but  a  careful  effort  has  been  made 
to  insure  that  the  provisions  of  the  law  and  proposed  regulations  are  accurately  reflected. 

The  procedures  described  in  this  manual  have  been  devised  to  satisfy  the  administra- 
tive needs  of  the  program  with  a  minimum  of  inconvenience  to  beneficiaries,  and  to 
extended  care  facilities  and  their  intermediaries.  We  believe  that  the  vast  majority  of 
claims  will  lend  themselves  to  simple,  routine  handling. 

The  manual  is  designed  to  accommodate  new  pages  as  further  interpretations  of  the 
law  and  changes  in  procedures  are  made.  Accordingly,  supplements,  and  revised  sections, 
pages  or  chapters  will  be  issued  as  the  need  presents  itself. 

Your  intermediary  will  answer  any  questions  you  may  have  about  policies  and  pro- 
cedures in  the  program.  Extended  care  facilities  dealing  directly  with  the  Social  Security 
Administration  may  direct  questions  to  the  servicing  social  security  district  office  for  reply 
or  refer  them  to  the  Bureau  of  Health  Insurance  Regional  Representative. 

Arthur  E.  Hess 
Director,  Bureau  of  Health  Insurance 
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GENERAL  INFORMATION  ABOUT  THE  PROGRAM 


100.  INTRODUCTION 

The  Health  Insurance  for  the  Aged  Act,  Title 
XVIII  of  the  Social  Security  Act,  has  made  available 
to  nearly  every  American  65  years  of  age  and  older 
a  broad  program  of  health  insurance  designed  to  as- 
sist the  Nation's  elderly  to  meet  hospital,  medical,  and 
other  health  costs.  The  program  includes  two  re- 
lated health  insurance  programs — hospital  insurance 
I  Part  A  of  the  law  )  and  voluntary  supplementary  med- 
ical insurance  (Part  B  of  the  law) . 

The  conduct  of  the  program  has  been  delegated  by 
the  Secretary  of  Health,  Education,  and  Welfare,  to 
the  Commissioner  of  Social  Security.  Congress  has 
provided  substantial  administrative  roles  for  the  States 
and  for  voluntary  insurance  organizations  in  recogni- 
tion of  their  experience  in  the  health  care  and  insurance 
fields. 

The  law  specifically  prohibits  the  Federal  Govern- 
ment from  exercising  supervision  or  control  over  the 
practice  of  medicine,  the  manner  in  which  medical 
services  are  provided,  and  the  administration  or  opera- 
tion of  medical  facilities.  The  patient  is  free  to  choose 
any  qualified  institution,  agency,  or  person  offering 
him  services.  The  responsibility  for  his  treatment  and 
the  control  of  his  care  remains  with  his  physician  and 
the  hospital,  facility,  or  agency  furnishing  him  services. 
The  individual  may  keep  or  obtain  any  other  health 
insurance  he  desires. 

102.  DISCRIMINATION  PROHIBITED 

Participating  providers  of  services  under  the  hospi- 
tal insurance  program,  i.e.,  hospitals,  extended  care  fa- 
cilities, and  home  health  agencies,  must  comply  with 
the  requirements  of  Title  VI  of  the  Civil  Rights  Act 
of  1964.  Under  the  provisions  of  that  Act  a  participat- 
ing extended  care  facility  is  prohibited  from  making  a 
distinction  on  the  ground  of  race,  color,  or  national 
origin  in  the  admission  and  treatment  of  patients;  the 
accommodations  provided;  the  use  of  equipment  and 
other  facilities;  and  the  assignment  of  personnel  to 
provide  services. 

The  Department  of  Health,  Education,  and  Welfare 


is  responsible  for  investigating  complaints  of  noncom- 
pliance. 

104.  DISCLOSURE  OF  INFORMATION 

Records  and  information  acquired  in  the  administra- 
tion of  the  Social  Security  Act  are  confidential  and  may 
be  disclosed  only  under  the  conditions  prescribed  in  reg- 
ulations or  on  the  express  authorization  of  the  Com- 
missioner of  Social  Security.  The  regulations  of  the 
Department  of  Health,  Education,  and  Welfare  regard- 
ing the  confidentiality  of  records  and  information  apply 
not  only  to  governmental  agencies,  but  also  to  public 
and  private  agencies  participating  in  the  administration 
of  the  program  as  well  as  those  institutions,  facilities, 
agencies,  and  persons  providing  services,  and  those  fur- 
nishing services  under  arrangements  with  a  provider  of 
services. 

However,  the  information  in  the  provider's  medical 
records  of  a  patient  (except  for  information  therein 
furnished  specifically  for  purposes  of  a  claim  under  the 
program — such  as  the  individual's  health  insurance 
claim  number,  the  fact  of  his  entitlement  to  health  insur- 
ance benefits,  and  medical  and  other  information  ob- 
tained from  the  Social  Security  Administration  or  an 
intermediary,  etc.)  is  not  subject  to  these  rules  and  regu- 
lations even  though  the  patient  receives  benefits  under 
this  program.  These  records,  however,  may  be  subject 
to  State  or  local  laws  or  extended  care  facility  rules  gov- 
erning disclosure,  and  are  subject  to  the  requirement  of 
confidentiality  in  the  "Conditions  of  Participation  for 
Extended  Care  Facilities." 

Disclosure  by  a  provider  of  records  or  information 
acquired  under  the  health  insurance  program  is  per- 
mitted only  when  the  record  or  information  is  to  be  used 
in  connection  with  a  claim  for  health  insurance  benefits 
and  such  disclosure  is  necessary  for  the  proper  perform- 
ance of  the  duties  of  any  officer  or  employee  of  the  De- 
partment of  Health,  Education,  and  Welfare,  or  for  the 
proper  performance  of  the  duties  in  administration  of 
the  health  insurance  program  of  any  officer  or  employee 
of  a  public  or  private  agency  or  organization  which  has 
entered  into  an  agreement  with  the  Secretary  of  Health. 
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Education,  and  Welfare  to  perform  certain  administra- 
tive functions  under  the  program. 

Program  information  furnished  by  an  extended  care 
facility  to  a  State  agency  certifying  providers  in  the 
health  insurance  program  may,  with  the  approval  of 
the  Department  of  Health,  Education,  and  Welfare, 
be  disclosed  by  the  State  agency  to  the  State  licensing 
authority  if  the  information  relates  to  the  provider's 
compliance  or  noncompliance  with  the  licensure  require- 
ments. 

Health  insurance  information  may  not  be  disclosed 
by  extended  care  facilities,  other  than  as  described 
above,  except  under  the  conditions  prescribed  by  regula- 
tions and  in  accordance  with  procedures  established 
by  the  Social  Security  Administration.  The  Adminis- 
tration has  issued  guidelines  to  be  used  by  intermedi- 
aries in  making  arrangements  with  State  welfare  agen- 
cies for  the  release  of  billing  information  to  the  welfare 
agencies  in  those  cases  in  which  payment  of  the  cost 
of  extended  care  services  is  to  be  made  both  under  the 
health  insurance  program  and  the  State  welfare  pro- 
gram. Where  State  agencies  have  entered  into  agree- 
ments with  health  insurance  intermediaries,  implemen- 
tation of  the  procedures  will  depend  upon  the  State 
welfare  agencies  making  the  necessary  arrangements 
with  the  facility  involved. 

110.  HOSPITAL  INSURANCE— A  BRIEF 
DESCRIPTION 

This  is  the  basic  part  of  the  health  insurance  program 
and  is  designed  to  help  patients  defray  the  expenses 
incurred  by  hospitalization  and  related  care.  In  addi- 
tion to  inpatient  hospital  benefits,  hospital  insurance 
covers  outpatient  hospital  diagnostic  services,  posthos- 
pital  care  in  extended  care  facilities,  and  in  the  patient's 
home  by  home  health  agencies.  In  providing  these 
benefits,  recognition  was  given  to  the  need  for  con- 
tinued treatment  after  hospitalization  and  the  need  to 
encourage  the  use  of  less  expensive  substitutes  for  in- 
patient hospital  care.  Program  payment  for  services 
rendered  to  beneficiaries  by  providers  (i.e.,  hospitals, 
extended  care  facilities,  and  home  health  agencies)  may 
be  made  only  to  the  provider,  and  is  based  on  the  reas- 
onable cost  of  the  covered  services  furnished. 

110.1  Posthospital  Extended  Care  Services. — 
Coverage  of  extended  care  services  is  provided  under 
hospital  insurance.  The  definition  of  the  extended 
care  facility,  requirements  for  coverage,  a  description 
of  extended  care  benefits,  and  the  applicable  coinsur- 
ance, limitations  and  exclusions  are  fully  treated  in 
Chapter  II. 

110.2  Inpatient  Hospital  Services. — The  items 


and  services  covered  include:  bed  and  board  in  a  semi- 
private  (2  to  4  beds)  accommodation,  unless  a  private 
room  is  medically  necessary;  nursing  and  other  re- 
lated services;  use  of  hospital  facilities  and  medical 
social  services  ordinarily  furnished  by  the  hospital  for 
the  care  and  treatment  of  inpatients;  drugs,  biologicals, 
supplies,  appliances,  and  equipment  for  use  in  the 
hospital,  which  are  ordinarily  furnished  by  the  hos- 
pital; diagnostic  or  other  therapeutic  items  or  services 
furnished  by  the  hospital  or  by  others  under  arrange- 
ments made  by  the  hospital;  services  by  interns  or 
residents-in-training  if  they  are  under  a  teaching  pro- 
gram approved  by  the  American  Medical  Association. 
American  Osteopathic  Association,  or  American  Dental 
Association;  and  cost  of  whole  blood  after  the  first 
3  pints  in  a  spell  of  illness  and  all  costs  of  administer- 
ing the  blood  including  the  provider's  costs  of  adminis- 
tering the  first  3  pints. 

The  patient  is  entitled  to  payment  on  his  behalf  for 
up  to  90  days  of  inpatient  hospital  services  in  each 
spell  of  illness.  There  is  an  inpatient  hospital  deduct- 
ible of  $40  in  each  spell  of  illness  and  a  coinsurance 
amount  of  $10  per  day  after  the  60th  day  and  through 
the  90th  day.  The  deductible  and  coinsurance  amounts 
are  subject  to  change  on  January  1,  1969,  and  on  the 
first  day  of  each  year  thereafter. 

Inpatient  tuberculosis  hospital  services  are  covered 
if  the  services  furnished  to  the  individual  are  services 
which  can  reasonably  be  expected  to  improve  his  con- 
dition or  render  it  noncommunicable.  Inpatient  psy- 
chiatric hospital  services  are  covered  if  the  services 
furnished  to  the  patient  are  furnished  when  he  is  re- 
ceiving intensive  treatment,  or  are  necessary  for  medi- 
cally required  inpatient  diagnostic  study.  Where  an 
individual  is  in  a  qualified  tuberculosis  or  psychiatric 
hospital  on  the  first  day  of  the  first  month  for  which 
he  is  entitled  to  hospital  insurance  benefits,  the  days 
on  which  he  was  an  inpatient  of  such  a  hospital  in  the 
90-day  period  immediately  before  his  first  day  of  en- 
titlement must  be  counted  in  determining  the  90-day 
limit  on  inpatient  hospital  services  in  his  first  spell  of 
illness.  In  addition,  there  is  a  lifetime  limitation  of 
190  days  for  payment  for  inpatient  psychiatric  hos- 
pital services.  A  period  spent  in  a  psychiatric  hos- 
pital prior  to  entitlement,  however,  does  not  count 
against  the  190  days. 

110.3  Outpatient  Hospital  Diagnostic  Serv- 
ices.— Outpatient  hospital  diagnostic  services  covered 
under  hospital  insurance  include — 

A.  diagnostic  tests  and  related  services  to  the  extent 
that  they  would  not  be  excluded  if  performed  on  an 
inpatient  basis; 
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B.  drugs  and  biologicals  necessary  for  diagnostic 
study ; 

C.  the  services  rendered  in  connection  with  a  diag- 
nostic study  by  an  intern  or  resident-in-training  under 
an  approved  teaching  program;  and 

D.  other  services  and  supplies  if  customarily  fur- 
nished to  outpatients  for  purposes  of  diagnostic  study. 

Benefits  are  payable  on  the  basis  of  a  diagnostic 
study  period,  which  is  a  period  of  20  consecutive  days 
beginning  with  the  first  day,  not  included  in  a  pre- 
vious diagnostic  study,  on  which  the  patient  receives 
outpatient  diagnostic  services. 

The  deductible  for  outpatient  hospital  diagnostic 
services  during  each  diagnostic  study  is  one-half  the 
inpatient  hospital  deductible,  or  $20.  This  deductible 
amount  counts  as  an  incurred  expense  for  individuals 
with  supplementary  medical  insurance  coverage. 
After  satisfying  the  $20  deductible,  the  patient  is  re- 
sponsible for  a  coinsurance  amount  equal  to  20  percent 
of  the  reasonable  charges,  not  in  excess  of  the  amount 
customarily  charged,  for  the  outpatient  hospital  diag- 
nostic services  rendered  during  the  diagnostic  study. 
110.4  Posthospital  Home  Health  Services. — 
Home  health  services  under  hospital  insurance  include 
up  to  100  home  health  visits  after  the  beginning  of  one 
spell  of  illness  and  before  the  beginning  of  the  next 
furnished  a  patient  within  one  year  of  his  most  recent 
discharge  from  a  hospital  of  which  he  was  an  inpatient 
for  at  least  3  consecutive  calendar  days.  If,  after  his 
hospitalization,  he  had  a  covered  stay  in  an  extended 
care  facility,  the  1  year  during  which  the  patient  may 
receive  home  health  services  begins  with  the  discharge 
from  the  extended  care  facility.  A  plan  of  treatment 
must  be  established  within  14  days  after  the  hospital 
or  extended  care  facility  discharge.  Home  health  serv- 
ices are  provided  also  under  supplementary  medical 
insurance.    (For  the  latter,  see  §  115.1.) 

The  patient  receiving  posthospital  home  health  serv- 
ices must  be  under  the  care  of  a  physician  who  must 
establish  and  periodically  review  the  plan  for  his  pa- 
tient's care.  To  be  covered  the  services  must  be  re- 
quired by  a  condition  for  which  the  patient  required 
inpatient  hospital  services  or  extended  care  services 
and  the  patient  must  be  confined  to  his  home.  Dis- 
charge from  the  period  of  hospitalization  required  for 
home  health  services  must  occur  after  June  30,  1966, 
or  on  or  after  the  first  day  of  the  month  in  which 
the  patient  attains  age  65,  whichever  is  later. 

Home  health  services  are  services  provided  by  a 
home  health  agency  or  by  others  under  arrangements 
with  such  an  agency.  A  home  health  agency  is  a  pub- 
lic or  private  organization  which  is  primarily  engaged 


in  providing  skilled  nursing  and  other  therapeutic 
services.  Where  applicable,  the  agency  must  be  li- 
censed under  State  or  local  law,  or  be  approved  by  the 
State  or  local  licensing  agency  as  meeting  the  licensing 
standards.  Examples  of  home  health  agencies  are  visit- 
ing nurse  associations,  official  health  agencies,  and  hos- 
pital-based home  care  programs.  To  participate  in  the 
health  insurance  program  a  home  health  agency  must 
meet  certain  other  requirements  included  in  the  law 
as  well  as  health  and  safety  conditions  prescribed  by 
the  Secretary  of  Health,  Education,  and  Welfare.  It 
may  not  qualify  under  hospital  insurance,  however,  if 
it  is  primarily  engaged  in  the  treatment  of  mental 
diseases. 

These  services  are  usually  furnished  on  a  visiting 
basis  in  a  place  of  residence  used  as  the  individual's 
home.  However,  outpatient  services  in  a  hospital,  ex- 
tended care  facility,  or  rehabilitation  center  are  covered 
home  health  services,  if  arranged  for  by  a  home  health 
agency,  when  equipment  is  required  that  cannot  be 
made  available  in  the  patient's  home. 

Covered  home  health  services  include  part-time  nurs- 
ing care  by  or  under  the  supervision  of  a  registered 
professional  nurse;  physical,  occupational,  or  speech 
therapy;  medical  social  services;  certain  services  of  a 
home  health  aide;  medical  supplies  (other  than  drugs 
and  biologicals)  ;  and  the  use  of  medical  appliances. 
The  costs  of  housekeepers,  food  service  arrangements, 
and  transportation  to  outpatient  facilities  are  excluded 
as  home  health  services. 

The  services  of  an  intern  or  resident-in-training  are 
covered  if  the  agency  and  hospital  are  affiliated  or  un- 
der common  control  and  the  agency  bills  for  the 
services. 

115.  SUPPLEMENTARY  MEDICAL  INSUR- 
ANCE— A  BRIEF  DESCRIPTION 
115.1  Benefits. — The  voluntary  medical  insurance 
plan  is  designed  to  supplement  the  basic  hospital  in- 
surance coverage.  It  provides  coverage  effective  July 
1,  1966,  for  (a)  home  health  visits  and  (b)  medical 
and  other  health  services. 

A.  Medical  insurance  covers  home  health  services 
for  up  to  100  visits  during  the  calendar  year  (in  addi- 
tion to  the  visits  covered  under  hospital  insurance) 
but  without  the  requirement  of  prior  inpatient  hospital 
care. 

B.  Medical  and  other  health  services  include: 

1.  Physicians'  services  (see  definition  of  "physi- 
cian" below)  including  surgery,  consultation,  and 
home,  office,  and  institutional  calls. 

Regardless  of  the  actual  expenses  for  physician  serv- 
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ices  incurred  in  the  treatment  of  mental,  psychoneu- 
rotic, or  personality  disorders  of  persons  who  are  not 
inpatients  of  hospitals,  the  amount  of  such  expenses  that 
can  be  counted  in  a  calendar  year  is  limited  to  the  lesser 
of  $312.50  or  62.5  percent  of  the  actual  expenses. 

Physician  means  a  doctor  of  medicine  or  osteop- 
athy (including  osteopathic  practitioner)  legally  au- 
thorized to  practice  by  a  State  in  which  he  performs 
the  function  or  action.  A  doctor  of  dental  surgery 
or  dental  medicine  having  State  authorization  to  prac- 
tice is  also  defined  as  a  physician  but  only  for  surgery 
related  to  the  jaw  or  any  structure  contiguous  to  the 
jaw,  or  the  reduction  of  a  fracture  of  the  jaw  or  any 
facial  bone.  (These  services  must  be  services  that 
could  be  performed  by  either  a  qualified  physician  or 
dentist;  routine  dental  care  is  not  included.)  The  serv- 
ices performed  by  physicians  within  these  definitions 
are  subject  to  any  limitations  imposed  by  the  State  on 
the  scope  of  practice. 

2.  Services  and  supplies  (including  drugs  and  bio- 
logicals  which  cannot  be  self-administered)  incident  to 
physicians'  professional  services  and  of  kinds  com- 
monly furnished  by  a  physician  in  his  office  and  which 
are  commonly  rendered  without  charge  or  included  in 
his  bill,  and  hospital  services  incident  to  physicians' 
services  rendered  to  outpatients. 

3.  Diagnostic  X-ray,  laboratory,  and  other  diagnostic 
tests  unless  furnished  as  outpatient  hospital  services  to 
patients  having  Part  A  coverage. 

4.  X-ray,  radium,  and  radioactive  isotope  therapy 
(including  material  and  services  of  technicians). 

5.  Surgical  dressings,  and  splints,  casts,  and  other 
devices  used  for  reduction  of  fractures  and  dislocations. 

6.  Rental  (for  use  in  the  patient's  residence,  includ- 
ing an  institution  used  as  his  home)  of  such  durable 
medical  equipment  as  iron  lungs,  oxygen  tents,  wheel- 
chairs, and  special  beds. 

7.  Ambulance  service,  where  the  use  of  other  trans- 
portation is  contraindicated  by  the  patient's  condition. 

8.  Prosthetic  devices  (other  than  dental)  replacing 
all  or  part  of  an  internal  body  organ,  including  replace- 
ment of  such  devices. 

9.  Leg,  arm,  back,  and  neck  braces,  and  artificial 
legs,  arms,  and  eyes,  including  replacements  if  required 
because  of  a  change  in  physical  condition. 

115.2  Basis  for  Payment. — Payment,  based  on 
reasonable  charges,  may  be  made  to  or  on  behalf 
of  individuals  covered  by  medical  insurance  for  serv- 
ices of  physicians  and  other  nonprovider  services  fur- 
nished under  the  plan.  In  determining  the  reasonable- 
ness of  charges,  the  carrier  takes  into  consideration  the 
customary  charges  of  the  physician  (or  other  person 


rendering  the  service)  as  well  as  the  prevailing  charges 
in  the  locality  generally  made  for  similar  services.  A 
charge  is  not  reasonable  if  it  is  higher  than  the  charge 
applicable  for  a  comparable  service  and  under  com- 
parable circumstances  to  the  intermediary's  own  policy- 
holders or  subscribers. 

Payment  for  services  covered  by  medical  insurance 
and  rendered  by  a  hospital,  extended  care  facility,  or 
home  health  agency,  or  under  arrangements  made  by 
such  provider,  is  based  on  the  reasonable  cost  of  the 
services  and  is  made  only  to  the  provider  of  services. 
This  is  the  same  basis  for  reimbursement  as  under  the 
hospital  insurance  plan  and  accords  with  the  provider's 
undertaking  in  the  participation  agreement  to  accept 
reasonable  cost  as  full  payment  for  services  rendered. 
115.3  Deductible  and  Coinsurance. — In  each 
calendar  year  a  deductible  of  $50  must  be  satisfied 
before  payment  may  be  made  under  the  supplementary 
medical  insurance  plan.  Expenses  applied  toward  the 
deductible  in  the  last  3  months  of  a  year  may  also  be 
applied  toward  the  deductible  in  the  following  year. 
After  the  deductible  has  been  satisfied,  payment  by  the 
supplementary  medical  insurance  program  will  be  made 
for  80  percent  of  the  reasonable  charge  for  physicians' 
and  suppliers'  services  or  reasonable  cost  of  provider 
services. 

120.  ENTITLEMENT  TO  HOSPITAL  INSUR- 
ANCE 

A.  An  individual  is  automatically  entitled  to  hos- 
pital insurance  beginning  with  the  first  day  of  the  month 
he  attains  age  65  if  he  has  applied  for  and  been  deter- 
mined to  be  entitled  to  monthly  social  security  benefits . 
(although  he  may  not  actually  be  receiving  benefit  pay- 
ments, e.g.,  he  has  not  retired).  Automatic  entitle- 
ment also  extends  to  qualified  beneficiaries  under  the 
Railroad  Retirement  Act.  (For  social  security  pur- 
poses, a  person  attains  age  65  on  the  day  before  his  65th 
birthday.)  Example:  If  birth  date  is  August  1,  attain- 
ment date  is  July  31,  and  health  insurance  entitlement 
date  is  July  1. 

A  social  security  applicant  who  applies  for  monthly 
benefits  after  the  month  he  reaches  age  65  is  entitled 
to  retroactive  hospital  insurance  benefits  beginning  with 
the  first  month  in  which  he  had  attained  age  65  and 
met  all  the  requirements  for  monthly  benefits,  but  not 
for  more  than  12  months  before  the  month  in  which 
he  filed  his  application. 

Entitlement  to  hospital  insurance  benefits  ends  with 
the  month  the  individual  ceases  to  be  entitled  to  social 
security  monthly  benefits  or  ceases  to  be  a  qualified 
railroad  beneficiary  (for  example,  a  woman  whose 
wife's  benefits  are  terminated  by  divorce).   A  person 
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who  ceases  to  be  a  social  security  or  railroad  retirement 
beneficiary  but  who  meets  the  requirements  of  the  spe- 
cial transitional  provision  described  below  may  rein- 
state his  hospital  insurance  by  filing  a  proper  appli- 
cation under  the  transitional  provision. 

Hospital  insurance  coverage  continues  for  the  month 
of  death,  although  no  monthly  cash  benefits  are  pay- 
able for  that  month. 

B.  A  special  transitional  provision  in  the  law  per- 
mits persons  65  years  of  age  and  over,  who  cannot 
qualify  for  monthly  social  security  or  railroad  retire- 
ment benefits,  to  obtain  hospital  insurance  upon  filing 
application.  Such  an  individual  must  be  a  resident 
of  the  United  States  and  either  a  citizen,  or  an  alien 
lawfully  admitted  for  permanent  residence  who  has 
resided  in  the  United  States  continuously  for  5  years. 
He  may  not  be  an  active  or  retired  Federal  employee  (or 
spouse  of  one)  who  is  or  could  have  been  covered  by 
the  Federal  Employees  Health  Benefit  Act  of  1959.  He 
may  not  be  a  member  of  a  communist  organization  nor 
have  been  convicted  of  a  crime  against  the  security  of 
the  United  States. 

For  coverage  under  the  transitional  provision,  a  per- 
son attaining  age  65  after  1967  must  have  three  quar- 
ters of  coverage  for  each  year  elapsing  between  1965 
and  the  year  in  which  he  attains  age  65. 

Hospital  insurance  under  the  transitional  provision 
can  also  be  retroactive  for  as  many  as  12  months  be- 
fore the  month  of  application,  provided  the  individual 
meets  all  the  other  requirements  during  the  period  of 
retroactivity. 

122.  ENTITLEMENT  TO  SUPPLEMENTARY 
MEDICAL  INSURANCE 

A.  Enrollment. — To  obtain  supplementary  medi- 
cal insurance  coverage  an  individual  must  voluntarily 
enroll  in  the  plan  and  pay  the  required  premiums.  He 
may  enroll  if  he  is  entitled  to  hospital  insurance  bene- 
fits or,  if  he  is  age  65,  a  resident  of  the  United  States, 
and  either  a  citizen  or  an  alien  admitted  for  permanent 
residence.  Active  or  retired  Federal  employees  and 
their  spouses  are  eligible  to  enroll  whether  or  not  cov- 
ered under  the  Federal  Employees  Health  Benefit  Act. 
(For  social  security  purposes  an  individual  attains  age 
65  on  the  day  before  his  65th  birthday. ) 

By  agreement  States  may  enroll  in  the  supplementary 
medical  insurance  plan  eligible  individuals  who  are 
receiving  money  payments  under  certain  public  assist- 
ance programs.  Such  persons  who  are  entitled  to 
monthly  social  security  or  railroad  retirement  bene- 
fits may  be  included  at  the  option  of  the  State. 

B.  Enrollment  Periods. — Enrollment  is  possible 
only  during  specified  enrollment  periods. 


1.  During  the  initial  general  enrollment  period 

an  opportunity  to  enroll  was  afforded  to  all  eligible  per- 
sons age  65  and  over  before  March  1,  1966.  This  en- 
rollment period  ended  May  31,  1966.  (An  eligible 
individual  who  for  good  cause  failed  to  enroll  before 
June  1,  1966,  could  have  enrolled  before  October  1, 
1966.) 

2.  For  persons  first  eligible  on  or  after  March  1, 
1966,  the  initial  enrollment  period  is  7  months.  It 
begins  3  calendar  months  before  and  ends  3  calendar 
months  after  the  month  in  which  the  individual  first 
meets  all  enrollment  requirements. 

3.  General  enrollment  periods  occur  October  1 
through  December  31  of  each  odd-numbered  year, 
beginning  with  1967.  Those  who  failed  to  enroll  dur- 
ing their  initial  enrollment  periods  and  those  whose 
enrollment  has  terminated  may  enroll  in  these  periods. 

4.  States  which  desire  to  enroll  eligible  indi- 
viduals receiving  public  assistance  must  request 
coverage  before  January  1968,  and  enter  into  an  agree- 
ment with  the  Government. 

An  individual  who  fails  to  enroll  for  medical  insur- 
ance within  the  3-year  period  after  the  close  of  his 
initial  enrollment  period  may  not  enroll  thereafter. 

An  individual  whose  enrollment  has  terminated  may 
re-enroll  only  once — in  a  general  enrollment  period 
which  begins  within  3  years  after  the  termination  of 
his  prior  enrollment. 

Payment  may  be  made  for  covered  services  if  the 
individual  was  enrolled  at  the  time  the  services  were 
furnished,  even  though  at  the  time  the  request  for  pay- 
ment is  filed  with  the  intermediary  his  enrollment  had 
been  terminated. 

122.1  Premiums. — Initially,  the  premium  is  $3 
per  month.  The  law  permits  the  Secretary  of  Health, 
Education,  and  Welfare  to  adjust  the  premium  amount 
in  accordance  with  changes  in  medical  and  other  costs. 
No  change  in  the  premium  is  permitted  before  1968, 
and  changes  thereafter  can  be  no  oftener  than  every  2 
years.  To  take  into  account  the  higher  cost  of  insur- 
ing older  individuals,  premiums  payable  by  a  person 
who  enrolls  after  the  first  enrollment  period  open  to 
him,  or  who  re-enrolls  after  his  initial  enrollment  was 
terminated,  are  increased  by  10  percent  for  each  full 
12  months  during  which  he  could  have  been  but  was 
not  enrolled. 

A  grace  period  has  been  provided  for  payment  of 
premiums.  This  period  extends  2  calendar  months 
after  the  month  in  which  the  premium  is  due. 

Persons  enrolled  for  medical  insurance  and  receiv- 
ing social  security,  railroad  retirement,  or  civil  service 


retirement  benefits  (except  those  enrolled  by  the  State 
as  public  assistance  recipients)  will  have  the  premiums 
withheld  from  their  monthly  checks.  The  State  pays 
the  premiums  for  the  public  assistance  recipients  it 
enrolls. 

Other  enrollees  must  make  premium  payments  di- 
rectly to  the  Social  Security  Administration.  Enrollees 
who  make  direct  premium  payment  will  generally  be 
billed  quarterly.  However,  organizations,  employers, 
unions,  etc.,  may  under  certain  conditions  pay  pre- 
miums for  their  members  as  a  group. 

122.2  Beginning  of  Coverage 

A.  Enrollment  during  the  initial  general  enrollment 
period — coverage  begins  July  1,  1966.  An  individual 
who  attained  age  65  prior  to  March  1966,  and  who,  on 
establishing  good  cause  for  failure  to  enroll  timely, 
enrolled  from  June  1,  1966,  through  September  30, 
1966,  has  coverage  beginning  the  1st  day  of  the  6th 
month  after  the  month  in  which  he  enrolled. 

B.  Enrollment  during  an  entitled  individual's  initial 
enrollment  period — coverage  begins: 

1.  1st  day  of  the  month  in  which  the  individual 
becomes  age  65,  if  he  enrolls  before  the  month  that 
he  becomes  age  65. 

2.  1st  day  of  the  month  following  the  month  that 
he  becomes  age  65,  if  he  enrolls  in  the  month  that  he 
becomes  age  65. 

3.  1st  day  of  the  2d  month  after  the  month  of  enroll- 
ment, if  he  enrolls  in  the  month  after  he  becomes  age 
65. 

4.  1st  day  of  the  3d  month  after  the  month  of  en- 
rollment, if  he  enrolls  more  than  1  month  after  the 
month  in  which  he  became  age  65.  (However,  indi- 
viduals who  became  age  65  in  March  1966,  and  enrolled 
in  May  1966,  have  coverage  effective  July  1,  1966.) 

C.  Enrollment  during  one  of  the  general  enrollment 
periods — coverage  begins  the  following  July  1st. 

D.  Enrollment  by  a  State  of  its  welfare  recipients — 
coverage  begins  on  the  latest  of  the  following  but  not 
later  than  January  1,  1968: 

1.  July  1,  1966; 

2.  1st  day  of  the  3d  month  after  the  month  of  the 
agreement  with  the  State; 

3.  1st  day  of  the  1st  month  in  which  the  individual  is 
both  eligible  and  a  member  of  the  group ; 

4.  The  date  specified  in  the  agreement. 

122.3  End  of  Coverage 

A.  An  individual  whose  medical  insurance  premiums 
are  being  deducted  may  notify  the  Social  Security  Ad- 
ministration in  writing  during  a  general  enrollment 
period  that  he  no  longer  wants  medical  insurance.  His 


coverage  period  will  be  terminated  with  the  close  of  the 
year  in  which  his  notice  is  submitted. 

B.  Enrollment  under  medical  insurance  is  termi- 
nated because  of  nonpayment  of  premiums.  Termina- 
tion is  effective  with  the  end  of  the  grace  period  pro- 
vided for  payment  of  premiums. 

C.  If  an  individual  is  enrolled  under  a  Federal-State 
agreement,  his  coverage  under  the  agreement  ends 
on  whichever  of  the  following  first  occurs: 

1.  The  end  of  the  month  in  which  he  becomes  in- 
eligible (as  determined  by  the  State)  for  welfare  money 
payment ;  or 

2.  The  end  of  the  month  before  the  first  month  for 
which  he  becomes  entitled  to  monthly  social  security  or 
railroad  retirement  benefits,  unless  the  State  exercises 
its  option  to  enroll  its  welfare  recipients  who  are  en- 
titled to  such  benefits. 

If  an  individual's  coverage  under  a  Federal-State  en- 
rollment agreement  is  terminated,  his  coverage  con- 
tinues without  interruption  subject  to  the  applicable 
premium  payment  requirements. 

A  social  security  or  railroad  retirement  beneficiary 
who  was  enrolled  under  a  State  agreement  and  there- 
after ceases  to  be  a  public  assistance  recipient  may  ter- 
minate his  enrollment  during  the  3-month  period  after 
the  month  he  leaves  the  public  assistance  rolls. 

D.  An  individual  will  have  coverage  through  the 
month  in  which  he  dies. 

130.  FEDERAL  GOVERNMENT  ADMINISTRA- 
TION OF  THE  HEALTH  INSURANCE 
PROGRAM 

The  Department  of  Health,  Education,  and  Welfare 
has  been  given  overall  responsibility  for  administration 
of  the  hospital  insurance  and  voluntary  supplementary 
medical  insurance  programs.  Three  major  agencies 
of  the  Department — the  Social  Security  Administra- 
tion, Public  Health  Service,  and  Welfare  Administra- 
tion— are  involved. 

130.1     The  Social  Security  Administration  has 

the  responsibility  for  policy  formulation  and  the  gen- 
eral management  and  operational  aspects  of  the  pro- 
gram. Briefly,  these  include:  determination  of  the 
individual's  entitlement  to  benefits  and  the  nature  and 
duration  of  services  for  which  benefits  may  be  paid; 
establishment,  maintenance,  and  administration  of 
agreements  with  State  agencies,  providers  of  services 
and  intermediaries;  in  consultation  with  the  Public 
Health  Service  and  the  Welfare  Administration,  the 
formulation  of  major  policies  regarding  conditions  of 
participation  for  providers;  the  development  and 
maintenance  of  statistical  research  and  actuarial  pro- 


grams;  and  the  general  fiscal  management  of  the  pro- 
gram. The  Administration  also  makes  determinations 
of  reasonable  costs  and  amounts  to  be  paid  to  providers 
who  have  elected  to  deal  directly  with  the  Government. 

130.2  The  Public  Health  Service  has  the  princi- 
pal responsibility  for  the  professional  health  aspects  of 
the  program.  These  include:  professional  consulta- 
tion and  recommendation  to  the  Social  Security  Ad- 
ministration in  development  of  health  and  safety,  and 
other  guidelines  for  determining  whether  providers 
of  services  meet  the  conditions  for  participation  under 
the  program;  consultation  and  advice  to  State  agencies 
concerning  the  application  of  standards  for  providers, 
and  in  the  coordination  of  program  activities  with 
other  health  services  and  activities  in  the  State;  and 
activities  necessary  in  studying  the  utilization  of  hos- 
pital and  other  medical  care  services  under  the  program. 

130.3  The  Welfare  Administration  has  the  pri- 
mary role  in  hospital  and  medical  insurance  program 
planning,  coordination,  and  evaluation  in  matters  that 
affect  other  federally  aided  assistance  programs;  in 
assisting  State  agencies  to  achieve  a  coordinated  ap- 
proach with  other  medical  care  plans  under  the  Social 
Security  Act;  and  in  all  aspects  of  program  adminis- 
tration affecting  public  welfare  agencies. 

131.  ADVISORY  GROUPS 

The  law  provides  for  the  appointment  of  two  non- 
governmental advisory  groups  to  assist  the  Secretary. 

131.1  The  Health  Insurance  Benefits  Advisory 
Council,  consisting  of  persons  outstanding  in  hos- 
pital, medical,  and  other  health  activities,  and  at  least 
one  representative  of  the  general  public,  advises  the 
Secretary  on  general  policy  in  administering  the  pro- 
gram and  in  the  formulation  of  regulations.  The 
Secretary  must  consult  with  the  Council  in  determining 
conditions  of  participation  for  providers  of  services  in 
addition  to  the  requirements  specifically  enumerated 
in  the  law. 

131.2  The  National  Medical  Review  Committee 

is  to  be  selected  from  people  who  are  representative  of 
professional  organizations  and  associations  in  the  field 
of  medicine  and  other  individuals  who  are  outstanding 
in  the  field  of  medicine  or  related  fields.  At  least  one 
member  will  represent  the  general  public  and  a  major- 
ity of  the  committee  are  to  be  physicians.  The  com- 
mittee studies  the  utilization  of  hospital  and  other 
medical  services  under  the  program  and  makes  any 
recommendations  to  the  Secretary  and  to  Congress  that 
it  considers  appropriate. 


132.  STATE  AGENCIES 

The  States  are  accorded  important  administrative 
functions  to  the  extent  that  each  is  willing  and  able  to 
undertake  them  by  agreement  with  the  Secretary. 

A.  Certifications  are  made  by  State  agencies  to  the 
Department  of  Health,  Education,  and  Welfare  indi- 
cating whether  hospitals,  extended  care  facilities,  home 
health  agencies,  and  independent  laboratories  meet 
and  continue  to  meet  their  respective  conditions  of 
participation.  This  function  is  intended  to  be  a  natural 
adjunct  to  ongoing  State  activities,  such  as  licensing  of 
health  facilities  and  other  standard  setting  activities. 

B.  Consultation  services  are  rendered  by  State 
agencies  if  their  agreements  provide  for  it.  Consulta- 
tion with  hospitals,  extended  care  facilities,  and  home 
health  agencies  that  need  and  request  assistance  to  meet 
the  conditions  of  participation  is  an  integral  part  of  the 
certification  process. 

C.  Coordination  by  the  State  relates  its  activities 
in  the  performance  of  its  functions  under  the  program 
to  the  various  other  programs  in  the  State  that  have  to 
do  with  payment  for  health  care,  quality  of  care,  and 
distribution  of  health  facilities.  Coordination  of  such 
activities  is  designed  to  utilize  existing  State  facilities 
and  trained  personnel  effectively  and  economically  and 
to  prevent  duplication  of  effort. 

D.  State  Agency  as  a  Medical  Insurance  Inter- 
mediary.— Where  a  State  enters  into  an  agreement 
with  the  Government  to  pay  the  medical  insurance 
premium  on  behalf  of  its  aged  welfare  recipients,  as 
explained  in  §  122A  of  this  chapter,  the  agreement  may 
provide  for  a  designated  State  agency  to  serve  as  an 
intermediary  on  behalf  of  its  welfare  recipients. 

135.  HOSPITAL    INSURANCE  INTERMEDI- 
ARIES 

Under  the  hospital  insurance  plan,  groups,  or  asso- 
ciations of  providers,  on  behalf  of  their  members,  may 
nominate  a  national,  State,  or  other  public  or  private 
agency,  or  organization  to  serve  as  intermediary  in 
the  claims  process.  A  member  of  an  association  is  free, 
however,  to  receive  payment  from  an  approved  inter- 
mediary other  than  its  association's  nominee,  if  agree- 
able to  the  Social  Security  Administration  and  to  the 
intermediary  selected.  A  provider  may  deal  directly 
with  the  Social  Security  Administration. 

The  law  permits  the  Administration  to  enter  into  an 
agreement  with  a  nominated  organization  if  it  finds 
this  to  be  consistent  with  effective  and  efficient  adminis- 
tration of  the  hospital  insurance  program.    The  inter- 


mediary  makes  payments  to  providers  for  covered  items 
and  services  on  the  basis  of  reasonable  cost  determina- 
tions and  assists  in  the  application  of  safeguards  against 
unnecessary  utilization  of  covered  services.  The  agree- 
ment may  also  call  for  furnishing  consultative  services 
to  assist  providers  to  establish  and  maintain  necessary 
fiscal  records  and  otherwise  qualify  as  providers  of 
services;  serving  as  a  center  for  communicating  with 
providers;  and  making  audits  of  provider  records. 

Generally  speaking,  the  Social  Security  Administra- 
tion will  utilize  the  services  of  the  hospital  insurance 
intermediary  in  making  payments  for  provider  services 
under  medical  insurance. 

137.  MEDICAL  INSURANCE  CARRIERS 

The  law  requires  the  Secretary  to  enter  into  contracts 
which  carriers  selected  to  serve  as  intermediaries  for  the 
performance  of  specified  administrative  functions  un- 
der the  medical  insurance  program.  The  principal 
function  of  this  intermediary  is  to  determine  whether 
physicians'  charges  are  reasonable  and  to  make  pay- 
ment. Section  132.D.  of  this  chapter  explains  the  con- 
ditions under  which  a  State  agency  may  act  as  a  supple- 
mentary medical  insurance  intermediary. 


140.  FINANCING  HOSPITAL  INSURANCE 
PROGRAM 

The  hospital  insurance  program  is  financed 
through  separate  payroll  contributions  paid  by  em- 
ployees, employers,  and  self-employed  persons.  The 
proceeds  are  earmarked  for  the  Federal  Hospital  In- 
surance Trust  Fund  to  keep  them  separate  from  other 
social  security  contributions.  The  law  permits  their 
use  only  for  the  payment  of  hospital  insurance  bene- 
fits and  administrative  expenses.  The  cost  of  pro- 
viding hospital  insurance  benefits  to  persons  who  are 
not  social  security  or  railroad  retirement  beneficiaries 
is  met  by  appropriations  to  the  Federal  Hospital  In- 
surance Trust  Fund  from  general  revenues. 

142.  FINANCING   SUPPLEMENTARY  MEDI- 
CAL INSURANCE  PROGRAM 
The  supplementary  medical  insurance  plan 

is  financed  by  the  monthly  premiums  of  those  who  en- 
roll under  the  plan,  matched  by  an  equal  contribution 
from  general  revenues.  All  premiums  and  Govern- 
ment contributions  for  this  plan  are  placed  in  a  separate 
fund  known  as  the  Federal  Supplementary  Medical  In- 
surance Trust  Fund.  This  fund  is  devoted  exclusively 
to  the  payment  of  medical  insurance  benefits  and  ad- 
ministrative expenses. 
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Chapter  II 

COVERAGE  OF  EXTENDED  CARE  FACILITY  SERVICES 

Definitions 

Section  Page 

Extended  Care  Facility  Defined                                                                          201  13 

A  Distinct  Part  of  an  Institution  as  an  Extended  Care  Facility   201.  1  13 

Transfer  Agreements   201.  2  13 

Christian  Science  Sanatorium   202  14 

Hospital  Defined   203  14 

Psychiatric  and  Tuberculosis  Hospitals   203. 1  14 

Hospital  for  Emergency  Services   203.  2  14 

Participating  Providers  of  Services   205  14 

Under  Arrangements   206  15 

Coverage  of  Services  Under  Hospital  Insurance 

Requirements — General   210  15 

Prior  Hospitalization  and  Transfer  Requirements   211  15 

Three-Day  Prior  Hospitalization   211.  1  15 

Fourteen -Day  Transfer   211.  2  15 

Requirements  Applicable  to  Extended  Care  Facility  Inpatients  on  January  1, 

1967   211.3  15 

Covered  Extended  Care  Services   212  16 

Nursing  Care  Provided  By  or  Under  the  Supervision  of  a  Registered  Profes- 
sional Nurse   212.  1  16 

Bed  and  Board  in  Semiprivate  Accommodations   212.  2  16 

Physical,  Occupational,  and  Speech  Therapy  Furnished  by  the  Extended  Care 

Facility  or  by  Others  Under  Arrangements  Made  by  the  Facility   212.  3  17 

Medical  Social  Services  to  Meet  the  Patient's  Medically  Related  Social  Needs. . .  212.  4  18 

Drugs  and  Biologicals   212.  5  18 

Supplies,  Appliances,  and  Equipment   212.  6  18 

Medical  Services  of  an  Intern  or  Resident-in-Training   212.  7  19 

Other  Diagnostic  or  Therapeutic  Services  Provided  by  a  Hospital   212.  8  19 

Other  Services   212.  9  19 

Services  Covered  Under  Medical  Insurance 

Ambulance  Service   213  19 

Facility-Based  Physicians 

Facility -Based  Physicians'  Services   215  20 

Duration  of  Covered  Extended  Care  Services 

Spell  of  Illness  Defined   220  21 

Extended  Care  Benefit  Days   222  22 

Services  Counting  Toward  Maximums   224  22 

Coinsurance — Extended  Care  Services   226  22 
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General  Exclusions  From  Coverage 


Section  Page 

General  Exclusions                                                                                                240  22 

Not  Reasonable  and  Necessary                                                                     240.  1  22 

No  Legal  Obligation  to  Pay                                                                           240.  2  23 

Paid  For  By  A  Governmental  Entity                                                            240.  3  23 

Not  Provided  Within  the  United  States                                                         240.  4  24 

Required  as  a  Result  of  War                                                                            240.  5  24 

Personal  Comfort  Items                                                                               240.  6  24 

Routine  Physical  Checkups,  Eyeglasses,  and  Eye  Examinations,  etc                    240.  7  24 

Orthopedic  Shoes  or  Other  Supportive  Devices  for  the  Feet                              240.  8  24 

Custodial  Cafe                                                                                           240.9  24 

Cosmetic  Surgery  or  Expenses  Incurred  in  Connection  With  Such  Surgery.  .  .  .  240.  10  24 
Charges  Imposed  by  Immediate  Relatives  of  the  Patient  or  Members  of  his 

Household                                                                                              240.  11  24 

Dental  Care.  .  .                                                                                           240.  12  25 

Workmen's  Compensation  Payments                                                             240.  13  25 

Rendered  at  Public  Expense                                                                         240.  14  25 

Federal  Provider  of  Services                                                                         240.  15  25 

Requirements  for  Payment 

Request  for  Payment                                                                                             250  25 

Billing  Forms  as  Request  for  Payment                                                             250.  1  25 

Request  for  Payment  on  Facility  Record                                                          250.  2  25 

Execution  of  the  Request  for  Payment                                                                    251  26 

Certification  and  Recertification  by  Physicians                                                        252  26 

Certification                                                                                               252.  1  26 

Recertifications                                                                                           252.  2  27 

Timing  of  Recertifications                                                                            252.  3  27 

Delayed  Certifications  and  Recertifications                                                       252.  4  27 

Disposition  of  Certification  and  Recertification  Statements                                252.  5  27 

Certification  and  Recertification  Requirement  Where  Individual  Admitted  to 

Facility  Before  January  1,  1967                                                                 252.  6  28 

Special  Provisions  Related  to  Payment 

Refunds                                                                                                      255  28 

Return  or  Other  Disposition  of  Money  Incorrectly  Collected                              255.  1  28 

Workmen's  Compensation                                                                                      258  28 
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Chapter  II 


COVERAGE  OF  EXTENDED  CARE  FACILITY  SERVICES 


Definitions 
201.  EXTENDED  CARE  FACILITY  DEFINED 

An  extended  care  facility  is  an  institution  (or  a  dis- 
tinct part  of  an  institution,  see  §  201.1 ) ,  such  as  a  skilled 
nursing  home  or  rehabilitation  center,  which  has  a 
transfer  agreement  in  effect  with  one  or  more  partici- 
pating hospitals  (see  §  201.2  for  transfer  agreements 
and  §  205  for  definition  of  participating  hospital) ,  and 
which : 

a.  is  primarily  engaged  in  providing  to  inpatients 
skilled  nursing  care  and  related  services  for  patients 
who  require  medical  or  nursing  care,  or  rehabilitation 
services  for  the  rehabilitation  of  injured,  disabled,  or 
sick  persons, 

b.  has  policies  (developed  with  the  advice  of  and 
periodically  reviewed  by  a  professional  group  including 
one  or  more  physicians  and  one  or  more  registered  pro- 
fessional nurses)  to  govern  the  skilled  nursing  care  and 
related  medical  or  other  services  it  provides, 

c.  has  a  physician,  a  registered  professional  nurse,  or 
a  medical  staff  responsible  for  the  execution  of  such 
policies, 

d.  has  a  requirement  that  the  health  care  of  every 
patient  must  be  under  the  supervision  of  a  physician, 

e.  provides  for  having  a  physician  available  to  fur- 
nish necessary  medical  care  in  cases  of  an  emergency, 

f.  maintains  clinical  records  on  all  patients, 

g.  provides  24-hour  nursing  service  sufficient  to  meet 
nursing  needs  in  accordance  with  the  policies  developed 
pursuant  to  (b)  above,  and  has  at  least  one  registered 
professional  nurse  employed  full  time. 

h.  provides  appropriate  methods  and  procedures  for 
dispensing  and  administering  drugs  and  biologicals, 

i.  has  in  effect  a  utilization  review  plan, 

j.  is  licensed  in  accordance  with  State  or  local  law, 
or  is  approved  by  the  State  or  local  licensing  agency  as 
meeting  the  licensing  standards  where  State  or  appli- 
cable local  law  provides  for  the  licensing  of  institutions 
of  this  nature,  and 

k.  is  in  substantial  compliance  with  health  and 
safety  requirements  established  by  regulation.  (These 


health  and  safety  requirements  are  contained  in  the 
"Conditions  of  Participation  for  Extended  Care  Facil- 
ities.") 

A  qualified  extended  care  facility  is  one  which 
meets  all  the  requirements  in  the  above  definition. 

The  term  extended  care  facility  does  not  include  any 
institution  which  is  primarily  for  the  care  and  treatment 
of  mental  diseases  or  tuberculosis. 

201.1  A  Distinct  Part  of  an  Institution  as  an 
Extended  Care  Facility. — In  order  to  qualify  for 
participation  in  the  program  as  an  extended  care  facil- 
ity, a  distinct  part  of  an  institution  must  be  physically 
separated  from  the  rest  of  the  institution,  i.e.,  it  must 
represent  an  entire,  physically  identifiable  unit  consist- 
ing of  all  the  beds  within  that  unit  such  as  a  separate 
building,  floor,  wing,  or  ward.  Although  it  is  required 
that  the  distinct  part  be  identifiable  as  a  separate  unit 
within  the  institution,  it  need  not  necessarily  be  con- 
fined to  a  single  location  within  the  institution's  physi- 
cal plant.  The  distinct  part  may,  for  example,  consist 
of  several  floors  or  wards  which  are  scattered  through- 
out several  different  buildings  within  the  institutional 
complex.  In  each  case,  however,  the  patients  of  the 
distinct  part  would  have  to  be  located  in  units  which 
are  physically  separate  from  those  units  housing  all 
other  patients  of  the  institution.  Various  beds  scat- 
tered throughout  the  institution  would  not  comprise  a 
distinct  part  for  purposes  of  being  certified  as  an  ex- 
tended care  facility. 

201.2  Transfer  Agreements. — To  participate  in 
the  program  an  extended  care  facility  must  have  a  writ- 
ten transfer  agreement  with  one  or  more  participating 
hospitals  (see  §  205)  providing  for  the  transfer  of 
patients  between  the  hospital  and  the  facility,  and  for 
the  interchange  of  medical  and  other  information.  If 
an  otherwise  qualified  extended  care  facility  has  at- 
tempted in  good  faith,  but  without  success,  to  enter  into 
a  transfer  agreement,  this  requirement  may  be  waived 
by  the  State  agency.  (See  XIV  of  the  "Conditions  of 
Participation  for  Extended  Care  Facilities"  (HIM— 3) 
for  the  detailed  requirements  for  transfer  agreements.  ) 
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202.  CHRISTIAN  SCIENCE  SANATORIUM 

A  Christian  Science  sanatorium  operated  or 
listed  and  certified  by  the  First  Church  of  Christ,  Scien- 
tist, Boston,  Mass.,  may  qualify  as  both  a1  hospital  and 
extended  care  facility.  There  is  provision  for  the 
payment  of  separate  benefits  in  each  case.  Inpatient 
care  in  such  an  institution  can  begin  or  prolong  a  "spell 
of  illness"  (§  220) .  Payment  can  be  made  in  the  same 
spell  of  illness  for  both  inpatient  hospital  services  fur- 
nished in  a  hospital  and  those  furnished  by  a  sana- 
torium in  its  capacity  as  a  hospital,  but  the  total  days 
of  covered  care  cannot  exceed  the  maximum  of  90  days 
in  a  spell  of  illness  (§  110.2). 

Sanatorium  services  are  considered  to  be  furnished 
by  a  sanatorium  in  its  capacity  as  a  hospital  unless  the 
individual  elects  to  have  them  treated  as  sanatorium 
extended  care  services. 

Payment  for  sanatorium  extended  care  services 
may  be  made  for  up  to  30  days  in  each  spell  of  illness, 
instead  of  the  100  days  applicable  to  extended  care 
services  generally. 

Payment  may  not  be  made  for  posthospital  extended 
care  services  furnished  to  an  inpatient  of  an  extended 
care  facility  which  is  not  a  Christian  Science  sana- 
torium after  he  has  been  furnished,  during  the  same 
spell  of  illness,  covered  sanatorium  extended  care  serv- 
ices. Similarly,  payment  may  not  be  made  on  behalf 
of  an  individual  for  sanatorium  extended  care  services 
furnished  him  after  he  has  been  furnished  posthospital 
extended  care  services  during  the  same  spell  of  illness 
as  an  inpatient  of  a  qualified  extended  care  facility 
which  is  not  a  Christian  Science  sanatorium. 

203.  HOSPITAL  DEFINED 

A  Hospital  (Other  Than  Tuberculosis  or  Psy- 
chiatric) is  an  institution  which: 

a.  is  primarily  engaged  in  providing  to  inpatients,  by 
or  under  the  supervision  of  physicians, 

fl)  diagnostic  and  therapeutic  services  for  medical 
diagnosis,  treatment,  and  care  of  injured,  disabled,  or 
sick  persons,  or 

(2)  rehabilitation  services  for  the  rehabilitation  of 
injured,  disabled,  or  sick  persons; 

b.  maintains  clinical  records  on  all  patients; 

c.  has  bylaws  in  effect  concerning  its  staff  of  phy- 
sicians; 

d.  requires  that  every  patient  must  be  under  the  care 
of  a  physician ; 

e.  provides  24-hour  nursing  service  by  or  supervised 
by  a  registered  professional  nurse,  and  has  a  licensed 
practical  nurse  or  registered  professional  nurse  on 
duty  at  all  times ; 


f.  has  in  effect  a  hospital  utilization  review  plan; 

g.  is  licensed  or  is  approved  by  the  State  or  local 
licensing  agency  as  meeting  the  standards  established 
for  such  licensing; 

h.  is  in  substantial  compliance  with  other  health  and 
safety  requirements  of  the  Secretary  of  Health,  Educa- 
tion, and  Welfare.  (These  additional  requirements 
may  not  be  higher  than  comparable  ones  prescribed  for 
accreditation  by  the  Joint  Commission  on  Accreditation 
of  Hospitals  with  certain  exceptions  specified  in  the 
law.) ; 

i.  is  not  primarily  for  the  care  and  treatment  of 
mental  diseases  or  tuberculosis. 

203.1  Psychiatric  and  Tuberculosis  Hospi- 
tals.— A  psychiatric  hospital  is  an  institution  which  is 
primarily  engaged  in  providing  by  or  under  the  super- 
vision of  a  physician,  psychiatric  services  for  the  diag- 
nosis and  treatment  of  mentally  ill  persons. 

A  tuberculosis  hospital  is  an  institution  which  is 
primarily  engaged  in  providing  by  or  under  the  super- 
vision of  a  physician,  medical  services  for  the  diagnosis 
and  treatment  of  tuberculosis. 

To  qualify  as  a  psychiatric  or  tuberculosis  hospital 
the  institution  must  be  accredited  by  the  Joint  Com- 
mission on  Accreditation  of  Hospitals,  have  in  effect  a 
utilization  review  plan,  and  meet  additional  staffing  and 
medical  record  requirements. 

A  distinct  part  of  a  psychiatric  or  tuberculosis  insti- 
tution may  qualify  as  a  psychiatric  or  tuberculosis  hos- 
pital independently  of  the  institution  of  which  it  is  a 
part,  if  the  part  meets  certain  specified  requirements. 

203.2  Hospital  for  Emergency  Services. — A 
nonparticipating  hospital  within  the  United  States  may 
receive  payment  for  covered  emergency  inpatient  hos- 
pital services  and  outpatient  hospital  diagnostic  services 
if  it  meets  the  requirements  in  the  definition  of  a  hos- 
pital, except  for  the  utilization  review  and  health  and 
safety  requirements.  Coverage  continues  only  as  long 
as  the  emergency  continues. 

Emergency  inpatient  hospital  services  outside  the 
United  States  are  covered  under  limited  conditions 
arising  ordinarily  only  in  border  areas. 

205.  PARTICIPATING  PROVIDERS  OF 
SERVICES 

Providers  of  services  are  Hospitals,  Extended  Care 
Facilities,  and  Home  Health  Agencies. 

Payment  may  ordinarily  be  made  only  to  a  partici- 
pating provider  for  covered  services  furnished  by  the 
provider  or  by  others  under  arrangements  with  the 
provider.  A  participating  provider  is  an  institution, 
facility,  or  agency  which  has  been  approved  by  the 
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Social  Security  Administration  as  a  provider  of  serv- 
ices, and  has  entered  into  an  agreement  with  the  Admin- 
istration which  provides  that  it  will  not  charge  any 
patient  or  other  person  for  covered  items  and  services, 
for  which  an  individual  is  entitled  to  have  payment 
made  under  the  program;  will  return  any  money  in- 
correctly collected ;  and  will  provide  services  on  a  non- 
discriminatory basis  in  compliance  with  Title  VI  of 
the  Civil  Rights  Act  of  1964. 

206.  UNDER  ARRANGEMENTS 

A  provider  may  make  arrangements  with  others  to 
furnish  covered  items  or  services.  When  such  arrange- 
ments are  made,  receipt  of  payment  by  the  provider 
for  the  services  (whether  it  bills  in  its  own  right  or  on 
behalf  of  those  furnishing  the  services)  must  relieve  the 
beneficiary  or  any  other  person  of  further  liability  to 
pay  for  the  services. 

Coverage  of  Services 
Under  Hospital  Insurance 

210.  REQUIREMENTS— GENERAL 

Effective  January  1,  1967,  posthospital  extended  care 
services  furnished  to  inpatients  of  an  extended  care  fa- 
cility are  covered  under  the  hospital  insurance  program. 
Patients  having  hospital  insurance  coverage  are  entitled 
to  have  payment  made  on  their  behalf  for  the  reason- 
able cost  of  covered  extended  care  services  furnished 
by  the  facility,  by  others  under  arrangements  with  the 
facility,  or  by  a  hospital  with  which  the  facility  has  a 
transfer  agreement  in  effect. 

211.  PRIOR  HOSPITALIZATION  AND 
TRANSFER  REQUIREMENTS 

In  order  to  have  payment  made  for  posthospital  ex- 
tended care  services,  the  individual  must  have  been  an 
inpatient  of  a  hospital  for  at  least  3  consecutive  calendar 
days  and  have  been  transferred  to  an  extended  care  fa- 
cility within  14  days  after  discharge  from  the  hospital. 
211.1  Three-Day  Prior  Hospitalization. — The 
hospital  discharge  must  occur  after  June  30,  1966,  or 
on  or  after  the  first  day  of  the  month  in  which  the  in- 
dividual attains  age  65,  whichever  is  later.  In  de- 
termining whether  the  required  3-day  period  of  hos- 
pitalization has  been  met,  the  day  of  admission,  but 
not  the  day  of  discharge,  is  counted  as  a  hospital 
inpatient  day. 

The  hospital  need  not  be  one  with  which  the  extended 
care  facility  has  a  transfer  agreement ;  but  must  at  least 
be  one  which  meets  all  of  the  requirements  in  the  defi- 
nition of  hospital,  except  the  utilization  review  and 
health  and  safety  requirements. 


To  be  covered,  the  extended  care  services  must  have 
been  necessitated  by  a  condition  which  occasioned  the 
patient's  qualifying  hospital  stay,  or  by  a  condition 
which  arose  while  in  the  facility  for  treatment  of  a  con- 
dition for  which  he  was  previously  hospitalized. 

211.2  Fourteen-Day  Transfer. — In  determining 
the  14-day  period,  the  day  of  discharge  from  the  hos- 
pital is  not  counted  in  the  14  days.  For  example,  a 
patient  discharged  from  a  hospital  on  August  .1,  and 
admitted  to  an  extended  care  facility  on  August  15 
was  admitted  within  14  days. 

If  the  individual  leaves  the  extended  care  facility 
and  is  readmitted  to  the  same,  or  any  other  qualified 
extended  care  facility  ( see  §  201 )  within  14  days,  he 
is  deemed  not  to  have  been  discharged  from  an  ex- 
tended care  facility  for  purposes  of  this  requirement. 
Thus,  the  period  of  extended  care  services  may  be  in- 
terrupted briefly  and  then  resumed,  if  necessary,  with- 
out hospitalization  preceding  the  readmission  to  a 
qualified  facility. 

Hospitalization  within  the  14-day  period  after  dis- 
charge from  an  extended  care  facility  may  also  be 
treated  as  a  return  to  an  extended  care  facility  within 
the  14-day  period.  For  example,  a  person  suffers  a 
relapse  which  requires  a  resumption  of  skilled  nursing 
care  within  14  days  after  he  is  discharged  from  an  ex- 
tended care  facility.  Because  there  is  no  bed  available 
in  an  extended  care  facility,  he  is  placed  in  a  hospital 
for  less  than  3  days  and  is  then  placed  in  a  qualified 
extended  care  facility.  Under  these  conditions,  the 
person  would  be  considered  as  having  returned  to  an 
extended  care  facility  within  the  14-day  period,  even 
if  the  second  admission  to  the  extended  care  facility 
occurs  more  than  14  days  after  his  first  discharge  from 
such  a  facility. 

211.3  Requirements  Applicable  to  Extended 
Care  Facility  Inpatients  on  January  1,  1967. — A 

hospital  insurance  beneficiary  who  is  an  inpatient  of 
an  extended  care  facility  prior  to  January  1,  1967,  the 
effective  date  of  extended  care  coverage,  is  entitled  to 
have  payment  made  for  extended  care  services  begin- 
ning January  1,  1967,  providing  (1)  he  is  on  that  date 
an  inpatient  of  an  institution  which  becomes  a  par- 
ticipating provider  as  of  that  date  and  (2)  he  was  trans- 
ferred to  that  facility  within  14  days  of  his  discharge 
from  a  hospital  of  which  he  was  an  inpatient  for  3  con- 
secutive calendar  days,  and  (3)  he  was  discharged 
from  the  hospital  after  June  30,  1966,  or  on  or  after 
the  first  day  of  the  month  in  which  he  became  age  65, 
whichever  is  later,  and  (4)  he  has  not  been  out  of  a 
facility  for  more  than  a  14-day  period  (see  §  211.2 
above) . 
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212.  COVERED  EXTENDED  CARE  SERVICES 

Patients  covered  under  hospital  insurance  are  en- 
titled to  have  payment  made  on  their  behalf  on  a  rea- 
sonable cost  basis  for  covered  extended  care  services. 
If  a  patient  receives  items  or  services  in  excess  of,  or 
more  expensive  than  those  for  which  payment  can  be 
made,  payment  will  be  made  only  for  the  reasonable 
cost  of  the  covered  items  or  services.  If  the  items  or 
services  were  requested  by  the  patient,  the  facility  may 
charge  him  the  difference  between  the  amount  cus- 
tomarily charged  for  the  services  requested  and  the 
amount  customarily  charged  for  covered  services. 

An  inpatient  is  a  person  who  has  been  admitted  to 
an  extended  care  facility  for  bed  occupancy  for  pur- 
poses of  receiving  inpatient  services.  A  person  is  con- 
sidered an  inpatient  if  formally  admitted  as  an  in- 
patient with  the  expectation  that  he  will  remain  at  least 
over  night  and  occupy  a  bed  even  though  it  later  de- 
velops that  he  can  be  discharged  and  does  not  actually 
use  a  bed  over  night. 

Note:   Custodial  care   (see  §  240.9)   is  not 

covered  extended  care  service. 

The  following  extended  care  services  are  covered 
under  hospital  insurance : 

212.1  Nursing  Care  Provided  by  or  Under 
the  Supervision  of  a  Registered  Professional 
Nurse. — 

Note :  The  services  of  a  private-duty  nurse  or 
other  private-duty  attendant  are  not  covered. 

Private-duty  nurses  or  private-duty  attendants  are 
registered  professional  nurses,  licensed  practical 
nurses,  or  any  other  trained  attendant  whose  services 
are  restricted  to  a  particular  patient  by  arrangement 
between  the  patient  and  the  private-duty  nurse  or 
attendant. 

212.2  Bed  and  Board  in  Semiprivate  Accom- 
modations.— Hospital  insurance  will  pay  for  the 
reasonable  cost  of  semiprivate  accommodations  (two, 
three,  or  four-bed  accommodations)  in  connection  with 
nursing  care.  When  accommodations  other  than  semi- 
private  are  furnished,  the  following  rules  will  govern. 

A.  Private  Rooms  Medically  Necessary. — Pay- 
ment may  be  made  for  the  reasonable  cost  of  a  private 
room  or  other  accommodations  more  expensive  than 
semiprivate  only  when  such  accommodations  are  medi- 
cally necessary.  Private  rooms  will  be  considered  medi- 
cally necessary  when  the  patient's  condition  requires 
him  to  be  isolated  for  his  own  health  or  that  of  others. 

The  term  isolation  may  apply  when  treating  a  num- 
ber of  physical  and  mental  conditions.    These  include 


communicable  diseases  which  require  isolation  of  the 
patient  for  certain  periods.  Privacy  may  also  be  neces- 
sary for  patients  whose  symptoms  or  treatment  are 
likely  to  alarm  or  disturb  others  in  the  same  room. 

B.  Private  Rooms  Not  Medically  Necessary. — 
When  accommodations  more  expensive  than  semiprivate 
are  furnished  the  patient  because,  at  the  time  of  ad- 
mission, less  expensive  accommodations  are  not  avail- 
able, the  program  may  pay  only  the  reasonable  cost  of 
semiprivate  accommodations. 

When  accommodations  more  expensive  than  semi- 
private  are  furnished  the  patient  at  his  request  in  the 
absence  of  medical  necessity,  the  facility  may  charge 
the  patient  no  more  than  the  difference  between  the 
customary  charges  for  the  accommodations  furnished 
and  the  customary  charges  for  semiprivate  accommo- 
dations at  the  most  prevalent  rate  at  the  time  of  ad- 
mission. No  such  charge  may  be  made  to  the  patient 
unless  he  requested  the  more  expensive  accommoda- 
tions. (See  D.  below  for  a  definition  of  "customary 
charges"  and  "most  prevalent  rate.") 

C.  Wards. — When  accommodations  less  expensive 
than  semiprivate  are  furnished  at  the  patient's  re- 
quest or  for  a  reason  determined  to  be  consistent 
with  the  purposes  of  the  health  insurance  pro- 
gram, payment  may  be  made  for  the  reasonable  cost 
of  the  accommodations  furnished.  It  is  considered 
to  be  consistent  with  the  program's  purposes  to  furnish 
bed  and  board  in  less  expensive  accommodations 
where  semiprivate  accommodations  are  not  available. 
However,  the  patient  must  be  moved  to  semiprivate 
accommodations  when  they  become  available.  (Pay- 
ment to  extended  care  facilities  which  have  only  ward 
accommodations  will  be  made  on  the  basis  of  the  rea- 
sonable cost  of  the  accommodations  furnished.) 

In  some  cases,  a  patient  may  be  placed  in  accommo- 
dations less  expensive  than  semiprivate  neither  at  his 
request  nor  for  a  reason  consistent  with  the  pro- 
gram's purposes.  It  is  not  consistent  with  the  pur- 
poses of  the  law  to  assign  a  patient  ward  accommoda- 
tions on  the  basis  of  his  social  or  economic  status,  his 
national  origin,  race,  or  religion,  or  his  entitlement 
to  benefits  as  a  medicare  patient,  or  any  other  discrim- 
inatory reason,  when  the  patient  has  not  requested 
such  assignment.  An  extended  care  facility  which  re- 
peatedly assigns  patients  to  accommodations  less  ex- 
pensive than  semiprivate  neither  at  the  patient's  request 
nor  for  reasons  consistent  with  the  purposes  of  the 
program  will  be  subject  to  termination  of  its  participa- 
tion agreement. 

When  ward  accommodations  are  furnished  neither 
at  the  patient's  request  nor  for  a  reason  consistent  with 
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the  program's  purpose,  reimbursement  will  be  made 
at  a  reduced  rate.  The  payment  to  be  made  shall  be 
the  reasonable  cost  of  semiprivate  accommodations 
minus  the  difference  between  the  institution's  custom- 
ary charges  for  semiprivate  accommodations  at  the 
most  prevalent  rate  (see  D.  below)  at  the  time  of  the 
patient's  admission  and  the  charge  customarily  made 
for  the  accommodations  furnished  the  patient  by  the 
institution.  (For  example,  the  reasonable  cost  of  semi- 
private  accommodations  is  $15  per  day.  The  most 
prevalent  customary  charge  rate  for  a  semiprivate  room 
was  $17  per  day  and  $10  per  day  the  customary  charge 
for  ward  accommodations.  The  extended  care  facil- 
ity would  be  paid  $8  per  day  for  the  ward  accom- 
modations, i.e.,  $17  minus  $10  equals  $7;  $15  minus 
$7  equals  $8.)  However,  payment  will  not  be  made 
for  more  than  the  reasonable  cost  of  ward  accommoda- 
tions regardless  of  the  amount  indicated  by  the  use  of 
this  formula.  The  reduction  in  payment,  when  appro- 
priate, will  be  made  at  the  end-of-year  settlement. 

D.  Customary  charges  means  amounts  which  the 
extended  care  facility  is  uniformly  charging  patients 
currently  for  specific  services  and  accommodations. 
The  most  prevalent  rate  for  semiprivate  accommoda- 
tions is  the  rate  which  applies  to  the  greatest  number 
of  semiprivate  beds. 

212.3  Physical,  Occupational  and  Speech 
Therapy  Furnished  by  the  Extended  Care  Facil- 
ity or  by  Others  Under  Arrangements  Made  by 
the  Facility. — 

A.  Physical  therapy  includes  assistance  to  the 
physician  in  evaluating  patients  by  applying  diagnostic 
and  prognostic  muscle,  nerve,  joint,  and  functional 
ability  tests,  and  treating  patients  to  relieve  pain,  de- 
velop or  restore  function,  and  maintain  maximum  per- 
formance, using  physical  means  such  as  exercise,  mas- 
sage, heat,  water,  light,  and  electricity. 

A  qualified  physical  therapist  is  licensed  or  regis- 
tered by  the  State  when  licensure  laws  are  applicable, 
and  meets  the  following  criteria: 

1.  Graduation  from  a  physical  therapy  curriculum 
approved  by  the  American  Physical  Therapy  Associa- 
tion from  1928  to  1936,  or  by  the  Council  on  Medical 
Education  and  Hospitals  of  the  American  Medical  Asso- 
ciation from  1936  to  1960,  or  by  the  Council  on  Medi- 
cal Education  of  the  American  Medical  Association  in 
collaboration  with  the  American  Physical  Therapy 
Association  since  1960;  or 

2.  Membership  in  the  American  Physical  Therapy 
Association  or  registration  by  the  American  Registry 
of  Physical  Therapists ;  or 


3.  If  the  physical  therapist  was  trained  outside  the 
United  States : 

a.  Graduation  since  1928  from  a  physical  therapy 
curriculum  approved  in  the  country  in  which  the  cur- 
riculum was  located,  and  the  curriculum  must  have 
been  in  a  country  in  which  there  is  a  member  organi- 
zation of  the  World  Confederation  for  Physical 
Therapy ;  and 

b.  Membership  in  a  member  organization  of  the 
World  Confederation  for  Physical  Therapy;  and 

c.  Completion  of  1  year's  experience  under  the  su- 
pervision of  an  active  member  of  the  American  Physi- 
cal Therapy  Association;  and 

d.  Successful  completion  of  a  qualifying  examina- 
tion as  prescribed  by  the  American  Physical  Therapy 
Association. 

An  individual  who  graduated  from  any  school  before 
its  physical  therapy  curriculum  was  approved  by  the 
appropriate  organization  mentioned  in  1.  above  is  not 
a  qualified  physical  therapist  unless,  of  course,  he  is  a 
member  of  the  American  Physical  Therapy  Association 
or  is  registered  by  the  American  Registry  of  Physical 
Therapists. 

B.  Speech  therapy  includes  assistance  to  the  phy- 
sician in  evaluating  patients  to  determine  the  type  of 
speech  or  language  disorder  and  the  appropriate  cor- 
rective therapy;  providing  rehabilitative  services  for 
speech  and  language  disorders. 

A  speech  therapist  is  certified  by  the  American  Speech 
and  Hearing  Association,  or  has  completed  the  academic 
requirements  and  is  in  the  process  of  accumulating  the 
necessary  supervised  work  experience  required  for 
certification. 

C.  Occupational  therapy  includes  assistance  to 
the  physician  in  evaluating  the  patient's  level  of  function 
by  applying  diagnostic  and  prognostic  tests;  guiding 
the  patient  in  his  use  of  therapeutic  creative  and  self- 
care  activities  for  improving  function. 

An  occupational  therapist  is  registered  by  the  Ameri- 
can Occupational  Therapy  Association  or  is  a  graduate 
of  a  program  approved  by  the  Council  on  Medical  Edu- 
cation of  the  American  Medical  Association  in  collab- 
oration with  the  American  Occupational  Therapy  Asso- 
ciation and  is  in  the  process  of  accumulating  supervised 
clinical  experience  required  for  registration. 

An  occupational  therapy  assistant  is  one  who  works 
under  the  supervision  of  a  qualified  occupational  thera- 
pist and  has  successfully  completed  a  training  course  ap- 
proved by  the  American  Occupational  Therapy  Associa- 
tion, and  is  certified  by  that  body  as  a  certified  occupa- 
tional therapy  assistant. 
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212.4  Medical  Social  Services  To  Meet  the  Pa- 
tient's Medically  Related  Social  Needs. — Medical 
social  services  include,  but  are  not  limited  to,  (a)  as- 
sessment of  the  social  and  emotional  factors  related  to 
the  patient's  illness,  his  need  for  care,  his  response  to 
treatment,  and  his  adjustment  to  care  in  the  facility; 
(b)  appropriate  action  to  obtain  case  work  services 
to  assist  in  resolving  problems  in  these  areas;  (c)  as- 
sessment of  the  patient's  medical  and  nursing  require- 
ments, his  home  situation,  his  financial  resources,  and 
the  community  resources  available  to  him  in  making 
the  decision  regarding  his  discharge;  (d)  arrange- 
ments for  referral  to  the  appropriate  agency  where  a 
need  for  financial  assistance  is  indicated. 

212.5  Drugs  and  Biologicals. — Drugs  and  bio- 
logicals  for  use  in  the  facility  which  are  ordinarily 
furnished  by  the  facility  for  the  care  and  treatment  of 
inpatients  are  covered. 

Two  basic  requirements  must  be  met  in  order  for  a 
drug  or  biological  furnished  by  a  facility  to  be  included 
as  a  covered  extended  care  service.  The  drug  or  bio- 
logical must  (1)  represent  a  cost  to  the  institution  in 
rendering  services  to  the  beneficiary;  and  (2)  the 
drug  or  biological  must  either  be  included,  or  approved 
for  inclusion,  in  the  U.S.  Pharmacopoeia,  the  Na- 
tional Formulary,  the  U.S.  Homeopathic  Pharmacopeia, 
or  New  Drugs  or  Accepted  Dental  Remedies  (except  for 
those  unfavorably  evaluated). 

A.  Drugs  Included  in  the  Drug  Compendia. — 
Coverage  is  provided  only  for  those  drugs  and  biologi- 
cals included,  or  approved  for  inclusion,  in  the  latest 
official  editions  of  the  compendia.  The  latest  official 
editions  or  revisions  are:  (1)  U.S.  Pharmacopoeia, 
17th  Revision,  official  from  September  1,  1965,  (2)  the 
National  Formulary,  12th  Edition,  official  from  Sep- 
tember 1,  1965,  (3)  U.S.  Homeopathic  Pharmacopoeia, 
7th  Revised  Edition,  1964,  (4)  New  Drugs,  1966,  and 
(5)  Accepted  Dental  Remedies,  1966. 

The  exclusion  from  coverage  of  drugs  and  biologi- 
cals unfavorably  evaluated  in  New  Drugs  and  Accepted 
Dental  Remedies  applies  to  those  drugs  and  biologicals 
which  have  been  unfavorably  evaluated  for  all  medic- 
inal used.  If  a  drug  or  biological  has  been  unfavorably 
evaluated  for  one  or  more,  but  not  all,  medicinal  uses, 
the  exclusion  applies  only  where  the  drug  has  been 
unfavorably  evaluated  for  the  medicinal  use  to  which 
it  is  being  put. 

Drugs  and  biologicals  are  considered  "approved  for 
inclusion"  in  a  compendium  if  approved  under  the 
established  procedure  by  the  professional  organization 
responsible  for  revision  of  the  compendium. 

B.  Drugs  Not  Included  in  the  Compendia. — 


Drugs  not  included,  or  approved  for  inclusion,  in  the 
drug  compendia  are  nevertheless  covered  if  such  drug 
(1)  was  furnished  the  patient  during  his  prior  hospi- 
talization, (2)  was  approved  for  use  in  the  hospital  by 
the  hospital's  pharmacy  and  drug  therapeutics  (or 
equivalent)  committee;  and  (3)  is  required  for  the 
continuing  treatment  of  the  patient  in  the  extended 
care  facility. 

C.  Combination  Drugs. — Combination  drugs  are 
covered  if  the  combination  itself  or  all  the  therapeutic 
ingredients  of  the  combination  are  included,  or  ap- 
proved for  inclusion,  in  any  of  the  designated  drug 
compendia.  Under  the  limited  circumstances  men- 
tioned in  B.  above,  a  combination  drug  approved  by 
a  hospital  pharmacy  and  drug  therapeutics  committee 
may  also  be  covered  as  an  extended  care  service. 

D.  Drugs  Specially  Ordered  for  Inpatients. — 
Covered  drugs  and  biologicals  are  not  limited  to  those 
routinely  stocked  by  the  extended  care  facility.  A  drug 
or  biological  not  stocked  by  the  facility  but  which  the 
facility  obtains  for  the  patient  from  an  outside  source, 
such  as  a  pharmacy  in  the  community,  is  covered,  if 
it  represents  a  cost  to  the  facility;  that  is,  the  facility 
rather  than  the  patient  is  responsible  for  making  pay- 
ment to  the  supplier.  Whether  a  drug  or  biological 
is  covered  under  such  circumstances  depends  upon  the 
financial  arrangements  with  respect  to  the  individual 
transaction.  It  is  not  required  that  the  same  practice 
be  followed  by  the  facility  for  all  patients  in  obtaining 
drugs  from  an  outside  source.  For  example,  the  fact 
that  public  assistance  payments  for  drugs  furnished  to 
a  welfare  patient  are  made  to  the  pharmacy  in  the 
community,  rather  than  the  facility  (which  in  this  case 
does  not  incur  a  cost  for  the  drug),  does  not  preclude 
coverage  of  the  same  drugs  when  purchased  directly 
by  the  facility  for  the  use  of  other  patients. 

E.  Drugs  for  Use  Outside  the  Facility. — Drugs 
and  biologicals  furnished  by  a  facility  to  an  inpatient 
for  use  outside  the  facility  are,  in  general,  not  covered 
as  extended  care  services.  However,  if  the  drug  or  bio- 
logical is  deemed  medically  necessary  to  permit  or  fa- 
cilitate the  patient's  departure  from  the  facility,  and  a 
supply  is  required  until  he  can  obtain  a  continuing 
supply,  the  drugs  or  biologicals  would  be  covered  as  an 
extended  care  service.  Drugs  and  biologicals  fur- 
nished to  outpatients  of  extended  care  facilities  are  not 
covered. 

212.6    Supplies,  Appliances,  and  Equipment. — 

Supplies,  appliances,  and  equipment  furnished  for  use 
in  the  facility,  which  are  ordinarily  furnished  by  the 
facility  for  the  care  and  treatment  of  inpatients  are 
covered  extended  care  services.    However,  under  cer- 
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tain  circumstances,  supplies,  appliances,  and  equip- 
ment used  during  the  beneficiary's  stay  are  covered 
even  though  they  leave  the  facility  with  the  patient 
when  he  is  discharged.  These  are  circumstances  in 
which  it  would  be  unreasonable  or  impossible  from  a 
medical  standpoint  to  limit  the  patient's  use  of  the  item 
to  the  periods  during  which  the  individual  is  an  in- 
patient. An  example  of  items  covered  under  this  rule 
is  a  brace  temporarily  attached  to  the  patient's  body 
while  he  is  receiving  treatment  as  an  inpatient  and 
which  is  also  necessary  to  permit  or  facilitate  the  pa- 
tient's release  from  the  facility. 

Supplies,  appliances,  and  equipment  furnished  to  a 
patient  for  use  only  outside  the  facility  would  not,  in 
general,  be  covered  as  extended  care  services.  How- 
ever, a  temporary  or  disposable  item  provided  to  a 
patient  which  is  medically  necessary  to  permit  or  facili- 
tate his  departure  from  the  facility  and  is  required  until 
such  time  as  he  can  obtain  a  continuing  supply  would 
be  covered  as  an  extended  care  service. 

212.7  Medical  Services  of  an  Intern  or  Resi- 
dent-in-Training. — The  medical  services  of  an  intern 
or  resident-in-training  under  an  approved  teaching  pro- 
gram of  a  hospital  with  which  the  facility  has  in  effect 
the  required  transfer  agreement  are  covered  under  hos- 
pital insurance. 

An  "approved  teaching  program"  means  a  program 
approved  by  the  Council  on  Medical  Education  of  the 
American  Medical  Association  or,  in  the  case  of  an 
osteopathic  hospital,  approved  by  the  Committee  on 
Hospitals  of  the  Bureau  of  Professional  Education  of 
the  American  Osteopathic  Association.  In  the  case  of 
services  of  an  intern  or  resident-in-training  in  the  field 
of  dentistry  in  a  hospital  or  osteopathic  hospital,  the 
teaching  program  must  have  the  approval  of  the  Coun- 
cil on  Dental  Education  of  the  American  Dental  As- 
sociation. 

The  medical  and  surgical  services  furnished  to  the 
facility's  patients  by  interns  and  residents-in-training 
of  a  hospital  with  which  the  facility  has  a  transfer  agree- 
ment are  covered  under  medical  insurance  if  the  serv- 
ices are  not  covered  under  hospital  insurance. 

The  services  performed  by  interns  and  residents — 
including  a  physician  acting  in  the  capacity  of  an  in- 
tern or  resident — are  reimbursable  to  the  facility  on  a 
reasonable  cost  basis  even  though  the  intern  or  resi- 
dent is  a  licensed  physician.  These  services  are  not 
reimbursable  on  a  reasonable  charge  basis  as  physi- 
cians' services. 

212.8  Other  Diagnostic  or  Therapeutic  Serv- 
ices Provided  by  a  Hospital. — Extended  care  serv- 
ices also  include  other  diagnostic  or  therapeutic  serv- 


ices provided  by  a  hospital  with  which  the  facility  has 
a  transfer  agreement. 

212.9  Other  Services. — Other  services  which  are 
necessary  to  the  health  of  the  patients  are  covered  if  the 
services  are  the  type  generally  provided  by  extended 
care  facilities.  For  example,  the  use  of  an  operating 
room  would  not  be  covered  since  operating  rooms  are 
not  generally  maintained  as  part  of  such  facilities. 
Items  or  services  that  would  not  be  included  as  in- 
patient hospital  services  if  furnished  to  an  inpatient  of 
a  hospital  are  also  excluded  from  extended  care  cover- 
age. See  §  110.2  for  summary  of  inpatient  hospital 
services. 

Services  Covered  Under  Medical  Insurance 
213.  AMBULANCE  SERVICE 

An  ambulance  is  a  specially  designed  or  equipped 
automobile  or  other  vehicle  (in  some  areas  of  the 
United  States  this  might  be  a  boat  or  plane)  for  trans- 
porting the  sick  or  injured.  It  must  have  customary 
patient  care  equipment  such  as  a  stretcher,  clean  linens, 
first  aid  supplies,  oxygen  equipment,  and  it  must  also 
have  such  other  safety  and  lifesaving  equipment  as  is 
required  by  State  or  local  authorities.  Personnel 
whose  duties  involve  the  care  or  handling  of  the  pa- 
tient while  providing  ambulance  service  must  have 
adequate  training  in  the  application  of  first  aid,  i.e., 
training  which  is  at  least  equivalent  to  the  training 
provided  by  the  standard  and  advanced  Red  Cross  first 
aid  courses.  The  driver  would  not  have  to  meet  the 
first  aid  training  requirement  if  there  is  at  least  one 
other  person  assigned  to  the  ambulance  who  has  had 
the  required  training.  Training  "equivalent"  to  the 
standard  and  advanced  Red  Cross  first  aid  training 
courses  includes  ambulance  service  training  and  ex- 
perience acquired  in  military  service,  successful  com- 
pletion by  the  individual  of  a  comparable  first  aid 
course  furnished  by  or  under  the  sponsorship  of  State 
or  local  authorities,  an  educational  institution,  a  fire 
department,  a  hospital,  a  professional  organization,  or 
other  such  qualified  organization.  On-the-job  training 
involving  the  administration  of  first  aid  under  the  su- 
pervision of  or  in  conjunction  with  trained  first  aid 
personnel  for  a  period  of  time  sufficient  to  assure  the 
trainee's  proficiency  in  handling  the  wide  range  of 
patient  care  services  that  may  have  to  be  performed 
by  a  qualified  attendant  can  also  be  considered  as 
"equivalent  training." 

A.  For  coverage  of  ambulance  services  each  of 
the  following  three  conditions  must  be  met: 

1.  The  vehicle  utilized  to  provide  the  ambulance 
service  and  the  ambulance  personnel  whose  duties  in- 
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volve  care  of  the  individual  to  be  transported  by  the 
ambulance  meet  the  requirements  specified  above; 

2.  Ambulance  service  is  covered  only  where  the  use 
of  any  other  method  of  transportation  is  medically  con- 
traindicated  by  the  patient's  conditions.  (In  any  case 
in  which  some  means  of  transportation  other  than  an 
ambulance  could  be  utilized  without  endangering  the 
individual's  health,  whether  or  not  such  other  trans- 
portation is  actually  available,  no  payment  may  be  made 
for  ambulance  service. ) 

3.  The  patient  must  have  been  transported  to  the 
nearest  hospital  with  appropriate  facilities  or  to  one 
in  the  same  locality,  and  under  similar  restrictions, 
from  one  hospital  to  another,  or  to  an  extended  care 
facility.  The  patient  may,  likewise,  be  transported 
from  one  of  these  institutions  to  his  home  (or  place  of 
residence)  if  such  home  is  within  the  locality  of  the  in- 
stitution. 

The  requirement  that  a  patient  be  transported  to  the 
nearest  hospital  with  appropriate  facilities  or  to 
one  in  the  same  locality  as  that  hospital  (and  under 
similar  restrictions  from  one  hospital  to  another,  to  the 
patient's  home,  or  to  an  extended  care  facility)  is  in- 
tended to  provide  coverage  of  essential  ambulance  serv- 
ice, without  imposing  an  arbitrary  "mileage"  limita- 
tion. It  is  not  contemplated,  however,  that  payment 
would  be  made  for  ambulance  services  that  involve 
transporting  the  patient  beyond  the  locality  even  if  the 
patient  is  transported  to  a  participating  hospital  or  ex- 
tended care  facility.  The  term  locality,  with  respect  to 
ambulance  service,  means  the  service  area  in  the  geo- 
graphic territory  surrounding  the  institution  from 
which  individuals  normally  come  or  are  expected  to 
come  for  medical  services. 

The  term  appropriate  facilities  means  that  the 
institution  has  available  the  services,  supplies,  and  staff 
necessary  to  provide  the  medical  care  called  for  by  the 
patient's  injury  or  illness.  The  fact  that  a  more  distant 
institution  is  better  equipped,  either  qualitatively  or 
quantitatively,  to  care  for  the  patient  does  not  warrant 
a  finding  that  a  closer  institution  does  not  have  "ap- 
propriate facilities."  However,  a  patient  need  not  nec- 
essarily be  taken  to  the  nearest  hospital  or  facility  with 
appropriate  facilities;  he  can  be  taken  to  another  hos- 
pital or  facility  in  the  same  locality. 

B.  If  an  ambulance  is  operated  by  an  extended 
care  facility,  reimbursement  for  this  service  is  made 
under  the  supplementary  medical  insurance  program 
on  a  reasonable  cost  basis.  The  cost  of  oxygen  admin- 
istered in  connection  with  ambulance  service  is  also 
covered.    See  §  252.1  for  required  physician  certifi- 


cation for  coverage  of  extended  care  facility  furnished 
ambulance  service. 

Facility-Based  Physicians 

215.  FACILITY-BASED  PHYSICIANS' 
SERVICES 

The  medical  insurance  program  covers  the  reason- 
able charges  for  physicians'  services  rendered  to  indi- 
vidual beneficiaries.  The  charges  of  facility-based 
physicians  (e.g.,  those  on  salary)  for  services  directed 
to  the  medical  care  of  the  individual  patient  must  be 
specially  billed  either  by  the  physician  or  by  the  facility 
on  his  behalf.  However  billed,  reimbursement  is  made 
for  medical  services  to  individual  patients  on  a  reason- 
able charge  basis  by  the  supplementary  medical  insur- 
ance (Part  B)  intermediary.  (See  §  404  for  billing  by 
the  facility  for  these  services.) 

Facility-based  physicians  often  perform  services  other 
than  those  clearly  directed  to  the  medical  care  of  indi- 
vidual patients.  These  may  involve  teaching  and  ad- 
ministrative services,  and  other  services  that  benefit  the 
facility's  patients  as  a  group.  Such  physician  services, 
not  directly  related  to  an  individual  patient,  if  com- 
pensated, must  be  considered  in  computing  reimburs- 
able facility  costs  and,  as  such,  will  be  reflected  in 
amounts  payable  to  the  facility  under  Part  A  for  serv- 
ices rendered  program  beneficiaries. 

Detailed  information  on  reasonable  cost  and  charge 
computation  is  contained  in  "Principles  of  Reimburse- 
ment for  Provider  Costs  and  for  Services  by  Hospital- 
Based  Physicians."    These  principles  establish  the  cri- 
teria for  distinguishing  between  the  services  of  facility- 
based  physicians  which  are  reimbursable  as  provider 
services  and  those  services  reimbursable  as  physicians' 
services  to  patients.    The  principles  also  establish  a 
basis  for  determining  the  reasonable  charges  for  phy- 
sicians' services  to  patients  where,  under  the  existing 
arrangement  between  the  facility  and  the  physician, 
billings  to  patients  have  not  separately  identified 
charges  for  physicians'  services  to  patients.  Where 
charges  for  physicians'  services  to  patients  have  been 
identified  separately,  the  customary  charges  for  physi- 
cians' services  have  been  established  and  afford  a  basis 
for  determining  the  reasonable  charges  for  such  serv- 
ices.   Finally,  the  principles  establish  a  basis  for 
ascertaining  the  customary  charges  for  a  physician's 
services  to  patients  where,  under  a  previous  arrange- 
ment between  the  facility  and  the  physician,  charges  to 
patients  were  not  separately  identified,  but  this  arrange- 
ment is  modified  and  the  facility  and  the  physician 
agree  to  bill  patients  separately  for  their  respective 
services. 
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The  extended  care  facility's  Part  A  intermediary  will 
obtain  from  the  facility  information  it  and  the  Part  B 
carrier  need  to  make  payment  determinations  where 
the  services  of  facility-based  physicians  are  involved. 
The  Part  A  intermediary  has  the  responsibility  for  re- 
viewing and  approving  the  reasonableness  of  the  agree- 
ment between  facility  and  physician  on  the  allocation 
of  physician  compensation  (received  from  or  through 
the  facility)  between  (1)  the  portion  attributable  to 
provider  services,  i.e.,  services  to  the  institution  and 
(2)  the  portion  attributable  to  physician  services,  i.e., 
identifiable  services  rendered  by  the  physician  to  indi- 
vidual patients.  If  the  facility  and  physician  fail  to 
agree  or  if  their  agreement  appears  unreasonable,  the 
Part  A  intermediary  and  the  Part  B  carrier  will  jointly 
assist  in  resolving  the  issue.  The  Part  B  carrier  is 
responsible  for  review  and  approval,  in  accordance  with 
the  applicable  principles,  of  the  basis  for  Part  B  charges 
for  services  of  facility-based  physicians,  i.e.,  the  sched- 
ule of  such  charges  if  the  item-by-item  method  of  deter- 
mination is  used,  or  the  uniform  percentage  if  the 
optional  method  of  determination  is  used. 

Duration  of  Covered  Extended  Care 
Services 

220.  SPELL  OF  ILLNESS  DEFINED 

A  spell  of  illness  is  a  period  of  consecutive  days  that 
begins  with  the  first  day  (not  included  in  a  previous 
spell  of  illness)  on  which  a  patient  is  furnished  inpa- 
tient hospital  or  extended  care  services  by  a  qualified 
provider  in  a  month  for  which  the  patient  is  entitled 
to  hospital  insurance  benefits.  A  qualified  hospital 
(including  a  psychiatric  or  tuberculosis  hospital)  or 
extended  care  facility  is  one  that  has  been  certified  as 
meeting  all  the  requirements  of  the  definition  of  such 
an  institution.  A  hospital  which  meets  the  require- 
ments in  §  203.2  is  a  qualified  hospital  for  purposes  of 
beginning  a  spell  of  illness  when  it  furnishes  the  patient 
covered  inpatient  emergency  services. 

Generally,  the  spell  of  illness  begins  when 
covered  inpatient  services  are  initially  furnished 
to  an  entitled  individual. 

However,  admission  to  a  qualified  extended  care 
facility  will  begin  a  spell  of  illness  even  though  pay- 
ment for  the  services  cannot  be  made  because  the  prior 
hospitalization  or  transfer  requirement  has  not  been 
met.     (See  §  211.) 

The  spell  of  illness  ends  with  the  close  of  a  period 
of  60  consecutive  days  during  which  the  patient  was 
neither  an  inpatient  of  a  hospital  nor  an  inpatient  of  an 
extended  care  facility.  To  determine  the  60  consecu- 
tive day  period,  begin  counting  with  the  day  following 


the  day  on  which  the  individual  was  discharged.  It 
is  important  to  note  that  for  purposes  of  con- 
tinuing a  spell  of  illness  the  hospital  or  extended 
care  facility  in  which  the  stay  occurs  need  not 
meet  all  of  the  requirements  that  are  necessary 
for  starting  a  spell  of  illness. 

Inpatient  services  will  prolong  the  beneficiary's  spell 
of  illness  if  the  hospital  meets  the  initial  requirement 
of  the  definitions  in  §§  203  and  203.1.  That  is,  it  is 
primarily  engaged  in  providing,  by  or  under  the  super- 
vision of  physician  (s) ,  to  inpatients  (1)  diagnostic  and 
therapeutic  services  for  medical  diagnosis,  treatment, 
and  care  of  injured,  disabled,  or  sick  persons,  or  re- 
habilitation services  for  injured,  disabled,  or  sick  per- 
sons; or  (2)  psychiatric  services  for  the  diagnosis  and 
treatment  of  mentally  ill  persons;  or  (3)  medical  serv- 
ices for  the  diagnosis  and  treatment  of  tuberculosis. 

Similarly,  inpatient  services  in  an  extended  care 
facility  will  prolong  a  beneficiary's  spell  of  illness  if 
the  facility  (including  one  primarily  for  the  care  and 
treatment  of  mental  diseases  or  tuberculosis)  meets  at 
least  requirement  201  .a  of  the  definition.  That  is,  it 
is  primarily  engaged  in  providing  to  inpatients  skilled 
nursing  care  and  related  services  for  patients  who  re- 
quire medical  or  nursing  care,  or  rehabilitation  serv- 
ices for  injured,  disabled,  or  sick  persons. 

An  individual  may  be  discharged  from  and  read- 
mitted to  a  hospital  or  extended  care  facility  several 
times  during  a  spell  of  illness  and  still  be  in  the  same 
spell  if  60  days  have  not  elapsed  between  discharge  and 
readmission.  Inpatient  stays  during  the  same  spell 
of  illness  need  not  be  for  the  same  or  related  physical 
or  mental  conditions.  (For  necessary  relationship  of 
extended  care  facility  patient's  condition  to  prior  hos- 
pitalization, see  §  211.) 

As  long  as  a  person  continues  to  be  entitled  to  hos- 
pital insurance,  there  is  no  limit  to  the  number  of  spells 
of  illness  he  may  have. 

Example  1 :  X  was  born  August  9,  1902.  On  July 
28,  1967,  X  entered  a  participating  general  hospital. 
After  he  had  been  in  the  hospital  for  2  weeks  X  was 
discharged  on  August  11,  1967.  On  his  doctor's  orders 
X  entered  a  participating  extended  care  facility  on 
August  15,  1967,  and  remained  there  until  his  dis- 
charge on  October  27,  1967.  He  had  no  further  in- 
patient stays  in  1967.  X's  spell  of  illness  began  on 
August  1,  1967,  the  first  day  of  the  month  he  attained 
age  65  and  was  entitled  to  hospital  insurance.  The 
spell  of  illness  ended  December  26,  1967,  60  days  after 
his  last  discharge. 

Example  2:  Y,  over  age  65,  entered  a  participat- 
ing general  hospital  on    uly  28,  1968,  for  treatment 
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of  a  heart  condition.  He  was  discharged  on  August  11, 
1968.  On  August  20,  1968,  Y  entered  a  nonparticipat- 
ing  nursing  home,  which  provided  primarily  skilled 
nursing  care  and  related  services.  Y  remained  in  this  fa- 
cility until  his  discharge  on  October  27,  1968.  On  De- 
cember 25,  1968,  Y  was  again  admitted  to  a  participat- 
ing hospital  because  of  injuries  suffered  in  an  accident. 
He  was  discharged  on  January  13,  1969,  and  had  no  fur- 
ther inpatient  stays  in  1969.  Y's  spell  of  illness  began 
on  July  28,  1968:  His  stay  in  the  nursing  home  began 
less  than  60  days  after  his  hospital  discharge  and  the 
spell  was  continued  even  though  the  stay  was  not  cov- 
ered. The  subsequent  hospital  stay  began  less  that 
60  days  after  the  nursing  home  discharge  and  con- 
tinued the  spell  of  illness,  although  the  condition 
treated  was  unrelated  to  his  prior  stays.  The  spell  ended 
on  March  14, 1969. 

Example  3:  Z,  over  age  65  and  entitled  to  hospital 
insurance  benefits,  was  admitted  to  General  Hospital 
on  August  1,  1966,  and  discharged  on  August  10,  1966, 
having  received  nonemergency  hospital  services.  Gen- 
eral Hospital  met  all  the  requirements  in  the  definition 
of  a  hospital  except  those  concerning  utilization  review 
and  health  and  safety.  While  General  Hospital  met 
the  minimum  requirements  for  a  prior-stay  hospital, 
Z's  spell  of  illness  did  not  begin  with  his  admission 
to  this  hospital  because  (1)  the  hospital  did  not  meet 
all  of  the  requirements  in  the  definition  of  a  hospital; 
and  (2)  although  the  hospital  satisfied  the  requirements 
for  coverage  of  emergency  services,  Z  did  not  receive 
emergency  inpatient  care.  Z  was  admitted  to  Haven 
Convalescent  Home  on  August  20,  1966,  and  remained 
an  inpatient  of  the  home  until  his  discharge  on  March 
1,  1967.  He  had  no  further  inpatient  stays  in  1967. 
Haven  Convalescent  Home  became  a  participating  ex- 
tended care  facility  on  January  1.  1967.  Z's  spell  of 
illness  began  January  1,  1967,  the  day  Haven  Con- 
valescent Home  was  determined  to  be  a  qualified  ex- 
tended care  facility  and  the  services  Z  received  on  that 
date  were  covered  extended  care  services.  Z's  spell  of 
illness  ended  April  30,  1967,  60  days  after  his  discharge 
from  the  convalescent  home. 

222.  EXTENDED  CARE  BENEFIT  DAYS 

A  patient  having  hospital  insurance  coverage  is  en- 
titled to  have  payment  made  on  his  behalf  for  up  to 
100  days  of  covered  inpatient  extended  care  services 
in  each  spell  of  illness.  (For  coinsurance  provision,  see 
§  226.) 

The  number  of  days  of  care  charged  to  a  beneficiary 
for  extended  care  services  will  always  be  in  units  of 


full  days.  A  day  begins  at  midnight  and  ends  24  hours 
later.  Facilities  may  use  a  different  definition  of  day 
for  statistical  or  other  purposes,  but  in  reporting  days 
of  care  used  by  beneficiaries,  the  midnight-to-midnight 
method  is  to  be  used.  With  the  exception  of  the  day 
of  discharge,  a  day  on  any  part  of  which  an  individual 
is  an  inpatient  is  counted  as  an  inpatient  day.  In  count- 
ing inpatient  days  for  reimbursement  purposes  and  in 
determining  the  total  number  of  days  of  inpatient  care 
utilized  by  the  beneficiary,  the  day  of  admission  is 
counted,  but  the  day  of  discharge  is  not  counted.  This 
recognizes  that  the  day  of  admission  and  the  day  of 
discharge  are  partial  days.  If  admission  and  discharge 
occur  on  the  same  day,  the  day  is  considered  a  day  of 
admission  and  counts  as  1  inpatient  day. 

224.  SERVICES  COUNTING  TOWARD 
MAXIMUMS 

Extended  care  services  count  toward  the  maximum 
number  of  benefit  days  payable  per  spell  of  illness  only 
if: 

( 1 )  Payment  for  the  services  is  made,  or 

(2)  Payment  for  the  services  would  be  made  if  a 
request  for  payment  were  properly  filed  and  if  the 
physician  certified  that  the  services  were  medically 
necessary.  Where  payment  cannot  be  made  because  of 
the  extended  care  coinsurance  requirement,  the  day(s) 
used  in  satisfying  this  requirement  nevertheless  count 
toward  the  beneficiary's  maximum  days  of  extended 
care. 

226.  COINSURANCE— EXTENDED  CARE 
SERVICES 

The  beneficiary  is  responsible  for  a  coinsurance 
amount,  initially  $5,  (one-eighth  of  the  inpatient  hos- 
pital deductible)  for  each  day  after  the  20th  and 
through  the  100th  day  of  extended  care  services  fur- 
nished during  a  spell  of  illness. 

General  Exclusions  From  Coverage 

240.  GENERAL  EXCLUSIONS 

No  payment  can  be  made  under  either  the  hospital 
insurance  or  supplementary  medical  insurance  pro- 
grams for  the  following  items  and  services: 
240.1  Items  and  services  which  are  not  rea- 
sonable and  necessary  for  the  diagnosis  or  treatment 
of  illness  or  injury  or  to  improve  the  functioning  of  a 
malformed  body  member  are  not  covered.  Potential 
personal  comfort  items  and  services  such  as  massages 
and  heat  lamp  treatments  are  not  covered  unless  they 
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contribute  meaningfully  to  the  treatment  of  an  illness 
or  injury,  or  the  functioning  of  a  malformed  body 
member. 

240.2  Items  and  Services  for  Which  There  is 
No  Legal  Obligation  to  Pay. — Free  services  are  ex- 
cluded from  coverage,  e.g.,  free  chest  x-rays  provided 
by  health  organizations. 

This  exclusion  does  not  apply  if  the  patient  has  a 
legal  obligation  to  pay,  or  some  other  person  or  organi- 
zation has  a  legal  obligation  to  pay  for  or  provide  the 
items  or  services.  Thus,  benefits  for  covered  items  and 
services  would  be  paid  by  the  program  even  though 
the  same  services  were  covered  by  a  prepayment  plan  or 
health  insurance  policy.  Such  a  plan  may  pay  money 
toward  the  cost  of  services  or  it  may  maintain  its  own 
facilities  and  professional  supporting  staff. 

In  applying  this  exclusion  the  determining  factor  is 
that  there  is  no  legal  obligation  to  pay  for  the  items  or 
services,  and  not  merely  the  fact  that  the  patient  is  not 
charged  because  of  other  considerations.  This  exclu- 
sion, therefore,  does  not  prohibit  program  payment  for 
services  rendered  to: 

A.  Members  of  religious  orders  who  are  not 
charged  because  of  a  vow  of  poverty; 

B.  Indigents  who  because  of  their  inability  to  pay 
are  not  charged  by  an  institution  which  customarily 
charges  for  such  services; 

C.  The  patient  whose  need  for  services  re- 
sulted from  the  act  or  negligence  of  another  who 
is  or  may  be  legally  liable  for  the  patient's  medical  ex- 
penses. The  existence  of  a  third  person's  liability  does 
not  affect  the  patient's  obligation  to  pay  for  the  services 
he  receives; 

D.  Certain  residents  of  homes  for  the  aged. — 

Coverage  of  health  services  furnished  to  a  resident  of 
a  home  for  the  aged  depends  on  the  agreement  under 
which  the  services  are  provided. 

1.  The  typical  relationship  between  the  proprietary 
or  profit-making  home  and  the  residents  is  contrac- 
tual. The  home  agrees  to  furnish  or  pay  for  certain 
services,  including  specified  health  services,  in  return 
for  specified  payments  by  the  resident.  Payment  can 
be  made  under  the  health  insurance  program  for  the 
specified  health  services  received  by  the  resident  of 
such  a  home  since  the  home  has  a  legal  obligation  to 
pay  for  or  provide  the  services.  Of  course,  payment 
may  also  be  made  for  covered  services  not  included 
in  the  resident's  contract  with  the  home,  which  he  him- 
self has  a  legal  obligation  to  pay. 

2.  Nonprofit  homes  are  generally  operated  by  reli- 
gious or  fraternal  organizations.  The  resident  is  ordi- 
narily required  to  contribute  to  the  cost  of  his  mainte- 


nance and  health  care  to  the  extent  that  he  is  able.  For 
example,  the  resident  is  usually  required  to  assign  to  the 
home  assets  or  income  at  the  time  of  admission.  Where 
this  is  the  case,  payment  can  be  made  under  the  pro- 
gram for  covered  services  furnished  the  resident 
whether  or  not  his  circumstances  permitted  him  to  pay 
anything  for  his  care. 

However,  where  all  services  are  furnished  by  the 
home  on  a  purely  charitable  basis  (i.e.,  no  payment 
is  accepted  from  residents  regardless  of  their  ability  to 
pay),  payment  could  not  be  made  under  the  health  in- 
surance program  for  items  and  services  furnished  by 
the  home.  In  this  situation,  however,  payment  could 
be  made  for  services  furnished  by  a  source  inde- 
pendent of  the  home  if  that  source  customarily  charges 
for  such  services.  Thus,  payment  could  be  made  for 
services  furnished  by  a  hospital  or  extended  care  facil- 
ity to  which  a  resident  of  the  home  is  sent,  or  for  home 
health  services  furnished  by  an  agency,  or  for  the 
services  of  a  physician  who  is  not  an  employee  of  the 
home. 

3.  Certain  union  homes  accept  no  payment  from 
residents  regardless  of  their  ability  to  pay.  Payment 
may,  nevertheless,  be  made  for  services  provided  by 
such  homes  where  admission  to  the  home  and  access 
to  the  services  is  a  matter  of  right  for  union  members 
who  meet  the  necessary  qualifications. 

4.  Homes  for  Members  of  Religious  Orders. — 
Many  religious  orders  maintain  homes  similar  to  re- 
tirement homes  to  care  for  members  who  become  ill 
or  infirm.  Since  members  of  the  order  are  under  a 
vow  of  poverty,  there  is  no  charge  made  by  the  home 
for  this  care.  The  order  is  considered  to  have  an  ob- 
ligation to  care  for  its  members  who  have  rendered 
lifelong  services.  Payment  may  be  made  for  services 
furnished  in  these  homes,  whether  they  are  furnished 
by  the  home  itself  or  by  independent  sources  that  cus- 
tomarily charge  for  their  services. 

240.3  Items  and  services  which  are  paid  for  by 
a  governmental  entity  other  than  under  a  title  of  the 
Social  Security  Act,  such  as  a  medical  assistance  pro- 
gram, or  under  a  health  benefits  or  insurance  plan 
for  employees  of  the  governmental  entity  are  not  cov- 
ered. The  Secretary  of  Health,  Education,  and  Welfare 
may  specify  other  exceptions  to  this  exclusion.  The  Sec- 
retary has  approved  payment  for  covered  items  and 
services  even  though  provided  free,  if 

A.  furnished  by  participating  State  or  local  govern- 
ment-operated hospitals,  including  psychiatric  and  tu- 
berculosis hospitals  which  serve  the  general  community 
but  not  including  hospitals  which  serve  a  special  cate- 
gory of  the  population,  e.g.,  prison  hospitals,  or 
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B.  paid  for  by  a  State  or  local  governmental  entity 
and  furnished  an  individual  as  a  means  to  control  in- 
fectious diseases  or  to  provide  for  the  medically  in- 
digent. These  services  need  not  be  furnished  in  a  hos- 
pital. Payment  may  be  made  for  items  and  services 
furnished  by  a  government-operated  home  for  the  in- 
digent aged  whether  supplied  directly  by  the  home  or 
purchased  by  it  from  independent  physicians  and  hos- 
pitals. Payment  may  also  be  made  for  services  fur- 
nished by  a  participating  State-operated  Veterans'  Home 
and  Hospital,  provided  the  patient  would,  in  the  ab- 
sence of  program  coverage,  have  been  charged  for  the 
items  and  services,  or  he  was  admitted  to  the  facility 
without  charge  as  an  indigent. 

240.4  Items  and  services  which  are  not  pro- 
vided within  the  United  States  are  not  covered 
(except  for  emergency  inpatient  hospital  services  fur- 
nished outside  the  United  States  under  the  conditions 
described  in  §  203.2  and  payment  on  behalf  of  rail- 
road beneficiaries  for  covered  hospital  insurance  serv- 
ices furnished  in  Canadian  hospitals) .  The  United 
States  includes  the  50  States,  the  District  of  Columbia, 
the  Commonwealth  of  Puerto  Rico,  the  Virgin  Islands, 
Guam,  and  American  Samoa. 

240.5  Items  and  services  which  are  required 
as  a  result  of  war,  or  of  an  act  of  war,  occurring  after 
the  effective  date  of  the  patient's  current  coverage  are 
not  covered. 

240.6  Personal  Comfort  Items. — Items  which  do 
not  contribute  meaningfully  to  the  treatment  of  an  ill- 
ness or  injury  or  the  functioning  of  a  malformed  body 
member  are  not  covered. 

240.7  Routine  physical  checkups;  eyeglasses 
and  eye  examinations  for  the  purpose  of  prescribing, 
fitting,  or  changing  eyeglasses;  hearing  aids  and  ex- 
aminations for  hearing  aids;  and  immunizations 

are  not  covered.  Routine  physical  checkups  include 
(a)  examinations  performed  without  relationship  to 
treatment  or  diagnosis  of  a  specific  illness,  symptom, 
complaint,  or  injury,  and  (b)  examinations  required  by 
third  parties  such  as  insurance  companies,  business  es- 
tablishments, or  Government  agencies. 

The  exclusions  apply  to  eyeglasses  or  contact  lenses, 
and  eye  examinations  for  the  purpose  of  prescribing, 
fitting,  or  changing  eyeglasess  or  contact  lenses  for  re- 
fractive errors.  The  exclusions  do  not  apply  to  serv- 
ices performed  in  conjunction  with  an  eye  disease  such 
as  glaucoma  or  cataracts,  or  to  postsurgical  prosthetic 
lenses  which  are  customarily  used  during  convalescence 
from  eye  surgery  in  which  the  lens  of  the  eye  was  re- 
moved, or  to  the  permanent  prosthetic  lenses  required 


by  an  individual  lacking  the  organic  lens  of  the  eye, 
whether  by  surgical  removal  or  congenital  absence. 
Such  prosthetic  lens  is  a  replacement  for  an  internal 
body  organ — the  lens  of  the  eye. 

Vaccinations  or  inoculations  are  excluded  as  "im- 
munizations" unless  they  are  directly  related  to  the 
treatment  of  an  injury  or  direct  exposure  such  as  anti- 
rabies  treatment,  tetanus  antitoxin  or  booster  vaccine, 
botulin  antitoxin,  antivenin  sera,  or  immune  globulin. 

240.8  Orthopedic  Shoes  or  Other  Supportive 
Devices  for  the  Feet. — The  exclusion  of  orthopedic 
shoes  does  not  apply  to  such  a  shoe  if  it  is  an  integral 
part  of  a  leg  brace. 

240.9  Custodial  Care. — The  custodial  care  exclu- 
sion precludes  payment  for  that  type  of  care,  wherever 
furnished,  which  is  designed  essentially  to  assist  the 
individual  in  meeting  his  activities  of  daily  living — i.e., 
services  which  constitute  personal  care  such  as  help  in 
walking  and  getting  in  or  out  of  bed,  assistance  in 
bathing,  dressing,  feeding,  and  using  the  toilet,  prepara- 
tion of  special  diets,  and  supervision  over  medication 
which  can  usually  be  self-administered — and  which 
does  not  entail  or  require  the  continuing  attention  of 
trained  medical  or  paramedical  personnel. 

240.10  Cosmetic  Surgery  or  Expenses  Incurred 
in  Connection  with  such  Surgery. — Cosmetic  sur- 
gery includes  any  surgical  procedure  directed  at  im- 
proving appearance,  except  when  required  for  the 
prompt  (as  soon  as  medically  feasible)  repair  of  acci- 
dental injury  or  for  the  improvement  of  the  function- 
ing of  a  malformed  body  member.  For  example,  this 
exclusion  does  not  apply  to  surgery  in  connection  with 
treatment  of  severe  burns  or  repair  of  the  face  follow- 
ing a  serious  automobile  accident  or  surgery  for  thera- 
peutic purposes,  which  coincidentally  also  serves  some 
cosmetic  purpose. 

240.11  Charges  Imposed  by  Immediate  Rela- 
tives of  the  Patient  or  Members  of  His  Household 

are  not  covered. — Immediate  relative  as  used  in  this 
exclusion  means  spouse,  father,  mother,  son,  daughter, 
brother,  or  sister — by  blood,  marriage  or  adoption. 
Members  of  the  patient's  household  means  those 
persons  sharing  a  common  abode  with  the  patient  as 
part  of  a  single  family  unit,  including  those  related  by 
blood  or  marriage  as  well  as  domestic  employees  and 
others  who  live  together  as  part  of  a  single  family 
unit.    A  mere  roomer  or  boarder  is  not  included. 

Where  a  business  enterprise  imposes  the  charge,  and 
there  is  a  question  whether  this  exclusion  applies,  a  de- 
termination must  be  made  as  to  whether  the  firm  in  fact 
represents  an  individual  within  these  relationships.  If 
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an  individual  proprietorship  is  involved,  the  proprietor 
will  be  considered  the  individual  imposing  the  charge. 
A  corporation  is  a  separate  legal  entity  which  cannot  be 
a  member  of  a  household  or  an  immediate  relative. 
Charges  imposed  by  a  partnership  do  not  fall  within 
the  exclusion  unless  all  of  the  partners  are  within  the 
designated  relationships  to  the  patient. 

240.12  Items  and  services  in  connection  with 
the  care,  treatment,  filling,  removal,  or  replace- 
ment of  teeth,  or  structures  directly  supporting  the 
teeth  are  not  covered.  Payment  may  be  made,  how- 
ever, for  (a)  surgery  related  to  the  jaw  or  any  struc- 
ture contiguous  to  the  jaw,  or  (b)  the  reduction  of  any 
fracture  of  the  jaw  or  any  facial  bone,  including  dental 
splints  or  other  appliances  used  for  this  purpose. 

240.13  Items  and  services  to  the  extent  that  pay- 
ment has  been  made,  or  can  reasonably  be  expected  to 
be  made  under  a  workmen's  compensation  law  or 
plan  of  the  United  States  or  a  State  may  not  be  paid  for 
by  the  program.  Payments  for  items  and  services 
under  the  health  insurance  program  are  subject  to 
repayment  to  the  appropriate  trust  fund  if  notice  or 
information  is  received  that  payment  has  been  made 
for  the  items  and  services  under  a  workmen's  compen- 
sation plan.    (See  §§  258ff.) 

240.14  Items  or  services  which  the  provider  is 
obligated  by  a  law  of  or  because  of  a  contract  with  the 
Federal  Government  to  render  at  public  expense  are 
not  covered. 

240.15  Items  and  services  are  not  covered  when 
furnished  by  a  Federal  provider  of  services  or  other 
Federal  agency  except  (a)  for  emergency  inpatient 
hospital  services  and  emergency  outpatient  hospital 
diagnostic  services  furnished  by  a  Federal  hospital 
meeting  the  requirements  of  §  203.2  or  (b)  when  the 
Federal  provider  of  services  has  been  determined  by  the 
Secretary  of  Health,  Education,  and  Welfare  to  be  pro- 
viding services  to  the  public  generally  as  a  community 
institution  or  agency. 

Requirements  for  Payment 
250.  REQUEST  FOR  PAYMENT 

Before  payment  can  be  made  for  extended  care  serv- 
ices or  physicians'  services  billed  through  an  extended 
care  facility,  a  written  request  for  payment  signed  by  the 
patient  or  by  another  person  qualified  to  do  so  on  his 
behalf  must  be  filed.  The  signature  of  the  patient  or 
other  qualified  person  may  be  obtained  on  the  respec- 
tive billing  forms,  or,  under  specified  conditions,  the 
facility  may  obtain  a  single  signature  on  its  records. 


250.1  Billing  Forms  as  Request  for  Pay- 
ment.— Each  of  the  billing  forms  (Extended  Care 
Admission  and  Billing,  Form  SSA-1478  and  Provider 
Billing  for  Patient  Services  by  Physicians,  Form  SSA- 
1554)  contains  a  patient  signature  line  incorporating 
the  patient's  request  for  payment  of  benefits,  authori- 
zation to  release  information  and  assignment  of  bene- 
fits. When  the  billing  form  is  used  as  the  request  for 
payment,  the  billing  form  must  be  signed.  The  request 
for  payment  will  then  be  forwarded  to  the  intermediary 
or  to  the  Social  Security  Administration  where  the 
extended  care  facility  deals  directly  with  the  Govern- 
ment, when  the  facility  submits  its  bill. 

A.  The  billing  form  as  request  for  payment  will  be 
filed  in  connection  with  each  extended  care  facil- 
ity admission,  even  though  multiple  admissions  may 
occur  during  the  same  spell  of  illness.  Only  one  re- 
quest for  payment  has  to  be  filed,  however,  in  connec- 
tion with  each  inpatient  admission,  even  though  an 
extended  stay  occasions  multiple  billings. 

B.  Where  the  billing  form  is  used  as  the  request  for 
payment  for  physicians'  services  billed  through 
the  facility,  the  signature  of  the  patient  is  required 
with  each  billing  by  the  facility. 

250.2  Request  for  Payment  on  Facility  Rec- 
ord.— In  lieu  of  separate  signatures  on  the  billing 
forms,  the  facility  may  arrange  with  its  hospital  insur- 
ance intermediary  to  have  the  patient's  signature  on 
its  admission  records  serve  as  the  request  for  payment. 

The  pertinent  language  on  the  billing  forms  must 
be  incorporated,  by  printing  or  stamp,  either  in  the 
facility's  own  admission  forms,  or  on  a  separate  form 
attached  to  or  associated  with  the  facility's  admission 
form.  Where  this  procedure  is  adopted,  "Patient's 
request  for  payment  on  file"  should  be  stamped  on  the 
patient's  signature  line  of  the  original  of  each  billing 
form  to  indicate  that  the  patient's  statement  is  on  file. 
When  the  facility  has  arranged  with  its  hospital  insur- 
ance intermediary  to  put  this  procedure  into  effect,  the 
intermediary  will  make  payment  to  the  facility  without 
the  patient's  signature  on  the  billing  form.  The  Part 
A  intermediary  will  verify  through  its  regular  audit 
activities  that  the  signatures  are  being  obtained  as  spe- 
cified. The  medical  insurance  carrier  will  rely  on  the 
Part  A  intermediary's  administration  of  this  procedure 
and  will  make  payment  to  a  facility  without  the  patient's 
signature  on  the  form  SSA-1554. 

The  following  format  is  suggested  for  the  statement 
on  the  facility's  record : 
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"Statement  to  Permit  Payment  of  Hos- 
pital and  Medical  Insurance  Benefits 
to  Extended  Care  Facilities 

I  certify  that  the  information  given  by  me  in  ap- 
plying for  payment  under  title  XVIII  of  the  Social 
Security  Act  is  correct.  I  authorize  release  of  any 
information  needed  to  act  on  this  request.  I  request 
that  payment  of  authorized  benefits  be  made  in  my 
behalf. 

I  assign  payment  for  the  unpaid  charges  of  the 
physician  (s)  for  whom  the  facility  is  authorized  to 
bill  in  connection  with  its  services.  I  understand 
I  am  responsible  for  any  health  insurance  deductibles 
and  20  percent  of  the  remaining  reasonable  charges." 

Where  the  facility  does  not  bill  on  behalf  of  its 
facility-based  physicians,  the  assignment  part  of  the 
above  statement  should  be  omitted.  Where  a  patient 
does  not  want  to  assign  the  benefits  for  services  of  a 
facility-based  physician,  the  assignment  language 
should  be  lined  out  in  that  particular  case. 

A.  For  extended  care  billing,  the  patient's  signa- 
ture will  cover  only  that  particular  stay  regardless  of 
its  duration.  When  the  patient  is  admitted  for  a  new 
stay,  another  request  for  benefits  is  required. 

B.  When  facility-based  physician  services  are 
billed  under  this  procedure,  the  patient's  signature  on 
the  facility  record  will  be  effective  for  the  duration  of 
the  particular  facility  stay.  Thus,  the  patient's  sig- 
nature will  cover  all  form  SSA-1554's  filed  in  connec- 
tion with  a  single  stay. 

251.  EXECUTION  OF  THE  REQUEST  FOR 
PAYMENT 

If  at  all  practicable,  the  patient  should  sign  the  re- 
quest whether  on  the  billing  form  or  on  the  facility's 
record  at  the  time  of  admission.  (See  Admission 
Procedures,  §§  300ff.) 

In  certain  circumstances,  it  would  be  impracticable 
for  an  individual  to  sign  the  request  for  payment  him- 
self because  when  he  is  admitted  to  the  facility,  he  is 
unconscious,  incompetent,  in  great  pain,  or  otherwise 
in  such  a  condition  that  he  should  not  be  asked  to 
transact  any  business.  In  this  situation,  his  represen- 
tative payee  (i.e.,  a  person  designated  by  the  Social 
Security  Administration  to  receive  monthly  benefits  on 
the  patient's  behalf),  a  relative,  legal  guardian,  or  a 
representative  of  an  institution  ( other  than  the  facility ) 
usually  responsible  for  his  care,  or  a  representative  of  a 
governmental  entity  providing  welfare  assistance 
should,  if  present  at  time  of  admission,  be  asked  and 
permitted  to  sign  on  his  behalf. 

When  no  request  for  payment  is  obtained  at  the  time 


of  admission,  the  facility  should  attempt  to  obtain  such 
a  request  later  from  the  patient  or  other  person  de- 
scribed above.  If  the  request  cannot  be  so  obtained 
by  the  time  the  facility  would  ordinarily  submit  its 
bill  to  the  intermediary,  an  authorized  official  of  the 
facility  may  sign  the  request. 

When  someone  other  than  the  patient  signs  the  re- 
quest for  payment,  the  signer  will  submit  a  brief  state- 
ment explaining  his  relationship  to  the  patient  and  the 
circumstances  which  made  it  impracticable  for  the  pa- 
tient to  sign.  The  facility  will  forward  this  statement 
with  its  billing,  or  retain  it  in  its  files  if  the  signature 
is  obtained  on  the  facility's  own  record.  The  inter- 
mediary will  generally  accept  such  a  statement  as  rep- 
resenting the  true  facts  of  the  case  in  the  absence  of 
evidence  to  the  contrary. 

The  extended  care  facility  should  not  routinely  sign 
the  request  on  behalf  of  any  patient.  If  experience  re- 
veals an  unusual  frequency  of  such  facility-signed  re- 
quests from  a  particular  facility,  the  matter  will  be  sub- 
ject to  review  by  the  intermediary. 

If  a  fully  competent  and  capable  patient  refuses  to 
sign  the  request  for  payment  necessary  for  the  facility 
to  obtain  reimbursement  for  the  services  it  furnished, 
the  facility  may  charge  the  patient  or  other  person  for 
the  covered  services. 

252.  CERTIFICATION    AND  RECERTIFICA- 
TION  BY  PHYSICIANS 

Payment  for  covered  posthospital  extended  care  serv- 
ices may  be  made  only  if  a  physician  makes  the  re- 
quired certification  and,  where  services  are  furnished 
over  a  period  of  time,  the  required  recertification  re- 
garding the  services  furnished. 

252.1  Certification. — The  certification  must  clear- 
ly indicate  that  posthospital  extended  care  services  were 
required  to  be  given  on  an  inpatient  basis  because  of  the 
individual's  need  for  skilled  nursing  care  on  a  con- 
tinuing basis  for  any  of  the  conditions  for  which  he 
was  receiving  inpatient  hospital  services  (or  services 
which  would  constitute  inpatient  hospital  services  if 
the  institution  met  the  conditions  of  participation  for 
hospitals  except  those  relating  to  utilization  review  and 
health  and  safety  requirements)  prior  to  transfer  to  the 
extended  care  facility. 

The  certification  must  be  signed  by  the  admitting 
physician  or  by  a  physician  on  the  staff  of  the  extended 
care  facility  or  the  attending  physician  in  case  of  an 
emergency,  who  has  knowledge  of  the  case.  Certifica- 
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tions  must  be  obtained  at  the  time  of  admission,  or  as 
soon  thereafter  as  is  reasonable  and  practicable.  How- 
ever, the  method  by  which  certifications  are  obtained, 
and  the  format  of  the  certification  statement,  is  up  to 
the  individual  extended  care  facility.  The  routine  ad- 
mission procedure  followed  by  a  physician  would  not 
be  sufficient  certification  of  the  necessity  for  posthos- 
pital  extended  care  services  for  purposes  of  the 
program. 

If  ambulance  service  is  furnished  by  an  extended 
care  facility,  an  additional  certification  is  required.  It 
may  be  furnished  by  any  physician  who  has  sufficient 
knowledge  of  the  patient's  case  including  the  physician 
who  requested  the  ambulance  or  the  physician  who 
examines  the  patient  upon  his  arrival  at  the  facility. 
The  physician  must  certify  that  the  ambulance  service 
was  medically  required. 

There  is  no  requirement  that  certifications  be 
entered  on  any  specific  form  or  handled  in  any 
specific  way,  so  long  as  the  approach  adopted 
by  the  facility  is  such  as  to  permit  the  inter- 
mediary to  determine  that  the  certification  re- 
quirement is  in  fact  met.  The  certification  can, 
therefore,  be  entered  or  preprinted  on  a  form 
the  physician  already  has  to  sign,  or  a  separate 
certification  form  can  be  used. 
252.2  Recertifications. — The  recertification  state- 
ment must  meet  the  following  standards  as  to  its  con- 
tents: it  must  contain  an  adequate  written  record  of 
the  reasons  for  continued  inpatient  services,  the  esti- 
mated period  of  time  the  patient  will  need  to  remain  in 
the  facility,  and  plans  for  home  care.  The  extended 
care  facility  may,  at  its  option,  provide  a  special  form 
for  this  purpose.  The  recertification  statement  made 
by  the  physician  has  to  meet  the  content  standards, 
unless,  for  example,  all  of  the  required  information  is 
in  fact  included  in  progress  notes,  in  which  case  the 
physician's  statement  could  indicate  that  the  individu- 
al's medical  record  contains  the  required  information 
and  that  continued  posthospital  extended  care  services 
are  medically  necessary.  A  statement  reciting  only 
that  continued  extended  care  services  are  medically 
necessary  is  not,  in  and  of  itself,  sufficient. 

If  the  circumstances  require  it,  the  first  recertifica- 
tion and  any  subsequent  recertifications  must  state  that 
the  continued  need  for  extended  care  services  is  for  a 
condition  requiring  such  services  which  arose  after 
the  transfer  from  the  hospital  and  while  the  patient 
was  still  in  the  facility  for  treatment  of  the  condition  (s) 
for  which  he  had  received  inpatient  hospital  services. 

The  recertification  must  be  signed  by  the  attending 
physician,  or  by  a  physician  on  the  staff  of  the  extended 


care  facility  or  the  physician  who  is  available  in  case  of 
an  emergency  who  has  knowledge  of  the  case.  The 
form  of  the  written  record  and  the  manner  of  obtain- 
ing timely  recertification  is  up  to  the  individual  facility. 

252.3  Timing  of  Recertifications. — The  first  re- 
certification must  be  made  no  later  than  as  of  the  14th 
day  of  inpatient  extended  care  services.  An  extended 
care  facility  can,  at  its  option,  provide  for  the  first  re- 
certification to  be  made  earlier,  or  it  can  vary  the 
timing  of  the  first  recertification  within  the  14-day 
period  by  diagnostic  or  clinical  categories.  Subse- 
quent recertifications  must  be  made  at  intervals  not 
exceeding  30  days.  Such  recertifications  may  be  made 
at  shorter  intervals  as  established  by  the  utilization 
review  committee  and  the  extended  care  facility.  Utili- 
zation review  of  a  long-stay  case  would  not  serve  as  an 
alternative  to  subsequent  recertifications.  It  is  ex- 
pected that  utilization  review  committees  serving  ex- 
tended care  facilities  will  frequently  not  be  a  part  of, 
or  as  closely  associated  with,  the  provider  of  services 
as  will  usually  be  the  case  with  utilization  review  com- 
mittees of  hospitals.  Thus,  the  purpose  of  the  recerti- 
fication requirement  will  best  be  served  by  requiring 
a  physician  who  is  associated  with  the  case  to  be  re- 
sponsible for  subsequent  recertifications. 

252.4  Delayed  Certifications  and  Recertifica- 
tions.— Extended  care  facilities  are  expected  to  obtain 
timely  certification  and  recertification  statements.  How- 
ever, delayed  certifications  and  recertifications  can  be 
honored. 

In  addition  to  complying  with  the  content  require- 
ment otherwise  applicable,  delayed  certifications  and 
recertifications  must  include  an  explanation  for  the  de- 
lay and  such  medical  or  other  evidence  which  the  ex- 
tended care  facility  considers  relevant  for  purposes  of 
explaining  the  delay.  The  format  of  delayed  certifica- 
tion and  recertification  statements,  and  the  method  by 
which  they  are  obtained,  are  up  to  the  individual  fa- 
cility. A  delayed  certification  and  recertification  can 
appear  in  one  statement;  separate  signed  statements  for 
each  certification  and  recertification  are  not  required 
as  they  would  be  if  timely  certification  and  recertifica- 
tion had  been  made. 

252.5  Disposition  of  Certification  and  Recerti- 
fication Statements. — Extended  care  facilities  do  not 
have  to  transmit  certification  and  recertification  state- 
ments to  the  intermediary  or  the  Administration;  in- 
stead, the  facility  must  itself  certify,  on  the  admission 
and  billing  form,  that  the  required  physician  certifica- 
tion and  recertification  statements  have  been  obtained 
and  are  on  file. 
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Extended  care  facilities  are  required  to  commit  to 
writing  and  keep  on  file  the  procedure  they  adopt  with 
respect  to  the  timing  of  recertifications — that  is,  the  in- 
tervals at  which  recertifications  are  required.  Failure 
to  obtain  the  required  certification  and  recertification 
statements  in  an  individual  case  will  result  in  the  fa- 
cility not  being  eligible  to  receive  payment  in  that 
case. 

252.6  Certification  and  Recertification  Re- 
quirement Where  Individual  Admitted  to  Facil- 
ity Before  January  1,  1967. — In  the  case  of  individ- 
uals who  become  inpatients  of  an  extended  care  facility 
prior  to  January  1,  1967,  (when  extended  care  bene- 
fits first  become  payable),  the  physician  certification 
will  not  be  required.  Instead,  recertifications  must  be 
provided  as  of  the  time  they  would  be  required  if  the 
patient  had  been  admitted  to  the  extended  care  facility 
on  January  1,  1967.  In  these  cases,  the  initial  recer- 
tification must  state  that  posthospital  extended  care 
services  were  required  on  an  inpatient  basis  either  be- 
cause of  a  condition  for  which  the  individual  was  re- 
ceiving inpatient  hospital  services  prior  to  transfer  to 
the  extended  care  facility,  or  for  a  condition  which 
arose  after  the  transfer  to  such  facility  and  while  he 
was  still  in  the  facility  for  treatment  of  the  condition 
or  conditions  for  which  he  received  inpatient  hospital 
services. 

Special  Provisions  Related  to  Payment 

255.  REFUNDS 

In  its  agreement  for  participation  the  extended  care 
facility  has  agreed  not  to  charge  for  items  or  services 
for  which  an  individual  is  entitled  to  have  payment 
made  on  his  behalf,  and  to  make  adequate  provision  for 
return  ( or  other  disposition )  of  any  money  incorrectly 
collected  from  an  individual  or  any  other  person  on 
his  behalf  (e.g.,  other  insurance  carriers  or  welfare). 

A.  Money  incorrectly  collected  means  amounts 
in  excess  of  a  deductible  or  coinsurance,  if  applicable, 
paid  to  a  facility  by  an  individual  (or  other  person 
on  his  behalf)  as  payment  for  covered  items  and  serv- 
ices for  which  the  individual  is  entitled  to  have  payment 
made  under  the  health  insurance  program. 

B.  The  cause  of  an  incorrect  collection  may  be  a 
simple  error  on  the  part  of  a  facility  in  billing  a  bene- 
ficiary for  a  covered  item  or  service.  An  incorrect  col- 
lection may  also  arise  in  a  retroactive  entitlement 
case,  or  workmen's  compensation  case,  in  which  the 
beneficiary  has  paid  for  covered  services  to  which  he 
later  becomes  entitled  under  health  insurance. 

Where  the  intermediary  knows  that  a  facility  has 


overcollected  the  deductible  and  coinsurance  amounts 
for  Part  B  services,  it  will  make  direct  refund  to  the 
beneficiary.  (See  §  402,  Item  19.) 
255.1  Return  or  Other  Disposition  of  Money 
Incorrectly  Collected. — A  facility  in  possession  of 
an  incorrect  collection  is  required  to  refund  or  set  aside 
the  money.  An  equivalent  amount  may  be  withheld 
from  payments  otherwise  due  the  facility  until  the  fa- 
cility refunds  or  sets  aside  the  money  incorrectly  col- 
lected. 

A.  Making  Refund. — Refund  is  to  be  made  to  the 
beneficiary,  or  other  person  entitled  to  the  refund.  If 
the  proper  person  cannot  be  located  after  reasonable 
effort  by  the  facility  (including  an  attempt  at  contact 
by  mail  at  the  last  known  address) ,  the  facility  should 
request  the  intermediary  to  have  the  Administration's 
records  examined  in  an  effort  to  learn  the  individual's 
address.  If  the  individual  to  whom  the  refund  is  to  be 
made  still  cannot  be  located,  the  facility  is  to  make  dis- 
position of  the  money  in  accordance  with  the  law  which 
would  be  applied  by  the  courts  of  the  State  in  which  the 
facility  is  located. 

B.  Money  Set  Aside. — Where  the  beneficiary's 
whereabouts  are  unknown  or  where  there  is  a  delay  in 
the  appointment  of  a  legal  representative  to  dispose  of 
the  estate  of  a  deceased  individual,  as  well  as  in  other 
cases  in  which  it  appears  that  refund  will  be  delayed  in- 
definitely, the  facility  will  so  notify  the  intermediary 
and  will  then  set  the  funds  aside  in  a  separate  account, 
identified  by  the  name  of  the  individual  to  whom  the 
payment  is  due.  These  amounts  will  be  carried  on  the 
facility's  records  in  this  manner  until  final  disposition 
is  made  in  accordance  with  the  applicable  State  law. 

C.  Appropriate  Time  Limits  Within  Which 
Facility's  Action  Must  Be  Taken. — The  incorrect 
collection  should  be  refunded  as  promptly  as  possible. 
If  refund  cannot  be  made  within  60  days  after  the  date 
of  the  notice  to  the  facility  that  an  incorrect  collection 
was  made,  the  funds  must  be  set  aside  as  described  in 
B.  above. 

258.  WORKMEN'S  COMPENSATION 

Payment  under  the  Health  Insurance  for  the  Aged 
Act  is  excluded  for  any  items  and  services  to  the  extent 
that  payment  has  been  made  or  can  reasonably  be  ex- 
pected to  be  made  under  a  workmen's  compensation 
law  or  plan  of  the  United  States  or  a  State.  This  ex- 
clusion is  applicable  to  the  workmen's  compensation 
plans  of  the  50  States,  the  District  of  Columbia,  and 
Puerto  Rico,  as  well  as  the  systems  provided  under  the 
Federal  Employees  Compensation  Act  and  the  Long- 
shoremen's and  Harbor  Workers'  Compensation  Act. 

Health  insurance  payment  for  items  or  services  is 
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conditioned  on  reimbursement  to  the  trust  fund  when 
notice  or  other  information  is  received  that  payment 
for  an  item  or  service  has  been  made  under  workmen's 
compensation. 

The  individual  is  responsible  for  taking  whatever 
action  is  necessary  to  obtain  payment  under  workmen's 
compensation  where  such  payment  can  reasonably  be 
expected.  His  failure  to  take  proper  and  timely  action 
will  preclude  payment  under  the  health  insurance  pro- 
gram to  the  extent  that  payments  could  have  been  made 
under  workmen's  compensation. 

258.1  Effect  of  Workmen's  Compensation  Pay- 
ments on  Eligibility  and  Spell  of  Illness. — An 

individual's  spell  of  illness  will  begin  with  the  first  day 
he  receives  inpatient  services  from  a  qualified  hospital 
or  extended  care  facility  even  though  workmen's  com- 
pensation coverage,  rather  than  the  health  insurance 
program,  pays,  or  may  reasonably  be  expected  to  pay, 
for  those  services,  if  he  is  entitled  to  hospital  insurance 
benefits  in  that  month.  However,  where  workmen's 
compensation  pays  the  full  cost  of  extended  care  serv- 
ices, extended  care  service  days  will  not  be  charged 
against  the  patient's  100  days  of  extended  care  services 
in  a  spell  of  illness  until  the  first  day  for  which  payment 
may  be  made  under  the  hospital  insurance  program. 
Charging  of  days  will  not  begin  until  workmen's  com- 
pensation coverage  expires,  since  payment  can  then  be 
made  under  hospital  insurance  if  the  stay  continues 
or  there  is  a  subsequent  stay  not  covered  by  workmen's 
compensation. 

258.2  General  Procedures  in  Workmen's  Com- 
pensation Cases. — When  the  facility  is  told  that  the 
patient's  illness  or  injury  is  employment-related,  this 
will  be  indicated  on  the  billing  form,  and  the  employ- 
er's name  and  address  given. 

If  the  patient  has  already  received  a  workmen's  com- 
pensation payment  for  the  current  illness  or  injury  (e.g., 
he  was  a  patient  in  the  facility  before  the  current  admis- 
sion) the  facility  should  furnish  the  intermediary  any 
information  available  with  the  admission  notice,  since 
it  is  possible  that  a  subsequent  facility  stay  for  the  same 
condition  may  also  be  compensable  under  workmen's 
compensation.  If  there  is  a  possibility  of  workmen's 
compensation  coverage,  the  facility  should  file  a  claim 
with  the  workmen's  compensation  carrier. 

Even  though  workmen's  compensation  payment  has 
been  or  probably  will  be  made,  the  facility  should  sub- 
mit a  bill  for  covered  health  insurance  services  to  the 
intermediary  or  to  the  Social  Security  Administration 
if  the  facility  deals  directly  with  the  Government. 

A.  Workmen's  Compensation  Has  Been  or  Is 
Being  Paid. — If  at  the  time  the  patient's  bill  is  sub- 


mitted, workmen's  compensation  payment  has  been  or 
is  being  made  which  fully  covers  the  cost  of  the  items 
and  services  furnished,  no  payment  under  the  health 
insurance  program  may  be  made. 

A  lump  sum  compromise  awarded  as  payment  of  a 
workmen's  compensation  claim  may  include  an  amount 
for  medical,  hospital,  and  posthospital  expenses.  The 
payment  under  health  insurance  in  such  cases  is  based 
on  the  intermediary's  judgment  as  to  what  could  rea- 
sonably have  been  expected  to  be  paid  for  these  services 
under  workmen's  compensation  had  the  individual  pur- 
sued his  rights  rather  than  accepting  the  amount  of  the 
compromise  settlement. 

The  facility  will  be  notified  by  the  intermediary  of 
the  extent  to  which  its  bill  was  covered  by  workmen's 
compensation. 

B.  Workmen's  Compensation  is  Reasonably 
Expected. — If,  at  the  time  the  facility  submits  its  bill, 
workmen's  compensation  has  not  been  or  is  not  being 
paid,  the  intermediary  will  determine  whether  work- 
men's compensation  can  reasonably  be  expected  to  pay 
for  the  items  and  services  covered  by  the  bill.  Should 
the  intermediary  determine  that  there  is  a  reasonable 
expectation  that  workmen's  compensation  payment  will 
be  made  for  the  patient's  care,  the  facility  will  be  noti- 
fied that  health  insurance  payments  may  not  be  made 
due  to  the  expectation  of  workmen's  compensation  cov- 
erage. The  individual  will  also  be  notified  of  the  in- 
termediary's decision.  In  the  event  that  workmen's 
compensation  does  not  ultimately  pay  for  the  services, 
the  claim  under  health  insurance  may  be  reopened. 

C.  Workmen's  Compensation  is  Question- 
able.— Should  the  intermediary  determine  that  work- 
men's compensation  payments  cannot  reasonably  be  ex- 
pected, payment  under  health  insurance  may  be  made 
to  the  facility  on  condition  that  such  payment  will  be 
refunded  in  the  event  workmen's  compensation  later 
pays  for  the  services.  However,  conditional  payment 
will  not  be  made  unless  there  is  a  real  question  as  to 
whether  payment  will  be  made  by  workmen's  compen- 
sation. The  mere  fact  that  the  employer  or  workmen's 
compensation  carrier  is  contesting  liability  would  not 
in  itself  be  a  sufficient  basis  to  warrant  conditional 
payment. 

258.3  Overpayments. — If  the  facility  receives 
workmen's  compensation  payments  after  having  re- 
ceived health  insurance  payments  for  the  same  items 
and  services,  the  program  must  be  reimbursed  for  such 
overpayment.  The  facility  may  arrange  with  the  inter- 
mediary to  accomplish  this  by  direct  refund  or  adjust- 
ment of  future  program  payments  to  the  facility. 
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260.  UTILIZATION  REVIEW  PLAN 

A  participating  extended  care  facility  is  required  to 
have  in  effect  a  plan  for  utilization  review  which  ap- 
plies to  the  inpatient  services  the  facility  furnishes  to 
patients  entitled  to  benefits  under  the  health  insurance 
program.  The  plan  must  provide  for  review  on  a  sam- 
ple or  other  basis,  of  admissions,  duration  of  stays,  and 
professional  services  furnished;  and  review  of  each  case 
of  continuous  extended  duration  while  the  patient  is  in 
the  facility.  The  detailed  requirements  for  an  accept- 
able utilization  review  plan  are  set  out  in  §  XVIII  of 
the  "Conditions  of  Participation  for  Extended  Care  Fa- 
cilities" (HIM-3).  Payments  made  to  physicians 
serving  on  extended  care  facility  utilization  review 
committees  will  be  considered  as  an  allowable  cost 
without  regard  to  whether  the  facility's  plan  is  applica- 
ble solely  to  medicare  beneficiaries  or  to  all  patients  of 
the  facility. 

260.1  Definition  of  Extended  Stay — Benefici- 
ary Admitted  Before  January  1,  1967. — The  rules 
for  the  review  of  extended-stay  cases  are  explained  in 
8  XVIII  of  the  "Conditions  of  Participation  for  Ex- 
tended Care  Facilities"  (HIM-3). 

Generally,  in  determining  when  a  case  is  subject  to 
review  as  an  extended  stay  case,  the  counting  of  days 
begins  with  the  date  of  admission.  However,  a  pa- 
tient who  is  entitled  to  benefits  as  of  January  1,  1967, 
i.e.,  is  age  65  and  has  met  the  prior  hospitalization  and 
transfer  requirements,  is  considered  to  have  been  ad- 
mitted on  January  1,  1967,  if  he  is  in  a  participating 
facility  on  that  date. 

260.2  Further  Inpatient  Stay  Not  Medically 

Necessary. — If  in  the  review  of  an  extended-stay  case 
the  physician  members  of  the  utilization  review  com- 
mittee decide,  after  opportunity  for  consultation  is 
given  the  attending  physician,  and  after  considering  the 
availability  and  appropriateness  of  outside  facilities 
and  services,  that  further  inpatient  stay  is  not  medically 
necessary,  notification  in  writing  of  this  decision  must 
be  given  within  48  hours  to  the  institution,  the  attend- 
ing physician,  and  the  patient.  However,  where  the 
committee  approves  a  request  by  the  attending  physi- 
cian that  he  be  permitted  to  notify  the  patient  of  the 
committee's  decision,  such  notice  will  constitute  proper 
notification  to  the  patient.  Payment  cannot  be  made 
for  more  than  3  days  of  extended  care  services  after 
the  date  the  notice  is  received  by  the  facility. 

260.3  Failure  To  Make  Timely  Review  of 
Cases. — If  the  Social  Security  Administration  deter- 
mines on  the  basis  of  information  obtained  by  a  State 
agency  or  by  an  intermediary  during  the  course  of  its 


ongoing  review  of  utilization  practices,  that  a  facility 
has  substantially  failed  to  make  timely  review  of  long- 
stay  cases,  it  may,  in  lieu  of  terminating  its  agreement 
with  the  facility,  limit  payment  to  the  institution  to  no 
more  than  20  consecutive  days  of  extended  care  serv- 
ices furnished  a  beneficiary.  This  limitation  would  be 
applicable  to  beneficiaries  admitted  to  the  institution 
after  an  effective  date  specified  in  the  written  notice  of 
the  imposition  of  the  restriction  to  be  given  to  the  facil- 
ity, the  public,  and  the  hospital  with  which  the  facility 
has  a  transfer  agreement. 

The  limitation  will  be  removed  when  it  is  determined 
that  timely  review  of  long-stay  cases  has  been  restored 
and  there  is  reasonable  assurance  that  the  deficiency 
will  not  recur. 

Appeals  of  Payment  Determinations 

270.  EXTENDED  CARE  FACILITY  PROTEST 
OF  PAYMENT  DETERMINATION 

The  extended  care  facility  and  its  intermediary  should 
attempt  to  resolve  mutually  any  differences  involving 
payment  for  services  that  arise  from  the  application 
of  the  cost  formula  or  the  amount  payable  in  a  specific 
case.  While  no  appeal  is  available  for  facilities  or 
other  providers  from  intermediary  determinations  in- 
volving payments,  provider  complaints  and  protests 
will  be  considered  in  Social  Security  Administration  re- 
view of  the  intermediary's  application  of  the  cost  formu- 
la or  its  compliance  with  the  other  terms  of  its  agree- 
ment with  the  Government. 

273.  BENEFICIARY  PROTESTS  AND  AP- 
PEALS OF  PAYMENT  DETERMINA- 
TIONS 

A.  Hospital  Insurance  Program. — An  individual 
dissatisfied  with  any  determination  of  the  amount  of 
benefits  payable  on  his  behalf  under  hospital  insurance 
may  have  his  claim  reconsidered  by  the  Social  Security 
Administration.  If  he  is  not  satisfied  with  the  recon- 
sideration determination  and  the  amount  in  controversy 
is  $100  or  more,  he  may  request  a  hearing  by  the  So- 
cial Security  Administration.  If  the  amount  in  con- 
troversy is  $1,000  or  more  and  he  is  dissatisfied  with 
the  hearing  decision,  the  individual  may  initiate  action 
for  Federal  court  review  of  the  claim. 

B.  Medical  Insurance  Program. — An  individual 
dissatisfied  with  denial  of  a  request  for  payment  of  med- 
ical insurance  benefits,  or  with  the  amount  of  medical 
insurance  benefits  paid,  or  with  the  promptness  with 
which  his  request  for  payment  is  acted  upon  is  en- 
titled to  an  opportunity  for  a  review  by,  and  if  still 
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dissatisfied,  to  a  fair  hearing  by  the  medical  insurance 
intermediary. 

A  patient  dissatisfied  with  a  payment  for  the  services 
of  a  facility-based  physician  is  entitled  to  a  review  by 
and,  if  still  dissatisfied,  to  a  fair  hearing  by  the  medi- 
cal insurance  intermediary  to  whom  the  bill  for  the 
physician's  services  was  submitted  for  payment. 

C.  Patient  protests  concerning  charges  for  items 
or  services  furnished  by  the  extended  care  facility 
should  be  handled,  if  simply  amenable  to  explanation 


or  correction,  by  the  facility.  If  the  patient  wishes  to 
protest  the  health  insurance  determination  on  his  re- 
quest for  payment  or  the  promptness  of  payment,  he 
should  be  referred  to  his  social  security  district  office. 
The  district  office  can  offer  assistance  to  the  benefici- 
ary in  determining  his  appeal  rights  and  can  answer 
specific  questions  about  the  appeal  procedures.  The 
district  office  can  also  assist  the  individual  in  com- 
pleting the  necessary  forms  for  requesting  reconsidera- 
tion or  hearing.  •, 
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Chapter  III 


ADMISSION  PROCEDURES 


300.  SUMMARY    OF    ADMISSION  PROCE- 
DURES 

Upon  the  admission  of  a  medicare  beneficiary,  or  as 
soon  thereafter  as  practicable,  the  participating  ex- 
tended care  facility  should: 

a.  Obtain  the  patient's  signed  request  for  payment. 
(See§§250ff.) 

b.  Complete  the  admission  notice  (see  §§  303  and 
303.1)  and  send  the  information  to  the  intermediary,  or 
to  the  social  security  district  office  if  the  facility  deals 
directly  with  the  Social  Security  Administration. 

c.  Obtain  the  physician's  certification  concerning  the 
need  for  extended  care  services.     (See  §§  252ff.) 

In  reply  to  the  facility's  admission  notice,  the  inter- 
mediary will  send  a  report  of  eligibility.  This  will 
show  the  patient's  remaining  days  of  eligibility  and 
other  data  needed  to  complete  the  billing  form.  If  the 
facility  deals  directly  with  the  Social  Security  Admin- 
istration, a  Reply  to  the  Notice  of  Admission  (Form 
SSA-1568)  will  be  sent  from  the  Bureau  of  Health 
Insurance,  Direct  Reimbursement  Branch,  Baltimore, 
Maryland. 

Detailed  instructions  for  completing  the  admission 
notice  are  given  in  the  following  sections. 

301.  3-DAY  HOSPITAL  STAY  AND  14-DAY 
TRANSFER  REQUIREMENTS 

As  explained  in  §  211,  a  beneficiary  must  meet  the 
prior  hospital  stay  and  transfer  requirements  to  have 
extended  care  facility  benefits  paid  on  his  behalf.  The 
intermediary  will  determine  at  the  time  it  forwards 
the  report  of  eligibility  to  the  extended  care  facility 
whether  these  requirements  are  met.  The  intermediary 
will  rely  on  the  information  given  in  items  5,  9,  and  11 
of  the  Extended  Care  Admission  and  Billing  (Form 
SSA-1478) ,  whenever  possible. 

The  prior-stay  hospital  will  usually  send  a  patient 
transfer  form  to  the  extended  care  facility,  in  accord- 
ance with  their  transfer  agreement.  When  the  facility 
has  in  its  files  a  transfer  form  showing  the  hospital 
admission  and  discharge  dates,  or  a  written  record  of  a 
telephone  conversation  with  the  transferring  hospital  in 
which  this  information  was  given,  it  should  record 


these  dates  in  item  5  of  the  form  SSA-1478.  Other- 
wise, this  item  should  be  left  blank  to  alert  the  inter- 
mediary to  take  necessary  action  to  verify  the  prior- 
stay  information. 

In  item  9  of  the  form  SSA-1478,  the  facility  should 
enter  the  actual  date  of  admission  to  the  facility,  even 
though  this  was  before  January  1,  1967.  Extended 
care  facility  benefits  may  be  payable  on  behalf  of  bene- 
ficiaries effective  January  1,  1967,  even  though  they 
were  admitted  to  the  facility  before  that  date.  (See 
§211.3.)  Full  details  concerning  the  prior  hospital 
stay  dates  and  extended  care  facility  stay  or  stays  after 
June  30,  1966,  and  prior  to  January  1,  1967,  should  be 
given,  so  that  the  intermediary  can  determine  whether 
the  3-day  stay  and  14-day  transfer  requirements  were 
met.  If  additional  space  is  required,  attach  a  state- 
ment to  the  admission  notice. 

In  item  11,  the  first  entry  should  be  the  name  and  ad- 
dress of  the  3-day  prior  stay  hospital.  If  an  interven- 
ing extended  care  facility  stay  or  stays,  or  an  interven- 
ing hospital  stay  of  less  than  3  days,  occurred  between 
the  hospital  discharge  and  the  current  extended  care 
facility  admission,  the  names  and  addresses  of  such  in- 
tervening facilities  or  hospitals,  participating  or  non- 
participating,  should  also  be  entered  in  item  11,  or  on  a 
statement  attached  to  the  admission  notice.  (See 
§  303.2.) 

302.  OBTAINING  THE  HEALTH  INSURANCE 
CLAIM  NUMBER 

It  is  very  important  that  the  patient's  health  insur- 
ance claim  number  be  accurately  recorded  on  the  ad- 
mission and  billing  forms  because  the  case  cannot  be 
processed  if  this  number  is  missing  or  incorrect. 

The  Social  Security  Administration  maintains  in 
Baltimore,  Maryland,  the  records  of  all  persons  entitled 
to  health  insurance.  After  entitlement  is  established, 
each  beneficiary  is  issued  a  health  insurance  card  by  the 
central  office  of  the  Social  Security  Administration  (or 
in  some  cases  by  the  Railroad  Retirement  Board)  for 
use  in  obtaining  hospital  insurance  benefits,  medical 
insurance  benefits,  or  both.  The  health  insurance  claim 
number  on  the  card  is  essential  for  locating  the  patient's 
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record  when  a  claim  for  benefit  payment  is  made.  No 
admission  notice  or  billing  form  should  be  for- 
warded without  the  correct  claim  number.  Ex- 
hibit 1  of  this  chapter  shows  the  health  insurance  cards 
and  briefly  explains  the  numbering  system  as  an  aid  in 
recognizing  valid  numbers. 

Usually,  the  patient's  health  insurance  claim  number 
will  be  shown  on  the  hospital  transfer  form.  If  it  is 
not,  the  facility  should  ask  the  patient  for  his  health 
insurance  card,  Temporary  Eligibility  Notice  (see 
§  302.3),  or  other  notice  the  patient  has  received  from 
the  Social  Security  Administration  or  an  intermediary 
which  shows  his  health  insurance  claim  number.  If  the 
patient  cannot  furnish  his  claim  number,  the  facility 
should  get  in  touch  with  the  transferring  hospital,  if  it 
is  a  participating  hospital,  for  the  claim  number  shown 
on  the  hospital's  billing  form. 

If  the  patient's  health  insurance  claim  number  cannot 
be  obtained  from  the  above  sources,  the  facility  should 
request  it  from  the  SSA  district  office.  (In  addition  to 
determining  correct  claim  numbers,  the  district  office 
can  help  a  beneficiary  replace  a  lost  health  insurance 
card.) 

302.1  Information  Required  By  SSA  District 
Office. — If  the  patient's  social  security  account  num- 
ber is  available,  the  district  office  will  usually  require  no 
additional  information  to  locate  the  claim  numbeT  or 
determine  that  the  patient  has  not  established  health 
insurance  entitlement. 

If  the  patient  has  ever  been  employed  or  self-em- 
ployed, or  sought  employment,  or  filed  Federal  In- 
come Tax  Returns,  he  should  have  a  social  security 
card.  This  card  contains  his  social  security  account 
number  which  consists  of  9  digits,  000-00-0000,  but 
does  not  have  the  letter  prefix  or  suffix  which  dis- 
tinguishes the  health  insurance  claim  number.  (See 
Exhibit  1.) 

A  social  security  account  number  is  not  suffi- 
cient for  processing  a  claim. 

If  the  account  number  is  not  available,  the  follow- 
ing information  should  be  furnished: 

a.  The  patient's  name  and  statement  as  to  whether 
or  not  he  ever  applied  for  social  security  monthly  bene- 
fits, railroad  retirement  benefits,  or  for  hospital  in- 
surance benefits; 

b.  If  the  patient  says  he  applied,  the  name  of  the 
person  on  whose  social  security  account  the  application 
was  based,  e.g.,  his  own  account  or  the  account  of  a 
husband  or  a  wife; 

c.  The  patient's  father's  full  name,  mother's  maiden 
name,  and  the  patient's  date  and  place  of  birth; 

d.  Patient's  address. 


If  the  facility  cannot  give  all  the  identifying  informa- 
tion required  from  the  beneficiary,  it  should  furnish 
as  much  as  it  has  to  the  SSA  district  office. 

302.2  The  SSA  District  Office  Reply.— The  SSA 
district  office  will  respond  as  soon  as  possible.  If  the 
claim  number  is  not  available,  the  district  office  will 
inform  the  facility  of  the  action  it  is  taking,  i.e.,  that 
a  claim  number  has  been  requested  from  SSA  central 
records,  or  that  it  is  developing  an  application,  or  an 
application  is  pending. 

If  an  application  for  hospital  insurance  benefits  is 
taken  as  a  result  of  the  request  to  the  district  office  for  a 
claim  number,  or  is  pending  when  the  facility  requests 
a  claim  number,  the  district  office  will  inform  the  facil- 
ity when  processing  is  completed  and  give  the  facility 
the  claim  number.  The  facility  may  then  send  the 
notice  of  admission  information  to  the  intermediary 
(or  to  the  district  office  if  the  facility  deals  directly 
with  SSA) . 

302.3  Temporary  Eligibility  Notice. — The  social 
security  district  office  may  under  certain  circumstances 
issue  a  temporary  health  insurance  eligibility  notice, 
pending  the  issuance  of  a  health  insurance  card,  when 
the  beneficiary  is  in  need  of  medical  services.  (See 
Exhibit  2.)  The  patient's  name  and  health  insurance 
claim  number  on  the  temporary  eligibility  notice  should 
be  entered  on  the  admission  notice.  The  intermediary 
will  use  that  information  for  checking  the  Social  Se- 
curity Administration  central  record  and  for  replying 
to  the  extended  care  facility  about  the  patient's  days  of 
eligibility  and  deductible  status. 

302.4  Intermediary  Requests  for  Verification 
of  Health  Insurance  Claim  Number. — If  the  name 
and  health  insurance  claim  number  shown  on  the  ad- 
mission notice  do  not  agree  with  the  information  shown 
on  the  SSA  central  beneficiary  record,  the  admission 
notice  will  be  rejected  and  returned  to  the  intermediary. 
The  intermediary  will  then  ask  the  extended  care  facil- 
ity to  check  its  records,  and  check  with  the  patient  if 
that  is  feasible,  for  correct  name  and  claim  number 
information. 

If  unable  to  get  corrected  information  from  these 
sources,  the  facility  should  inform  the  social  security 
district  office  that  an  admission  notice  was  rejected 
because  of  incorrect  name  and  claim  number  informa- 
tion. The  district  office  will  investigate  and  give  the 
correct  name  and  claim  number  to  the  facility,  or  con- 
firm that  the  individual  is  not  entitled  to  health  insur- 
ance and  has  no  claim  number,  if  that  is  the  case.  The 
facility  should  report  the  information  received  from 
the  district  office  to  the  intermediary. 


36 


303.  ADMISSION  NOTICE 

A  participating  hospital  can  receive  payments  for  a 
specified  number  of  days  under  the  hospital  insurance 
program  for  inpatient  services  furnished  a  beneficiary 
in  good  faith  during  the  period  preceding  receipt  of 
the  intermediary's  report  of  eligibility,  even  though  that 
report  shows  that  as  of  the  time  of  its  receipt  by  the 
hospital  the  beneficiary's  entitlement  to  inpatient  hos- 
pital services  has  been  exhausted  for  the  current  spell 
of  illness.  HOWEVER,  THERE  IS  NO  SUCH  GUAR- 
ANTEE OF  PAYMENT  PROVISION  IN  THE  LAW 
FOR  EXTENDED  CARE  FACILITIES.  It  is  impor- 
tant that  the  extended  care  facility  admission  notice 
be  sent  as  soon  as  possible,  so  that  a  speedy  report  on 
the  patient's  eligibility  may  be  given  to  the  facility. 

The  admission  notice  (see  Exhibit  3)  data  sent  to 
the  intermediary  should  include  the  information  called 
for  in  items  1  through  14  of  the  form  SSA-1478;  ex- 
cept that  where  item  12  applies,  its  completion  may  be 
delayed  until  the  bill  is  submitted.  The  bottom  two 
copies  of  the  form  SSA-1478  are  the  admission  notice 
copies.  Depending  on  the  arrangements  made  with  the 
intermediary  or  the  social  security  district  office,  the 
facility  may  send  the  admission  notice  copies  of  the 
billing  form  by  mail  or  messenger,  or  may  submit  the 
information  from  these  forms  by  wire  or  telephone. 

303. 1  Completing  Admission  Notices. — The  hos- 
pital transfer  form  should  show  the  patient's  name  and 
address;  health  insurance  claim  number;  dates  of  hos- 
pital stay;  welfare  agency  name,  address,  and  case  num- 
ber, if  applicable;  and  a  notation  indicating  workmen's 
compensation,  if  any.  The  facility  should  rely  on  this 
information  in  completing  items  1,  2,  3,  5,  10,  11,  and 
14  of  the  form  SSA-1478.  (Additional  information 
from  the  patient  or  hospital  may  be  required  to  com- 
plete items  10  and  11.) 

All  entries  on  the  form  should  be  typed.  Show 
month,  day,  and  year  entries  in  6-digit  numbers,  e.g., 
07/09/67. 

303.2  Explanation  of  Admission  Notice  En- 
tries 

Item  1.  Patient' 's  Name. — The  patient's  name  should 
be  the  same  as  that  shown  on  the  hospital  transfer  form 
or  on  his  health  insurance  card,  with  the  last  name 
first. 

Item  2.  Health  Insurance  Claim  Number. — Enter 
the  health  insurance  claim  number  as  shown  on  the 
hospital  transfer  form,  the  patient's  health  insurance 
card,  utilization  notices,  the  temporary  eligibility  notice, 
or  as  reported  by  the  social  security  district  office. 


Item  3.  Patient's  Address. — Enter  the  patient's  mail- 
ing address. 

Item  4.  Attending  Physician. — Enter  the  name  of  the 
physician  who  is  expected  to  certify  the  medical  neces- 
sity of  the  extended  care  facility  stay. 
Item  5.  Dates  of  Prior  Hospital  Stay. — Enter  the 
dates  of  stay  in  the  hospital  from  which  the  patient 
was  most  recently  discharged.  If  the  facility  does  not 
have  in  its  files  a  hospital  transfer  form  showing  these 
dates,  or  a  written  report  of  a  telephone  conversation 
with  the  hospital  in  which  these  dates  were  furnished, 
then  the  facility  should  not  complete  item  5.  The  trans- 
ferring hospital's  name  and  address  should  be  shown 
in  item  11,  and  the  intermediary  will  verify  the  prior- 
stay  dates  and  enter  them  on  the  billing  form. 
Items  6  and  7.  Provider  Identification  and  Pro- 
vider Number. — Enter  the  name  and  address  of  the 
extended  care  facility  and  the  assigned  health  insur- 
ance provider  number.  This  information  may  be  pre- 
printed or  stamped  on  all  copies  of  the  form,  if  de- 
sired. 

Item  8.  Medical  Record  Number. — Enter  the  num- 
ber, if  any,  used  by  the  facility  to  identify  the  patient's 
medical  record. 

Item  9.  Date  of  Admission. — Enter  the  date  of  the 
current  admission  in  6-digit  numbers;  e.g.,  09/07/67. 
Show  the  actual  date  of  admission  even  though  this 
was  before  January  1, 1967. 

Item  10.  Payment  Source. — Indicate  who  will  pay 
for  any  services  to  the  patient  which  will  not  be  paid 
for  by  the  health  insurance  program.  More  than  one 
source  may  be  checked,  if  applicable.  If  State  public 
welfare  agency  payments  will  be  made,  show  the  name 
and  address  of  the  agency  and  the  patient's  case  num- 
ber, if  known. 

Item  11.  Names  and  Addresses  of  Prior-Stay  In- 
stitutions.— Enter  first  the  name  and  address  of  the 
hospital  from  which  the  patient  was  most  recently  dis- 
charged, after  a  stay  of  at  least  3  days.  The  first  entry 
in  item  11  should  always  be  the  name  and  address  of 
the  hospital  to  which  item  5  refers. 

Next  enter  the  name  and  address  of  any  extended 
care  facility  the  patient  entered  in  the  period  between 
his  discharge  from  the  hospital  item  5  refers  to,  and 
his  current  facility  admission.  Also,  enter  the  name 
and  address  of  any  hospital  the  patient  may  have  en- 
tered in  this  period  for  a  stay  of  less  than  3  days. 

The  last  entries  in  item  11  should  be  the  names  and 
addresses  of  any  hospital  or  extended  care  facility  (not 
already  listed)  from  which  the  patient  was  discharged 
in  the  60-day  period  before  the  current  extended  care 
facility  admission.    This  information  is  needed  by  the 
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intermediary  to  determine  the  number  of  inpatient  ex- 
tended care  facility  benefit  days  for  which  the  patient 
is  eligible  in  the  current  spell  of  illness. 

Prior-stay  institutions  should  be  listed  in  this  item 
regardless  of  whether  they  are  participating  in  the 
health  insurance  program. 

Item  12.  If  the  Patient  Received  Accommodations 
Other  Than  Semi- private,  Explain  the  Reason 
Why. — This  item  needs  to  be  completed  only  if  the 
patient  is  being  assigned  to  accommodations  other  than 
semi-private.  If  item  12  is  not  completed  at  the  time 
of  admission,  and  other  than  semi-private  accommoda- 
tions are  furnished  at  a  later  date,  item  12  should  be 
completed  when  the  bill  is  submitted. 

If  the  patient  is  furnished  private  accommodations, 
check  the  appropriate  block  indicating  the  reason  for 
this  (patient's  request,  medical  necessity,  other  reason) . 
If  the  "medical  necessity"  or  "other  reason"  block  is 
checked,  type  a  brief  explanation  in  this  item. 

If  private  accommodations  were  medically  necessary, 
the  program  will  pay  the  reasonable  cost  of  these  ac- 
commodations. If  a  private  room  was  furnished  at  the 
patient's  request,  the  program  will  cover  only  the  cost 
of  a  semi-private  room,  and  the  patient  is  responsible 
for  the  difference  between  the  customary  private  room 
charges,  and  the  most  prevalent  customary  semi-private 
room  charges  at  the  time  of  admission.  If  the  patient 
was  furnished  a  private  room  and  this  was  not  at  his 
request  nor  medically  necessary,  the  program  will  pay 
only  the  cost  of  the  most  prevalent  semi-private  accom- 
modations at  that  time;  and  the  patient  may  not  be 
charged  any  additional  amount.  (See  §  212.2.A 
andB.) 

If  the  patient  requested  a  private  room,  show  the 
most  prevalent  charge  for  semi-private  accommodations 
in  item  12. 

If  the  patient  is  furnished  ward  accommodations, 
check  the  appropriate  block  indicating  whether  this 
was  done  at  the  patient's  request  or  for  another  reason. 
If  the  "other  reason"  block  is  checked,  type  a  brief  ex- 
planation in  this  item.  Then  enter,  in  the  space  pro- 
vided, the  amount  representing  the  most  prevalent 
charge  for  semi-private  accommodations  in  the  facil- 
ity at  the  time  of  admission.  If  the  patient  is  assigned 
to  a  ward,  and  this  was  not  at  his  request  nor  for  a 
reason  which  the  intermediary  determines  is  consistent 
with  program  purposes,  reimbursement  to  the  facility 
will  be  based  on  the  cost  of  semi-private  accommoda- 
tions minus  the  difference  between  the  customary  semi- 
private  charges  at  the  most  prevalent  rate  and  custom- 
ary ward  charges.     (See  §  212.C. ) 


To  determine  the  most  prevalent  charge  for  semi- 
private  accommodations: 

( 1 )  Type  of  accommodation. 

(2)  Total  rooms  of  each  type  for  each  different 
room  rate. 

(3)  Total  beds  found  in  each  type  for  each  room 
rate. 

(4)  Rate  you  charge  daily  for  the  type  of  room. 

(5)  Your  most  prevalent  charge  for  semi-private 
accommodations  is  that  single  rate  that  you  charge 
for  the  largest  entry  appearing  under  your  "total  beds" 
column. 


Example : 


(1) 

Type  of 
accommodation 

(2) 

Total  rooms 
of  this  type 

(3) 

Total  beds 
col.  (1)  X 
col.  (2) 

(4) 

Rate  per 
day 

2  beds  

10 

20 

$14. 00 

2  beds  

8 

16 

15.  00 

3  beds  

2 

6 

12.  00 

4  beds  

1 

4 

9.  00 

Note:  $14.00  is  the  most  prevalent  semi-private  charge. 


Item  13.  Patient's  Certification  and  Payment  Re- 
quest.— Have  the  patient  or  his  authorized  representa- 
tive read  the  statement  on  the  form  or  the  statement 
in  the  facility's  admission  record  if  the  facility  uses  the 
alternate  signature  procedure  (see  §250.2).  If  the 
facility  obtains  the  signature  on  its  own  form,  the  sig- 
nature line  of  the  original  of  form  SSA-1478  should  be 
stamped  to  indicate  that  the  "Patient's  request  for  pay- 
ment is  on  file."  If  the  signature  is  obtained  on  form 
SSA-1478,  it  is  sufficient  if  it  is  legible  on  the  original 
only. 

If  the  patient  cannot  sign  his  name  because  of  his 
physical  or  mental  condition,  another  person  may  sign 
on  his  behalf;  e.g.,  John  J.  Jones  by  Jack  A.  Smith. 
In  certain  situations,  a  facility  representative  may  sign 
on  behalf  of  the  patient.  (See  §  251  for  who  may  file 
a  payment  request.) 

Briefly  explain  the  reason  why  the  patient  did  not  sign 
the  form  himself  and  show  the  relationship  of  the  signer 
to  the  patient.  This  explanation  should  be  retained 
in  the  facility's  file  if  the  signature  is  obtained  on  the 
facility's  own  record.  If  the  signature  is  on  form 
SSA-1478,  the  explanation  should  accompany  or  be  in- 
cluded on  the  billing  form. 

The  statement  should  be  read  to  the  patient  who  signs 
by  mark.  The  signature  by  mark  should  be  witnessed 
by  a  person  who  knows  the  patient.    Enter  the  name 
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and  address  of  any  person  witnessing  the  signature  by 
mark. 

Item  14.  Admitting  Diagnoses. — Enter  the  primary 
and  secondary  diagnoses.  The  physician's  certifica- 
tion will  indicate  that  inpatient  extended  care  services 
are  required  for  a  condition  for  which  the  patient  was 
receiving  inpatient  hospital  services.  Use  standard 
nomenclature  from  "Standard  Nomenclature  of  Dis- 
eases and  Operations,"  "Current  Medical  Terminology, 
Surgical  Section,"  and  "Current  Procedural  Terminol- 

ogy." 

Check  the  appropriate  block  indicating  whether  a 
workmen's  compensation  claim  is  involved.  (See 
§  258.) 

304.  REPLY  TO  NOTICE  OF  ADMISSION 

The  bottom  portions  of  the  admission  copies  of  form 
SSA-1478  are  designed  to  provide  eligibility  informa- 
tion in  response  to  the  extended  care  facility  admis- 
sion notices.  ( See  Exhibit  3. )  The  intermediary  may 
use  the  form  for  this  purpose,  or  may  give  the  eligibil- 
ity information  to  the  facility  by  wire  or  telephone,  de- 
pending upon  the  arrangements  made  between  the 
facility  and  the  intermediary.  The  direct-dealing  ex- 
tended care  facility  will  receive  a  form  reply  (form 
SSA-1568)  to  the  Notice  of  Admission  from  Bureau 
of  Health  Insurance,  Direct  Reimbursement  Branch, 
Baltimore,  Maryland. 

Whether  the  reply  is  given  by  mail,  telephone,  or 
wire  to  the  facility,  it  will  contain  the  following  eligibil- 
ity information  called  for  on  the  "Report  of  Eligibility" 
portion  of  the  admission  notice : 

A.  Effective  Date — Hospital  Insurance. — The 
month  and  year  of  the  patient's  entitlement  to  hospital 
insurance  benefits  (Part  A)  will  be  shown.  If  not 
entitled,  the  entry  will  so  indicate. 

B.  Effective  Date — Medical  Insurance. — This 
will  show  the  month  and  year  of  the  patient's  entitle- 
ment to  medical  insurance  (Part  B).  The  entry  will 
so  indicate  if  the  patient  is  not  entitled  to  Part  B  bene- 
fits. 

C.  ECF  Days  Remaining. — The  number  of  ex- 
tended care  facility  days  for  which  payment  can  be 
made  in  full  for  the  current  spell  of  illness  will  be  shown 
in  the  "Full"  block.  The  number  of  days  remaining, 
for  which  the  patient  must  pay  the  coinsurance  amount, 
will  be  shown  in  the  "Coinsurance"  block.  "None"  will 
be  shown  where  applicable. 

D.  Pints  Remaining — Blood  Deductible. — This 
item  is  for  informational  purposes. 

E.  3— Day  Hospital  Stay  Requirement. — The  in- 
termediary will  complete  this  item  to  show  whether 
this  requirement  is  "Met"  or  "Not  Met." 


F.  14-Day  Transfer  Requirement. — The  inter- 
mediary will  complete  this  item  to  show  whether  the 
14-day  requirement  is  "Met"  or  "Not  Met." 

G.  HHA  Visits  Remaining— Hospital  Insur- 
ance and  Medical  Insurance. — The  number  of  home 
health  visits  remaining  under  Part  A  will  be  shown. 
Remaining  home  health  visits  under  Part  B  will  not  be 
routinely  shown  in  replying  to  extended  care  facility 
Notices  of  Admission. 

H.  Medical  Plan  Deductible. — The  status  of  this 
deductible  will  be  indicated  by  a  checkmark  in  the  block 
designated  "Met"  or  "Not  Met."  If  the  deductible  is 
not  met,  the  amount  remaining  to  be  met  will  not  be 
shown.  If  the  reply  shows  the  deductible  is  "Not  Met," 
and  Part  B  services  have  been  furnished,  the  extended 
care  facility  should  ask  the  patient  whether  he  has  had 
any  previous  Part  B  expenses  which  could  be  counted 
toward  the  deductible.  (See  §  115.3.)  The  facil- 
ity should  try  to  determine  whether  the  patient  has 
satisfied  the  Part  B  deductible  before  charging  him  this 
amount. 

The  intermediary  will  determine  the  patient's  exact 
Part  B  deductible  status  upon  receipt  of  the  facility's 
bill. 

I.  Open  Item  Information. — The  information  in 
this  block  will  be  completed  by  the  intermediary  when 
verifying  reports  of  "extended  care  facility  open  items" 
(admissions  recorded  in  SSA  central  records,  but  not 
closed  out  by  processing  of  a  bill). 

Where  there  is  an  extended  care  facility  open  item 
reported  from  the  SSA  central  record,  this  "open  item" 
must  be  processed  before  the  current  bill  can  be  proc- 
essed. The  intermediary  (or  the  SSA  Direct  Reim- 
bursement Branch  in  the  case  of  a  direct- dealing  pro- 
vider) will  get  in  touch  with  the  "open  item"  provider 
to  verify  the  stay,  the  date  of  the  prior  discharge,  and 
status  of  the  bill.  The  intermediary  will  use  the  prior 
stay  information  to  compute  the  remaining  days  of 
eligibility. 

Remarks. — Any  necessary  explanation  of  eligibility 
information  will  be  shown.  This  will  include  correc- 
tions in  the  name  or  health  insurance  claim  number  re- 
ported by  the  facility.  When  changes  of  this  sort  are 
reported,  the  name  and  claim  number  information  on 
the  billing  form  should  be  changed  accordingly. 

If  name  and  claim  number  information  were  not 
matched,  the  intermediary  will  request  the  facility  to 
verify  the  claim  number.     (See  §  302.4.) 

305.  RETROACTIVE  ENTITLEMENT 

It  may  happen  that  an  individual  over  65  years  of 
age  does  not  establish  his  entitlement  to  hospital  in- 
surance benefits  until  after  his  discharge  from  an  ex- 
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tended  care  facility.  In  such  a  case,  payment  may  be 
made  for  extended  care  service  furnished  in  a  retroac- 
tive period  of  up  to  12  months,  but  not  before  January 
1,  1967.  When  a  beneficiary  inquires  about  retroac- 
tive entitlement,  he  will  usually  have  a  Social  Security 
Administration  notice  which  prompted  his  inquiry. 
In  these  cases,  the  facility  should  follow  the  Notice  of 
Admission  procedure  to  verify  the  patient's  eligibility. 
When  this  is  verified,  the  facility  should  refund  to  the 
patient  any  payments  he  made  for  services  which  are 
covered  by  the  program,  and  submit  a  bill  to  the  in- 
termediary. 

306.  INITIATING  NOTICES  OF  ADMISSION 
WHERE  NO  PAYMENT  WILL  BE  MADE 

§  405  explains  that  extended  care  facilities  will  sub- 
mit billing  forms  even  when  no  payments  under  the 
program  may  be  made.  In  most  such  cases,  Notices  of 
Admission  will  have  been  initiated  as  a  normal  course 
of  procedure  to  determine  the  patient's  eligibility. 
However,  there  will  be  some  situations  where,  at  ad- 
mission, the  individual  states  that  benefits  have 
been  exhausted  in  the  current  spell  of  illness.  The  ex- 
tended care  facility  should  nevertheless  initiate  a  Notice 
of  Admission.    This  notice  will  serve  to  verify  that  the 


patient  has  in  fact  no  remaining  eligibility,  and  also 
help  to  keep  the  beneficiary's  utilization  record  current. 

Notices  of  Admission  should  also  be  sent  even  though 
workmen's  compensation  has  paid  or  can  be  expected 
to  pay  the  entire  bill,  the  services  are  not  covered,  the 
3-day  hospital  stay  and  14-day  transfer  requirement 
are  not  met,  or  the  patient  refuses  to  request  payment. 

Where  the  patient  refuses  to  request  payment  and 
does  not  furnish  his  health  insurance  claim  number, 
the  facility  should  get  in  touch  with  the  SSA  district 
office  for  assistance  in  obtaining  this  number.  If  the 
patient  refuses  to  request  payment  which  could  other- 
wise be  made  on  his  behalf,  his  utilization  record  must 
nevertheless  be  charged  for  covered  extended  care  serv- 
ices furnished  him. 

After  the  report  of  eligibility  is  received  in  such  no- 
payment  cases,  billing  forms  should  be  forwarded,  to 
keep  the  patient's  utilization  record  current,  in  accord- 
ance with  §  405. 

399.  EXHIBITS 

Exhibit  1.  Health  Insurance  Cards  and  Claim  Num- 
bers 

Exhibit  2.  Temporary  Eligibility  Notice 
Exhibit  3.  Extended  Care  Admission  and  Billing 
( Admission  Copy )  — Form  SSA-1478 
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EXHIBIT  I 


HEALTH  INSURANCE  CARDS 


SOCIAL     SECURITY  ACT 


NAME  OF  BENEFICIARY 

JANE  Q.  DOE 

CLAIM  NUMBE 

000-00- 

IS  ENTITLED 

HOSPITAL 
MEDICAL 


SIGN  . 
HERE1 


FEMALE 

EFFECTIVE  DATE 


Front 


1.  Carry  your  card  with  you  when  you  are  away  from  home. 

2.  Let  your  hospital  or  doctor  see  your  card  when  you  require 
hospital,  medical  or  health  services  under  "Medicare." 

3.  Get  in  touch  with  your  social  security  office  if  you  have 
questions  about  your  rights  under  "Medicare." 

4.  Your  card  is  good  wherever  you  live  in  the  United  States. 

WARNING:  Issued  lor  the  lole  u»e  ol  Ihe  holder  designated 
hereon.  Intentional  misuse  ol  this  card  is  unlawful  and  will 
make  the  offender  liable  to  penalty. 

PIOPEITY  OF  UNITED  STATES  GOVERNMENT. 
IF  FOUND  DtOP  IN  NEAREST  U.S.  MAIL  BOX 


Return  To: 


SOCIAL  SECURITY  ADMINISTRATION 
Baltimore,  Maryland  21235 


FORM  SSA1964  17-661 


Back 


RAILROAD    RETIREMENT  BOARD 

NAME  OF  BENEFICIARY 

JOHN  C.  DOE 

CLAIM  NUMBER 

A-000-00-00 

IS  ENTITLED  TO 

HOSPITAL  INS1 
MEDICAL  INSURANCE' 


Front 


1.  Carry  your  card  with  you  when  you  are  away  from  home. 

2.  Let  your  hospital  or  doctor  see  your  card  when  you  require 
hospital,  medical  or  health  services  under  "Medicare". 

3.  Get  in  touch  with  your  Railroad  Retirement  Board  office  if 
you  have  questions  about  your  rights  under  "Medicare." 

4.  Your  card  is  good  wherever  you  live  in  the  United  States. 
For  benefits  in  Canada,  write  to  the  Railroad  Retirement 
Board. 

WARNING:  Issued  for  the  sole  use  of  the  holder  designated  hereon. 
Intentional  misuse  of  this  card  is  unlawful  and  will  make  the  offender 
liable  to  penalfy. 

PROPERTY  OF  UNITED  STATES  GOVERNMENT. 
IF  FOUND  DROP  IN  NEAREST  U.S.  MAIL  BOX. 
Return  to:     RAILROAD  RETIREMENT  BOARD 

844  Rush  Street,  Chicago,  Illinois  6061 1 


Form  G-43  (2-46) 


Back 


HEALTH  INSURANCE  CLAIM  NUMBERS 

Most  HI  claim  numbers  are  9  digits  with  a  letter  or  letter  and  numeral  suffix;  e.g. ,  000-00-OOOOB  or  Bl. 
They  may  also  be  6-or-9-digit  numbers  with  lettered  prefixes;  e.g. ,  AOOOOOO,  A-000-00-0000;  or  WD-OOOOOO, 
WD-OOO-00-0000.   Numbers  with  one  or  more  letter  prefixes  identify  Railroad  Retirement  Board  annuitants. 

Possible  suffixes  are: 

A,  B,  Bl,  B2,  B3,  B4,  B5,  B6,  or  B9 
CI,  C2,  C3,  C4,  C5,  C6,  C7,  C8,  or  C9 

D,  Dl,  D2,  D3,  D4,  D5,  D6,  or  D7 

E,  El,  E2,  or  E3 

Fl,  F2,  F3,  F4,  F5,  F6,  F7,  or  F8 

HB,  HB1,  HB2,  HB3,  HB4,  HB5,  HB6,  or  HB9 

HC1,  HC2,  HC3,  HC4,  HC5,  HC65  HC7,  HC8,  or  HC9 

Jl,  J2,  J3,  J4       (For  subscripts  "3"  and  "4"  there  can  be  no 

entitlement  to  hospital  insurance  benefits. 
Kl,  K2,  K3,  K4       Supplementary  medical  insurance  entitlement 

may  exist  for  all  J  and  K  suffixes. ) 

M,  Ml,  and  T        (Suffix  letter  "T"  indicates  entilement  to  hospital  or 
hospital  and  medical  insurance;  letters  M  and  Ml 
indicate  that  the  patient  is  eligible  for  supplementary 
medical  insurance  benefits  but  not  for  hospital 
insurance  benefits. ) 


EXHIBIT  2 


TEMPORARY  NOTICE  OF  ELIGIBILITY 


District  Office  Address: 


Date: 


Dear  : 

Based  on  the  information  you  have  given  to  the  Social  Security  Administration 

you  will  be  eligible  for  hospital  insurance  benefits  beginning  (mo. )  

'yr. )   and  for  supplementary  medical  insurance  benefits  beginning 

mo. )   (yr. )  .    Your  eligibility  will  continue  for 

days  from  the  date  shown  at  the  top  of  this  notice  unless  you  are  notified 
otherwise  during  the  60-day  period. 

To  obtain  medical  services  before  you  receive  your  card,  show  this  letter  to 
your  hospital  or  doctor  but  keep  the  letter  with  you.    This  temporary  notice 
of  eligibility  is  to  be  used  only  by  the  person  to  whom  it  is  addressed. 
Misuse  is  unlawful  and  will  make  the  offender  liable  to  a  penalty. 

This  letter  should  be  destroyed  as  soon  as  you  receive  your  health  insurance 
card  or  other  notice  concerning  your  eligibility. 

Sincerely  yours, 


Robert  M.  Ball 

Commissioner  of  Social  Security 


IMPORTANT 

When  services  are  provided  on  the  basis  of  this  notice,  all  bills  or 
correspondence  with  an  intermediary  or  the  Social  Security  Administration 
should  show  the  patient's  social  security  claim  number. 
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EXHIBIT  3 


EXTENDED  CARE  ADMISSION  AND  BILLING 


DEPARTMENT  OF  HEALTH.  EDUCATION.  AND  »ELP*BE 

EXTENDED  CARE  ADMISSION  AND  BILLING 
HOSPITAL  INSURANCE  BENEFITS  -  SOCIAL  SECURITY  ACT 


Form  Approved 

Budget  Bureau  No,  72-R765 


I.  PATIENT'S  LAST  NAME 

|  FIRST  NAME  Jm'i 

1  j 

2.   HEALTH  INSURANCE  CLAIM  NUMBER 

3.  patient's  address  (Street  number,  City,  State,  Zip  Code) 

4.  NAME  OF  ATTENDING  PHYSICIAN 

5.  DATES  OF  PRIOR 
HOSPI  T  A  U  STAY 

8 .  EXTENDED  CARE  FACILITY  NAME  AND  ADDRESS 

7.  PROVIDER  NUMBER 

ADMISSION  DISCHARGE 
1 
1 

B.  MEOICALRECORONO. 

9.  DATc  OF  THIS  ADMISSION 

10.  PAYMENT  SOURCE  FOR  CHARGES  TO  PATIENT 

,  1  SELF  OR            .  .  BLUE  CROSS        ,  ,  PUBLIC  AGENCY 

1 — 1  family  I — 1  blue  SHIELD  ' — '(Give  name) 

|  1  PRIVATE           |  1   EMPLOYER           |  >  OTHER 

1 — 1  insurance  1 — '  OR  union  1 — '(Explain) 

12.  REASON  FOR  OTHER 


SEMI-PRIVATE  ACCOMMODATIONS: 


I      |  PATIENT'S  REQUEST         f— ]  MEDICAL  NECESSITY       □  OTHER  REASON 
(Describe)  (Specify) 


Most  Prevalent 
Semi-Private  Rate  J. 


13.  PATIENT'S  CERTIFICATION,  AUTHORIZATION  TO  RELEASE  INFORMATION,  AND  PAYMENT  REQUEST.   1  certify  that  the  information 
given  by  me  in  applying  for  payment  under  Title  X VIII  of  the  Social  Security  Act  is  correct.   I  authorize  release  of  all  records  required  to 
act  on  this  request.   I  request  that  payment  of  authorized  benefits  be  made  on  my  behalf. 


signature  (Patient  or  authorized  representative)  (Signaiure  by  mark  must  be  witnessed) 


.  ADMITTING  DIAGNOSES 

(a)  Primary 

(b)  Secondary 


EMPLOYMENT  RELATED  Y^S 


DO  NOT  USE  THIS 
SPACE 


REPORT  OF  ELIGIBILITY 


A.  Effective-Date— Hospital  Insurance 

I.  Open  Item  Information 
1.  Intermediary 

B.  Effective  Date— Medical  Insurance 

C.  ECF  days  remaining 

FULL  ICOINSURANCE 

I 
1 
I 

D.  Pints  remaining  blood  deductible 

E.  3  day  hospital  stay  requirement 

QMET                     j     |  NOT  MET 

2.  Provider 

F.  14  days  transfer  requirement 

r*~]  MET                      [2J  NOT  MET 

G.  HHA  visits  remaining 

HOSPITAL  INS.    [MEDICAL  INS. 

I 
1 

H.  Medical  plan  deductible 


3.  Date  Admitted 


4.  Dace  Discharged 


TERMED'ARY  APPROV 


FORM  SSA-1478  (  10-6 


ADMISSION  COPY 


Chapter  IV 


BILLING  PROCEDURES 

Section  Page 

Summary  of  Billing  Procedures   400  49 

List  of  Authorized  Signatories   401  49 

Completion  of  Billing  Items  on  Form  SSA-1478   402  49 

Disposition  of  Copies  of  Completed  Forms  SSA-1478   402.  1  51 

Provider  Billing  For  Patient  Services  By  Physician  (Form  SSA-1554)   404  51 

Completing  Items  on  Form  SSA-1554   404.  1  53 

Disposition  of  Form  SSA-1554   404.  2  54 

Description  of  "Item-by-Item"  and  Optional  Methods  for  Physicians'  Com- 
ponents   404. 3  54 

Submitting  Billing  Forms  in  No-Payment  Cases   405  54 

Procedures  for  Submitting  Corrected  Bills   406  55 


240-725  0—67  4 
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DEPARTMENT  OF  HEALTH.  €DUCATION.  AND  »eL  FARE 
SOCIAL  3«CUA1TY  ADMINISTRATION 

kfaffib,  EXTENDED  CARE  ADMISSION  AND  BILLING 

lsi§S$  HOSPITAL  INSURANCE  BENEFITS  -  SOCIAL  SECURITY  ACT  Fom  app'°v«<J 

^-jh-^  Budget  Bureau  No.  72— R765 


1.  PATIENT'S  LAST  NAME                                               J'fiRST  NAME  JMI 

1  1 
1  ' 

2.  HEALTH  INSURANCE  CLAIM  NUMBER 

9.  PATIENT'S  address  (Street  number.  City,  State,  Zip  ('ode) 

4.  NAME  OF   ATTENDING  PHYSICIAN 

S.  DATES  OF  PRIOR 
HOSPI  TAL  STAY 

ADMISSION  D'SCHARGE 
1 
1 

„ — ! — i — i — :  —  i — 

8.   EXTENDED  CARE  FACILITY  NAME  AND  ADDRESS 

7.  PROVIDER  NUMBER 

6.  MEDICAL  RECORDNO. 

9.  DATE  OF  THIS  ADMISSION 
1  1 

10.   PAYMENT  SOURCE  FOR  CHARGES  TO  PATIENT 

1  1  SELF  OR            .  .   BLUE  CROSS        ,  ,  PUBLIC  AGENCY 

1  FAMILY             1  1  BLUE  SHIELD  1 — '(Give  name) 

1  1  PRIVATE            i  1    EMPLOYER           r  1  OTHER 

'  1  INSURANCE      1  1  OR  UNION  * — ^(Explain) 

t  I .  N  AMES  AND  ADDRESSES  OF  ALL  HOSPITALS   AND  EXTENDED  CARE  FACILITIES  FROM  WHICH  PATIENT  WAS  DISCHARGED  IN  PAST  60  DAYS. 

(If  this  ECF,  give  dates  of  stay). 


12.  REASON   FOR  OTHER   THAN  SEMI-PRIVATE  ACCOMMODATIONS:       i  >  D.T,CMT..  I  1  ■  1 

I  |  PATIENT  3  REQUEST          (_^J  MEDICAL  NECESSITY       |      |  OTHER  REASON 

(Describe)  (Specify) 


Most  Prevalent 
Semi-Private  Rate  $ 


13.  PATIENT'S  CERTIFICATION,  AUTHORIZATION  TO  RELEASE  INFORMATION,  AND  PAYMENT  REQUEST.   I  certify  that  the  information 
given  by  me  in  applying  for  payment  under  Title  XVIII  of  the  Social  Security  Act  is  correct.   I  authorize  release  of  all  records  required  to 
act  on  this  request.   I  request  that  payment  of  authorized  benefits  be  made  on  my  behalf. 


signature  (Patient  or  authorized  representative)  (Signature  by  mark  must  be  witnessed) 

DATE 

1  ' 

    |  —   1  

14.    ADMITTING  DIAGNOSES                                                EMPLOYMENT   RELATED         □  VES                  |  ]  NO 

(a)  Primary 

(b)  Secondary 

DO  NOT  USE  THIS 
SPACE 

IS.  DISCHARGE  OR  CURRENT  DIAGNOSES 

(a)  Primary 

(b)  Secondary 

16.  STATEMENT  OF  SERVICES  RENDERED 

TOTAL 
INPATIENT 
CHARGES 

NON- 
COVERED 
CHARGES 

20.  STATEMENT  COVERS  PERIOD 

FROM ,          .               'THRU    .  . 

i          1                             i  i 

 .  1  i  .  

2  1.  LEAVE  DAYS 

ACCOMMODATIONS 

DAYS 

RATE 

A.  1-Bed 

22.  DATE  UR 
NOTICE 
RECEIVED 

23.  DATE  BENEFI  TS 
EXHAUSTED 

24.  TOTAL  OAYS 

B.  2-3-4  Bed 

C.  5  or  more  beds 

D.  Physical  Therapy 

25. 

□  discharged    □died  □'ItVemt 

28.  DATE  DISCHARGED 
OR  DIED 

E.  Occupational  Therapy 

F.  Speech  Therapy 

27.  COMPUTATION  OF  INTERIM  PAYMENT 

Reimbursement  Amount  i 

G.  Pharmacy 

H.  Other  (Describe) 

I.  TOTALS 

t 

17.  Coinsurance            Days@  S 

18.  Part  B  Services  Furnished  to  other  than  Inpatients 

CHARGES  i 

INTERMEDIARY  USE 

s 

VERIFIED  PRIOR  STAY  DATES 

28.                                   BEGINNING!  THRU 
QUALIFYING  1 
HOSPITAL               !            i          1           I  . 

 ,  ,  1  ,  .  

PROVIDER  NUMBER 

TOTALS 

28a.  OTHER 

19.  Part  B  Charges  paid  by  Patient  $ 

29.  SEMI-PRIVATE  DIFFERENTIAL  $ 

32.  I  certify  that  the  required  Physician's  certification  and  recertif ications 
are  on  file. 

30.  PART   B  DE- 
DU  C  Tl  BL  E 

S 

30a.  COINSURANCE 
J 

31.  REFUNDTO  PATIENT 
J 

SIGNATURE  OF  EXTENOEDCARE  FACILITY  REPRESENTATIVE 

DATE    F w D . 

,  — i 

33.   APPROV  ED  BY 

DATE 

FORM  SSA-1478  I  10-88) 


IB 


Chapter  IV 


BILLING  PROCEDURES 


400.  SUMMARY  OF  BILLING  PROCEDURES 

The  Extended  Care  Admission  and  Billing  Form 
SSA-1478  was  designed  for  extended  care  facility  bill- 
ing for  services  reimbursable  under  the  program  on  a 
reasonable  cost  basis.  A  facility  should  use  Form 
SSA-1554,  Provider  Billing  For  Patient  Services  By 
Physicians,  to  bill  for  reasonable  charge  reimburse- 
ment for  facility-based  physician  services  to  patients. 
(See  §  215  for  definition. )  The  Form  SSA-1478  will 
be  processed  by  the  Part  A  intermediary,  and  the  Form 
SSA-1554  will  be  processed  by  the  Part  B  intermediary. 

The  upper  section  of  the  SSA-1478  (items  1  through 
14)  should  be  completed  on  all  six  copies  at  the  time 
of  admission.  The  lower  or  billing  section  of  the 
form  (items  15  ihrough  32)  should  be  completed  when 
the  patient  is  discharged  or  when  his  benefits  are 
exhausted,  whichever  occurs  first.  ( It  is  not  necessary 
to  submit  a  billing  form  each  time  a  patient  has  a  leave 
of  absence.)  The  benefit  status  data  needed  to  com- 
plete the  form  will  be  given  in  the  SSA  reply  to  the 
notice  of  admission.  The  billing  copies  of  the  form 
should  then  be  sent  to  the  intermediary  (or  to  the  Social 
Security  Administration  if  the  facility  deals  direct). 

The  bill  may  also  be  submitted  on  an  interim  basis, 
for  example,  every  30  days.  The  admission  notice  need 
not  be  completed  for  subsequent  billings  for  the  same 
extended  care  facility  stay,  and  the  patient's  signature 
is  not  needed  for  such  subsequent  billings. 

A  billing  form  should  be  submitted,  even  though  no 
benefits  may  be  payable,  to  enable  the  Social  Security 
Administration  to  keep  the  patient's  utilization  record 
current  (see  §  405),  and  to  close  out  the  admission 
notice  sent  in  "no-payment"  cases. 

401.  LIST  OF  AUTHORIZED  SIGNATORIES 

Each  extended  care  facility  should  submit  to  its  Part 
A  intermediary  a  listing  of  officials  it  has  authorized 
to  sign  and  certify  bills  and  supporting  statements. 
The  listing  should  be  kept  current. 

402.  COMPLETION  OF  BILLING  ITEMS  ON 
FORM  SSA-1478 

Item  15.  Discharge  or  Current  Diagnoses. — If  this 
is  an  interim  bill  the  current  diagnoses  should  be  shown. 


The  primary  diagnosis  should  appear  first.  Then  list 
any  secondary  diagnoses.  Standard  nomenclature 
should  be  used  (refer  to  "Standard  Nomenclature  of 
Diseases  and  Operations,"  "Current  Medical  Terminol- 
ogy," and  "Current  Procedural  Terminology"). 
Item  16.  Statement  of  Services  Rendered. — Enter 
all  charges  by  each  department  for  the  period  covered 
by  the  current  billing.  Where  the  facility  has  more 
departments  than  those  shown  on  the  form,  combine 
the  charges,  where  appropriate.  Any  charge  which 
cannot  be  applied  to  one  of  the  items  shown  should  be 
described  in  item  16H — "Other." 

Enter  all  charges — covered  and  noncovered — in  the 
"Total  Inpatient  Charges"  column.  Charges  for  non- 
covered  services  and  items,  except  for  the  services  of 
facility-based  physicians,  should  be  itemized  in  the 
"Noncovered  Charges"  column.  Charges  for  all  non- 
covered  days  which  fall  within  the  period  described  in 
item  20  (on  a  bill  covering  both  covered  and  noncov- 
ered days,  or  noncovered  days  only)  should  also  be 
shown  in  the  "Noncovered  Charges"  column.  If  it  is 
necessary  to  explain  an  item,  a  statement  may  be  at- 
tached. Any  statement  attached  should  show  the  pa- 
tient's name  and  claim  number.  Only  one  copy  is 
needed.  (Details  concerning  coverage  are  contained 
in  Chapter  II.  See  §  405  on  submitting  bills  for  non- 
covered  days.) 

If  the  facility  and  the  intermediary  agree,  the  facility 
may  use  machine-produced  ledger  sheets  to  report  serv- 
ices and  charges.  The  ledger  sheets  submitted  should 
show  total  charges  for  each  department.  Hotel-type 
billings  which  summarize  by  day  but  not  by  department 
are  not  acceptable. 

Where  ledger  sheets  are  submitted  in  lieu  of  item  16, 
each  ledger  sheet  attached  should  show  the  patient's 
name  and  claim  number. 

Unless  the  days,  rate,  and  type  of  accommodation  are 
clearly  shown  on  the  machine  bill,  the  accommodation 
entries  on  the  form  SSA-1478  should  be  completed. 
The  facility  should  complete  item  12  on  the  billing  form, 
where  applicable.  The  facility  should  also  complete 
items  17,  18,  and  19,  unless  the  coinsurance,  Part  B 
services  and  charges,  and  Part  B  charges  paid  by  the 


49 


patient  are  clearly  shown  on  the  attached  machine  bill. 
Item  16  A.  1-Bed  Accommodation. — Where  a  pa- 
tient needed  a  private  room  for  medical  reasons,  ex- 
plain the  medical  necessity  in  item  12.  The  medical 
necessity  should  be  described  by  the  doctor  in  the 
patient's  medical  record  or  other  document  retained 
by  the  facility.  Enter  the  customary  charge  for  a  1-bed 
accommodation  in  the  "Rate"  column  and  complete 
the  "Total  Inpatient  Charges"  column. 

If  the  patient  requested  a  1-bed  accommodation,  pay- 
ment cannot  be  made  for  more  than  the  cost  of  semi- 
private  accommodations.  The  patient  is  responsible 
for  the  difference  between  the  customary  private  room 
charges  and  the  most  prevalent  semiprivate  room 
charges  at  the  time  of  admission.  The  charge  for  the 
1-bed  accommodation  should  be  entered  in  the  "Rate" 
column,  and  the  product  of  this  rate  times  the  number  of 
days  should  be  shown  in  the  "Total  Inpatient  Charges" 
column.  Show  the  total  charges  to  the  patient  in  the 
"Noncovered  Charges"  column. 

Check  the  "Patient's  Request"  block  in  item  12,  and 
enter  the  most  prevalent  semiprivate  rate  in  the  space 
provided  in  item  12.  (See  §  303.2,  Item  12,  for  com- 
putation of  the  most  prevalent  rate. ) 

If  private  accommodations  were  furnished  and  this 
was  not  medically  necessary  nor  at  the  patient's  re- 
quest, the  facility  should  check  the  "Other  Reason" 
block  and  give  a  brief  explanation  in  item  12.  In  this 
case  the  program  will  cover  only  the  cost  of  semiprivate 
accommodations  and  no  charge  may  be  made  to  the 
patient.  The  facility  should  use  line  16.B  and  the 
semiprivate  rate  should  be  shown  in  the  "Rate"  column, 
even  though  private  accommodations  were  actually 
furnished.  The  "Total  Inpatient  Charges"  column 
should  show  the  total  charges  for  semiprivate  accommo- 
dations. Since  no  additional  charge  can  be  made  to 
the  patient  in  this  situation,  no  entry  should  be  made  in 
the  "Noncovered  Charges"  column. 
Item  16B.  2-3-4-Bed  Accommodation. — If  the  pa- 
tient occupied  semiprivate  accommodations,  show  the 
number  of  days,  the  semiprivate  rate,  and  the  total 
charges. 

Item    16C.  5-Or-M ore-Bed    Accommodation. — If 

the  patient  is  in  an  accommodation  of  5-or-more  beds, 
show  the  number  of  days,  the  ward  rate,  and  the  total 
charges. 

Item  12  must  be  completed  to  explain  the  reasons  for 
this  accommodation.  If  the  patient  did  not  request 
the  ward  accommodations,  the  amount  representing  the 
most  prevalent  customary  charge  for  semiprivate  ac- 
commodations at  the  time  of  admission  should  be  shown 


in  the  space  provided  in  item  12.  (See  §  303.2,  Item 
12.) 

If  the  ward  accommodation  was  not  requested  by  the 
patient  nor  provided  for  a  reason  consistent  with  the 
purposes  of  the  health  insurance  program,  the  inter- 
mediary will  subtract  the  total  ward  charges  from 
the  total  semiprivate  charges  as  determined  by  using 
the  rate  entered  in  item  12,  and  enter  the  difference 
in  item  29,  "Semi-Private  Differential."  Payment  to  the 
extended  care  facility  must  be  reduced  at  the  end- 
of-the-year  settlement  by  the  amount  of  such  differ- 
entials.   (See  §  212.2C.) 

Items  16D  Through  H.  Enter  all  charges  for  supplies  or 
services — covered  or  noncovered — in  the  "Total  In- 
patient Charges"  column.  Show  charges  for  noncov- 
ered services  and  items  in  the  "Noncovered  Charges" 
column.  When  there  is  insufficient  space  to  describe  all 
services  performed  in  item  16H  (Other),  a  separate 
attachment  for  such  services  and  charges  may  be  used. 
Continuation  sheets  should  not  be  used. 

Where  items  and  services,  which  are  in  excess  of  or 
more  expensive  than  those  covered  by  the  program,  are 
requested  by  the  patient  the  difference  between  the 
amount  customarily  charged  for  the  items  or  services 
requested,  and  the  amount  customarily  charged  for  the 
items  or  services  covered  by  the  program,  should  be 
shown  as  noncovered  charges. 

Item  161.  Totals. — Enter  the  total  inpatient  charges 
and  the  total  noncovered  charges. 

Item  17.  Coinsurance. — Enter  the  $5  daily  coinsur- 
ance charge,  if  applicable,  and  the  number  of  days  cov- 
ered by  this  bill  which  fall  in  the  coinsurance  period 
(which  begins  with  the  21st  inpatient  extended  care 
facility  day  in  a  spell  of  illness) .  Multiply  the  number 
of  days  by  $5  and  show  that  amount  in  the  money 
column. 

Item  18.  Part  B  Services  Furnished  to  Other  than 
Inpatients. — Enter  Part  B  services,  such  as  transpor- 
tation furnished  in  an  extended  care  facility  ambulance, 
in  this  item.  If  facility-based  physician  charges  are 
ordinarily  included  in  total  charges  to  the  patient,  these 
charges  should  be  included  in  item  16.  They  should 
not  appear  in  item  18. 

Item  19.  Part  B  Charges  Paid  by  Patient. — Enter 
here  any  Part  B  deductible  and/or  coinsurance  amount 
paid  by  the  patient.  ( See  §  115.3.)  The  facility  should 
try  to  learn  from  the  patient  whether  he  had  any 
previous  Part  B  services  which  could  count  toward  the 
Part  B  deductible  before  collecting  that  amount  from 
the  patient.  If  the  deductible  is  met,  the  patient  is 
responsible  for  the  20  percent  coinsurance  amount.  The 
intermediary  will  refund  directly  to  the  patient  any 
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Part  B  deductible  overcollection  made  by  the  facility. 
Item  20.  Statement  Covers  Period. — Enter  the  be- 
ginning and  ending  dates  of  the  period  covered  by  this 
statement.  The  beginning  date  of  this  period  should 
be  no  earlier  than  January  1,  1967,  even  though  the  ad- 
mission date  in  item  9  may  be  earlier  than  that. 

Where  the  patient  is  still  in  the  facility,  show  the  last 
day  of  the  period  being  reported  on  the  bill,  whether 
or  not  this  last  day  was  a  day  of  covered  service.  Other- 
wise, show  the  date  of  discharge  or  death.  (See  §  405 
for  information  on  completing  the  form  after  benefits 
have  been  exhausted.) 

Item  21.  Leave  Days. — Enter  the  number  of  days  on 
which  the  patient  was  not  present  in  the  extended  care 
facility  at  midnight  and  for  which  the  facility  is  not 
being  reimbursed.  Attach  a  brief  explanation  to  the 
billing  form. 

It  is  not  necessary  to  complete  a  notice  of  admission 
and  billing  form  each  time  a  leave  of  absence  occurs. 
Item  22.  Date  UR  Notice  Received. — Enter  the  date 
the  extended  care  facility  received  the  notice  from  the 
Utilization  Review  Committee  (or  the  group  responsi- 
ble for  the  review  of  utilization)  that  further  stay  by 
the  patient  is  not  medically  necessary. 
Item  23.  Date  Benefits  Exhausted. — Enter  the  date 
on  which  the  patient's  benefits  were  exhausted,  if  this 
occurred  before  the  beneficiary's  discharge  or  death 
and  during  the  period  described  in  item  20.  Make  no 
entry  in  this  space  when  the  Reply  to  the  Notice  of  Ad- 
mission showed  no  days  remaining. 
Item  24.  Total  Days. — Enter  here  the  total  days  of 
covered  extended  care  facility  care  for  the  period  shown 
in  item  20.  Count  the  day  of  admission,  but  do  not 
count  the  day  of  discharge.  Do  not  count  days  for 
which  payment  cannot  be  made  because  benefits  were 
exhausted,  a  workmen's  compensation  payment  was 
made  or  expected  (attach  an  explanation),  or  because 
a  utilization  review  notice  was  received  stating  that  ex- 
tended care  facility  care  was  no  longer  necessary. 
(Payment  may  be  made  for  3  benefit  days  after  the  day 
such  notice  was  received. )  Do  not  count  "leave  of  ab- 
sence" days. 

Items  25  and  26.  Discharge  Information. — If  the 
patient  is  still  in  the  extended  care  facility  when  the 
bilhng  is  submitted,  check  "Still  Patient."  Otherwise, 
check  "Discharged"  or  "Died"  in  item  25.  Show  the 
date  of  discharge  or  death  in  item  26. 
Item  27.  Computation  of  Interim  Payment. — Pay- 
ments to  the  facility  under  the  hospital  insurance  plan 
are  based  on  the  reasonable  cost  of  service  provided. 
The  precise  reasonable  cost  of  services  cannot  be  de- 
termined until  the  end  of  the  year  when  final  cost  fig- 


ures are  known.  However  an  interim  settlement  will 
be  made  on  the  basis  of  each  bill.  This  interim  settle- 
ment method  will  be  worked  out  by  the  intermediary 
and  the  extended  care  facility.  If  the  facility  wishes 
to  make  a  computation  for  its  own  records,  it  should 
do  so  on  the  Extended  Care  Facility  copy  of  the  form 
or  on  a  separate  sheet.  It  can  estimate  the  cost  of 
covered  services  by  the  approved  method  and  subtract 
any  applicable  deductible  and  coinsurance  to  arrive 
at  the  reimbursement  amount. 

A  separate  computation  should  be  made  for  any  Part 
B  services  furnished. 

Items  28  Through  31.  For  intermediary  use. 
Item  32.  Extended  Care  Facility  Certification  and 
Signature  Line. — An  extended  care  facility  represen- 
ative  should  make  sure  that  the  required  physician's 
certification  and  recertification  are  on  file.  The  repre- 
sentative should  then  sign  and  date  the  form  before  it  is 
submitted  to  the  intermediary. 

Item  33.  Approved  By  and  Date. — For  intermediary 
use. 

402.1  Disposition  of  Copies  of  Completed 
Forms  SSA— 1478. — Retain  the  copy  marked  "Ex- 
tended Care  Facility  Copy."  The  following  remaining 
copies  should  be  submitted  to  the  intermediary  (or  to 
the  Bureau  of  Health  Insurance,  Direct  Reimburse- 
ment Branch,  Baltimore,  Maryland,  in  a  direct-dealing 
situation)  : 

a.  The  original  copy,  which  will  be  maintained  in 
the  intermediary's  (orSSA's)  files. 

b.  The  copy  marked  "Social  Security  Copy." 

c.  The  copy  marked  "Carrier  Copy,"  for  the  Part  B 
intermediary  to  associate  with  any  related  physicians' 
bills. 

404.  PROVIDER  BILLING  FOR  PATIENT 
SERVICES  BY  PHYSICIAN  (FOR  SSA- 
1554) 

A.  This  form  is  used  to  bill  for  facility-based  phy- 
sicians' services  to  patients  (see  §  215)  where: 

1.  The  beneficiary  assigns  payment  to  the  physician, 

2.  The  physician  agrees  that  the  reasonable  charge, 
as  determined  by  the  intermediary,  will  be  the  full 
charge  for  services  rendered  and, 

3.  The  physician  has  authorized  the  extended  care 
facility  to  accept  the  assignment  and  collect  the  pay- 
ment on  his  behalf. 

The  form  should  be  attached  to  the  extended  care 
facility  bill  for  the  stay  or  services  to  which  the  phy- 
sicians' charges  apply.  It  should  be  forwarded  with 
the  SSA-1478  to  your  regular  intermediary  for  pro- 
vider services.    Your  intermediary  will  forward  it  to 
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the  carrier  for  physicians'  services  with  his  copy  of  the 
regular  billing  form. 

Do  not  use  Form  SSA-1554  to  report  the  services  of 
a  physician  who  wishes  the  medical  insurance  payment 
to  be  made  directly  to  himself.  Inform  that  physician 
that  he  and  the  patient  may  complete  a  medical  insur- 
ance benefits  claims  form  (Request  for  Payment,  Form 
SSA-1490)  for  that  purpose.  A  patient  who  has  been 
billed  directly  by  a  physician  may  also  use  this  form 
to  claim  medical  insurance  payments  from  the  carrier. 

B.  The  following  is  a  sample  of  an  authorization  for 
use  by  providers  in  connection  with  provider  billing  for 
facility-based  physicians'  services.  A  one-time  execu- 
tion of  this  authorization  is  all  that  is  necessary  by  each 
physician.  The  authorization  should  be  retained  in  the 
provider's  files. 

"I  hereby  authorize  the  (name  of  institution)  or  any 
of  its  duly  authorized  administrators  to  accept  on  my 
behalf  any  assignment  made  by  any  individual  who 
receives  medical  treatment  from  me  at  the  (name  of  in- 
stitution) of  the  amount  payable  to  such  individual 
under  Part  B  of  Title  XVIII  of  the  Social  Security  Act 
and  to  receive  on  my  behalf  any  payments  which  may 
be  made  pursuant  to  such  assignment.  It  is  under- 
stood and  agreed  that  the  reasonable  charge  which  will 
serve  as  the  basis  for  payment  in  accordance  with  the 
terms  of  such  assignment  shall  be  the  full  charge  for 
the  services." 

An  additional  statement  should  also  include  the  in- 
dividual arrangements  agreed  upon  by  the  provider  and 
the  physician  governing  the  conditions  of  withdrawing 
the  authorization. 

404.1  Completing  Items  on  Form  SSA- 
1554.— 

Item  1.  Patient  Identification. — The  patient's  name 
should  be  the  same  as  that  shown  on  his  health  in- 
surance card  with  the  last  name  first. 
Item  2.  Health  Insurance  Claim  Number,- — Enter 
the  health  insurance  claim  number  shown  on  the  pa- 
tient's health  insurance  card  or  related  extended  care 
facility  billing  form. 

Item  3.  Patient's  Address. — Show  the  address  of  the 
person  who  is  assigning  benefits,  whether  this  is  the 
patient  or  someone  acting  on  his  behalf. 
Items  4  and  5.  Date  of  Birth  and  Sex. — Complete 
the  "Date  of  Birth"  and  "Sex"  blocks.  If  the  date 
of  birth  is  unknown,  the  facility  should  transmit  the  bill 
without  the  date  of  birth.  If  only  the  year  of  birth  is 
known,  but  not  the  month  or  day,  show  the  year.  While 
the  date  of  birth  is  useful  as  identification  and  should 


be  shown  when  available,  a  billing  may  be  processed 
without  the  date  of  birth. 

Items  6  and  7.  Provider  Identification. — Enter  the 
name  and  address  of  the  facility  and  the  assigned  health 
insurance  provider  number.  These  entries  may  be 
stamped  or  preprinted. 

Item  8.  Medical  Record  Number. — Show  the  pa- 
tient's medical  record  number  if  one  is  assigned  by 
the  provider. 

Item  9.  Authorization  and  Signature. — Have  the 
patient  or  his  authorized  representative  read  the  state- 
ment on  the  form  or  the  statement  in  the  facility  ad- 
mission record  if  the  facility  uses  the  alternate  signa- 
ture procedure  (see  §250.2).  If  the  facility  obtains 
the  signature  on  its  own  form,  the  signature  line  of 
Form  SSA-1554  should  be  stamped  to  indicate  that 
the  "Patient's  request  for  payment  is  on  file." 

If  the  patient  cannot  sign  his  name  because  of  his 
physical  or  mental  condition,  another  person  may  sign 
on  his  behalf;  e.g.,  John  J.  Jones  by  Jack  A.  Smith.  In 
certain  situations,  an  extended  care  facility  representa- 
tive may  sign  on  behalf  of  the  patient.  (See  §  251  for 
who  may  file  a  payment  request. ) 

Briefly  explain  the  reason  why  the  patient  did  not 
sign  the  form  himself  and  show  the  relationship  of 
the  signer  to  the  patient.  This  explanation  should  be 
retained  in  the  facility's  file  if  the  signature  is  obtained 
on  the  facility's  own  record.  If  the  signature  is  on 
Form  SSA-1554,  the  explanation  should  accompany 
or  be  included  on  the  billing  form. 

The  statement  should  be  read  to  the  patient  who 
signs  by  mark.  The  signature  by  mark  should  be  wit- 
nessed by  a  person  who  knows  the  patient.  Enter  the 
name  and  address  of  any  person  witnessing  the  signa- 
ture by  mark. 

Item  10 A.  Date  of  Service. — Show  the  date  for  each 
service  when  the  "item-by-item"  method  is  used  to  bill 
for  physician  charges.  Inclusive  dates  may  be  shown 
only  where  the  provider  and  physician  arrange  to  use 
the  "optional"  method  to  bill  such  charges  (see 
§404.3). 

Item  10B.  Name  of  Physician. — Show  the  name  of 
the  physician  for  whom  the  facility  is  billing  for  serv- 
ices. Upon  arrangement  with  the  intermediary,  billing 
may  be  in  the  name  of  the  facility  department  head. 
This  item  should  be  omitted  when  billing  for  services 
by  the  "optional"  method  (see  §404.3). 
Item  10C.  Place  of  Service. — Enter  code:  "ECF." 
Item  10D.  Surgical  or  Medical  Procedures. — Ex- 
cept where  the  "optional"  method  is  used  in  determining 
physicians'  charges,  give  the  medical  laboratory,  and 
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X-ray  procedures  performed  for  each  date  during  the 
billing  period.  The  procedures  should  be  clearly 
identified  by  the  use  of  standard  nomenclature. 

Where  the  "optional"  method  is  used,  services  are 
identified  on  a  departmental  basis  in  item  10E  and  this 
space  is  left  blank.     (See  §  404.3.) 

Item  10E.  Department. — Enter  the  name  of  the  de- 
partment associated  with  the  physician's  services;  e.g., 
X-ray,  or  laboratory. 

Items  10F  and  10G.  Total  Charge  and  Percentage 
of  Total  Charge. — If  the  provider  and  the  physician 
agree  to  bill  for  physician  charges  using  the  "optional" 
method,  enter  in  item  10F  the  provider's  total  charges 
where  the  charges  are  combined  charges  for  extended 
care  facility  and  physician  services  shown  in  item  10E. 
Show  in  item  10G  the  approved  percentage  of  the  total 
departmental  charge  entered  in  item  10F.  Items  10F 
and  10G  are  used  only  where  the  "optional"  method 
has  been  agreed  upon  by  the  extended  care  facility  and 
physician  and  approved  by  the  intermediaries  (see 
§404.3). 

Details  as  to  distinguishing  the  physician  charge 
from  costs  which  are  reimbursable  to  the  extended  care 
facility  under  the  hospital  plan  are  contained  in  the 
provider  reimbursement  principles. 
Item  10H.  Charge  for  Physicians'  Services. — Enter 
the  money  amount  attributable  to  physicians'  services. 
Total  all  physicians'  charges  and  enter  the  amount  in 
the  "Totals"  block.  Show  any  part  of  the  $50  deduct- 
ible and  coinsurance  paid  by  the  patient  and  subtract 
the  amount  paid  from  the  total  charges. 
Item  11.  Diagnosis  and  Concurrent  Conditions. — 
Show  the  most  significant  of  the  conditions  first  in  en- 
tering diagnoses.  Use  recognized  nomenclature  such 
as  that  contained  in  "Current  Medical  Terminology, 
Standard  Nomenclature  of  Diseases  and  Operations" 
and  the  American  Psychiatric  Associations'  "Diagnostic 
and  Statistical  Manual,"  etc.  Show  any  concurrent 
conditions  associated  with  the  primary  diagnosis. 
Item  12.  Employment  Related. — Indicate  whether 
the  condition  is  employment  related.  If  the  condition 
is  or  may  be  employment  related,  give  the  name  and 
address  of  the  employer,  if  known.  Payment  may  be 
made  subject  to  reimbursement  if  a  workmen's  com- 
pensation claim  is  pending  and  no  settlement  is  fore- 
seeable.   (See  §§  258ff.) 

Item  13.  Provider  Certification  Signature,  and 
Date. — The  signature  of  the  facility  representative 
serves  as  a  request  for  payment  on  behalf  of  physicians. 
The  signature  is  also  a  certification  that  proper  authori- 
zations are  on  file  and  are  still  in  effect. 
404.2    Disposition  of  Form  SSA-1 554.— Since 


this  form  has  only  a  single  copy,  the  facility  may  wish  to 
make  a  carbon  copy  when  preparing  the  form,  for  its 
own  files.  The  original  should  be  attached  to  the  ex- 
tended care  facility  bill  and  forwarded  to  the  interme- 
diary for  provider  services.  Where  no  extended  care 
facility  bill  is  being  submitted,  send  the  form  direct  to 
the  intermediary  for  physicians'  services. 
404.3  Description  of  "Item-by-Item"  and  "Op- 
tional" Methods  for  Physicians'  Components. — 
When  the  "item-by-item"  method  is  used,  the  facility 
and  physicians  determine  a  schedule  of  separate  identi- 
fiable charges  for  each  procedure.  This  schedule  is 
filed  with  the  Part  A  and  Part  B  intermediaries  after 
agreement  is  reached  with  them  regarding  the  appro- 
priateness of  all  charges.     (See  §  215.) 

A  detailed  reporting  of  the  surgical  or  medical  pro- 
cedures is  required  to  enable  intermediaries  to  approve 
and  make  payment  for  physician  services  under  supple- 
mentary medical  insurance  (Part  B)  in  accordance  with 
the  schedule  of  charges  established  by  the  provider  and 
physician.  Under  this  method  of  determining  the  phy- 
sician's charge,  an  itemization  of  services  is  necessary. 

Under  the  optional  method,  the  charges  for  services 
of  a  provider-based  physician  are  determined  by  apply- 
ing a  single  uniform  percentage  of  the  combined  charge 
for  facility  and  physician  services.  The  percentage  es- 
tablished by  the  facility  and  the  physician  must  be  ap- 
proved by  and  filed  with  the  intermediaries  and  will 
be  used  in  determining  the  charge  for  physician  serv- 
ices. 

Where  the  optional  method  is  followed,  it  will  not  be 
necessary  for  providers  to  identify  the  surgical  or  medi- 
cal procedure  in  item  10D  of  the  Provider  Billing  for 
Patient  Services  by  Physicians.  It  will  be  sufficient 
to  indicate  the  department  by  name,  i.e.,  laboratory, 
radiology,  etc.,  in  item  10E.  The  total  combined  de- 
partmental charge  for  each  department  and  the  ap- 
plicable single  uniform  percentage  must  be  entered  in 
columns  10F  and  10G. 

405.  SUBMITTING  BILLING  FORMS  IN  NO- 
PAYMENT  CASES 

The  SSA  maintains  a  record  of  inpatient  hospital 
and  extended  care  facility  benefits  paid  for  each  bene- 
ficiary. To  determine  whether  a  new  spell  of  illness  has 
begun  after  such  payment  has  been  made,  the  Social 
Security  Administration  must  know  whether  there  has 
been  a  period  of  60  consecutive  days,  following  the  last 
day  of  covered  extended  care  facility  or  hospital  in- 
patient services,  during  which  the  beneficiary  was  not 
an  inpatient  of  any  hospital  or  extended  care  facility, 
participating  or  nonparticipating.  For  this  reason  once 
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a  spell  of  illness  has  begun,  all  subsequent  hospital  and 
extended  care  facility  stays  must  be  reported  to  the 
Social  Security  Administration,  regardless  of  whether 
hospital  insurance  benefits  are  payable  for  such  stays. 

Information  obtained  by  the  extended  care  facility 
from  the  patient  and  entered  in  item  11  of  the  form 
SSA-1478  will  alert  the  intermediary  to  prior  stays 
in  both  participating  and  nonparticipating  institutions 
and  the  need  for  updating  the  patient's  utilization  rec- 
ord. In  addition  to  this,  however,  all  particpating  ex- 
tended care  facilities  should  submit  billing  forms  re- 
porting extended  care  facility  stays  by  beneficiaries, 
even  though  no  payment  can  be  made  to  the  ex- 
tended care  facility,  to  help  assure  that  accurate  and 
current  beneficiary  utilization  records  are  maintained. 

Specifically,  the  extended  care  facility  should  submit 
a  billing  form: 

— for  the  period  from  the  date  benefits  were  ex- 
hausted until  the  patient's  discharge  or  death; 
— for  an  inpatient  extended  care  facility  stay  for 
which  payment  is  made  or  can  be  expected  by  a 
workmen's  compensation  plan ; 
— for  an  inpatient  extended  care  facility  stay  when 
the  3-day  prior  hospital  stay  or  14-day  transfer  re- 
quirements were  not  met,  or  when  the  services  were 
not  covered  for  some  other  reason ; 
— for  the  period  beginning  with  the  fourth  day  after 
a  utilization  review  notice  (concerning  the  lack 
of  medical  need  for  further  extended  care  facility 


services)  is  received,  and  ending  with  the  date 
of  discharge  or  death. 

— where  the  patient  has  refused  to  sign  a  request  that 
payment  be  made  on  his  behalf.    (See  §  306.) 

When  an  extended  care  facility  submits  a  billing 
form  in  one  of  these  cases  where  no  payment  can  be 
made,  only  the  following  items  on  the  billing  form 
should  be  completed :  Items  1  through  3,  5  through  7,  9 
through  11,  14,  15,  161,  18,  20,  25,  and  32. 

Billing  forms  should  be  submitted  in  no-payment 
cases  every  60  days  until  the  patient's  discharge  or 
death.  However,  where  both  noncovered  and  covered 
days  are  reported  on  the  bill,  all  the  items  must  be 
completed.  When  noncovered  days  are  included  in  the 
period  covered  by  the  bill,  the  extended  care  facility 
should  include  a  brief  explanation  (except  in  a  "bene- 
fits exhausted"  case)  on  an  attachment  to  the  billing 
form. 

406.  PROCEDURES  FOR  SUBMITTING  COR- 
RECTED BILLS 

The  extended  care  facility  may  discover  that  a  bill 
already  submitted  is  incorrect.  To  correct  a  previously 
submitted  bill,  the  extended  care  facility  should  re- 
produce a  copy  of  it  and  make  the  necessary  correc- 
tions in  the  appropriate  items.  The  corrected  copy 
should  be  marked  "Debit-Adjust"  in  the  upper  right 
margin,  and  the  copy  should  be  sent  to  the  intermedi- 
ary. A  corrected  bill  need  not  be  submitted  where 
total  inpatient  charges  are  not  changed  by  more  than 
$10  or  the  interim  cost  reimbursement  by  more  than  $1. 
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E 
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(Item  12) 
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benefit  days,  222 
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defined,  201 
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participating  provider,  205 
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protest  of  payment  determination,  270 
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F 

FACILITY-BASED  PHYSICIANS: 

appeal  of  payment  determination,  273.B 
authorization  for  provider  billing,  404 
billing,  400,  402  (Item  16) ,  404-404.2 
coverage,  215 

form  SSA-1554,  exhibit,  404 

intermediary  responsibilities,  215 

reimbursement  basis,  215 

request  for  payment,  250.1,  250.2 

services  differentiated,  215 
Federal  court  review  of  payment  determination,  273.A 
Federal  Employees  Compensation  Act,  as  workmen's  com- 
pensation plan,  258 
Federal  Hospital  Insurance  Trust  Fund,  140 
Federal  provider  of  services,  240.15 
Federal-State  agreement,  122-122.3 

Federal  Supplementary  Medical  Insurance  Trust  Fund,  142 
Financing  hospital  insurance  program,  140 
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Foreign  hospitals,  203.2,  240.4 

FORM: 

SSA-1478,  Extended  Care  Admission  and  Billing  (See  title 
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SSA-1490,  Request  for  Payment  (See  title  of  form) 
SSA-1554,  Provider  Billing  for  Patient  Services  by  Physi- 
cians ( See  title  of  form ) 
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FORM— Continued 

SSA-1568,  Reply  to  Notice  of  Admission   (See  title  of 
form) 
Free  services,  240.2 

G 

Guarantee  of  payment  not  applicable,  303 

H 

Health  Insurance  Benefits  Advisory  Council,  131.1 
Health  insurance  cards,  302,  302.3,  399 

Health  insurance  claim  number,  104,  302,  302.2,  302.3,  302.4, 

303.2  (Item 2), 306,  399,  404.1  (Item 2) 
Hearing  aids,  240.7 
Hearings,  273 

HOME  HEALTH  AGENCIES: 

discrimination  prohibited  in,  102 

participating  provider,  205 

posthospital  home  health  servces,  110.4 

visits  remaining,  304.G 
Home  health  services  covered  under  supplementary  medical 

insurance,  115.1,  304.G 
Homes  for  members  of  religious  orders,  240.2. D.4 
Homes  for  the  aged,  240.2.D 

HOSPITAL  INSURANCE : 
entitlement,  120 

extended  care  facility  services,  200ff. 
financing,  140 

home  health  services,  posthospital,  110.4 
inpatient  hospital  services,  110.2 
intermediaries,  135 

outpatient  hospital  diagnostic  services,  110.3 
payment  determination  protested,  273.A 
retroactivity,  120.A 

HOSPITALS: 

Christian  Science  Sanatorium  as,  202 
defined,  203 
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foreign,  203.1,  240.4 
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I 

Indigents,  240.2.B,  240.3.B 
Inpatient,  defined,  212,  402  (Item  21) 

INPATIENT  EXTENDED  CARE  SERVICES: 
accommodations,  212.2 
appliances,  212.6 
bed  and  board,  212.2 
benefit  days,  222 
benefits  exhausted,  306 
biologicals,  212.5 

certification  of  medical  necessity,  224 ( 2 ) ,  252.1 


INPATIENT  EXTENDED  CARE  SERVICES— Continued 
Christian  Science  Sanatorium  services  as,  202 
coinsurance,  226 

covered  services,  110.1,  212,  212.1-212.9,  213 
defined,  212 

diagnostic  services  by  hospital  under  arrangements,  212.8 
drugs,  212.5 
equipment,  212.6 

failure  to  timely  review  long-stay  cases,  260.3 

filing  for  payment,  250.1. A 

guarantee  of  payment,  not  applicable,  303 

intern  services,  212.7 
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medical  social  services,  212.4 

medically  unnecessary,  260.2 

nursing,  212.1 

occupational  therapy,  212.3 

other  services,  212.9 

physical  therapy,  212.3 

recertification  of  medical  necessity,  252.2 

residents,  212.7 

speech  therapy,  212.3 

supplies,  212.6 

therapeutic  services  by  hospital  under  arrangements,  212.8 
Inpatient  hospital  services,  110.2 

INTERMEDIARIES,  HOSPITAL  INSURANCE:    (See  also 
Carriers) 

agreements  with,  135 

certification  and  recertification  by  physicians,  audit  respon- 
sibility, 252.5 

facility-based  physicians,  billing  responsibilities,  215,  404 

function,  general,  135 

hearings,  Part  B,  273.B 

nomination,  135 

refunds,  255,  402  (Item  19) 

reply  to  admission  notice,  300,  301,  304 
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verification  of  claim  number,  302.4 

workmen's  compensation  determination,  258.2 
Interns  and  residents-in-training,  110.2,  110.3C,  212.7 
Introduction,  100 

L 

Leave  of  absence,  402  (Item  21) ,  405 
Legal  obligation  to  pay  lacking,  240.2 

Longshoremen's  and  Harbor  Workers'  Compensation  Act,  as 
workmen's  compensation  plan,  258 

M 

Maximum  days  of  extended  care,  224 
Medical  equipment  rental,  115.1.B.6 

Medical  insurance  (See  supplementary  medical  insurance) 

MEDICAL  NECESSITY: 

exclusion  of  services  for  lack  of,  240.1,  240.6 
physician  certification  and  recertification,  252ff. 

Medical  records,  104 

Medical  social  services,  212.4 

Money  incorrectly  collected,  205,  255.A,  255.1 

Money  set  aside,  255.1.B 
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National  Medical  Review  Committee,  131.2 
No-payment  cases,  306, 405 

Noncompliance  with  requirements  of  Civil  Rights  Act,  102 

Noncovered  services,  240fT. 

Nonparticipating  hospitals,  203.2 

Nonprofit  homes,  240.2.D.2 

Notice  of  admission,  300,  303ff„  306 

Nursing  home  as  extended  care  facility,  201 

Nursing  services,  110.4,  201,  212.1.  252.1 

O 

Obligation  to  pay,  240.2 

Obligation  to  provide  at  public  expense,  240.14 
Occupational  therapist,  212.3.C 
Osteopathic  practitioner  as  a  physician,  115. l.B 
Osteopathy,  doctor  of,  as  a  physician,  115.1.B 
Outpatient  hospital  diagnostic  services,  110.3 
Outpatient  hospital  services  under  Part  B,  115.1 
Overpayments  involving  workmen's  compensation,  258.3 

P 

Patient  protests  payment  determination,  273.C 

Patient's  payment  request,  250,  300 

Payment  not  made,  306 

Personal  comfort  items,  240.1,  240.6 

Physical  examinations,  routine,  excluded,  240.7 

Physical  therapist,  212.3.A 

PHYSICIAN: 

certification  and  recertification,  252ff. 
definition,  115.1.B 
facility-based,  215 

services  under  medical  insurance,  115. l.B 

utilization  review  committee  determination  notice,  260.2 
Posthospital  home  health  services,  110.4 
Premiums,  supplementary  medical  insurance,  122.1 
Prior-stay  institutions,  211.1,  301,  303.2  (Item  11) 
Prior  hospitalization  requirement,  211,  301,  304.E 
Prison  hospital  services  excluded,  240.3.A 
Private  duty  nurse  or  attendant,  212.1 
Proprietary  or  profit-making  home,  240.2 
Prosthetic  devices  excluded,  240.7 
Protest  of  payment  determination,  270 
Provider-based  physicians  (See  facility-based  physicians) 

PROVIDER  BILLING  FOR  PATIENT  SERVICES  BY  PHY- 
SICIAN, SSA-1554 
billing  form,  400,  404-404.3 
exhibit,  404 

request  for  payment,  250.1 

PROVIDERS: 

agreements  with  Social  Security  Administration,  205 
Christian  Science  Sanatorium,  202 
defined,  205 

disclosure  of  information,  104 
discrimination  prohibited,  102 
extended  care  facilities,  201 
home  health  agencies,  110.4 
hospitals,  203,  203.1 

reimbursement  on  cost  basis  under  hospital  and  medical 
insurance,  110,  115.2,  215 


Psychiatric  hospitals,  203.1,  240.3 

Public  assistance  recipients,  122,  122.1,  132.D,  251,  303.2  (Item 
10) 

Public  expense  items  excluded,  240.14 
Public  Health  Service,  130.2 

R 

Railroad  retirement  beneficiaries,  120.A,  240.4, 302 
Reasonable  charge  basis,  110.3, 115.2, 215,  404 
Reasonable  cost  basis,  110, 135,  210,  212.2 

RECERTIFICATION  BY  PHYSICIAN  AS  TO  MEDICAL 
NECESSITY: 

admission  before  January  1, 1967,  252.6 
content,  252.2 
delayed,  252.4 
disposition,  252.5 

provider  responsibility,  402  (Item  32) 
requirement,  252 
timing,  252.3 
Records,  disclosure  of,  104 

Refunds  to  patients  by  extended  care  facilities,  255ff. 

Refusal  to  sign  request  for  payment,  251,  306, 405 

Rehabilitation  services,  201.a 

Relative  of  patient,  exclusion  of  charges  by,  240.11 

Religious  orders,  240.2.A,  240.2.C 

Rental  of  durable  medical  equipment,  115.1. B.6 

Reply  to  notice  of  admission,  304 

Reply  to  Notice  of  Admission,  SSA-1568,  300, 304 

Representative  of  patient  requesting  payment,  250,  251 

Request  for  payment,  250-251 

Request  for  Payment,  SSA-1490,  404 

Residency  requirement,  120.B 

Residents-in-training    (See  interns  and  residents-in-training) 
Retroactive  entitlement,  120.B,  305 
Routine  physical  checkups  excluded,  240.7 
Routing  billing  forms,  402.1,  404.2 

S 

Services  and  supplies  incident  to  physicians'  services,  115.1 
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This  revision  makes  the  following  changes. 
Sec.  211.4. — Under  the  law,  it  is  possible  for  an  indivi  ht&\  to  qui 


care  services  on  the  basis  of  a  3-day  hospital  stay  which  ends  as  early  as  July  1,  1966,  provided  he  is 
admitted  to  an  extended  care  facility  within  14  days  after  discharge  from  the  hospital.  However,  the 
fact  that  institutions  could  not  begin  participating  in  the  program  as  extended  care  facilities  until  Jan- 
uary 1,  1967,  has  given  rise  to  a  question  as  to  the  identity  of  institutions  which  can  be  considered  ex- 
tended care  facilities  for  purposes  of  the  14-day  requirement  prior  to  January  1,  1967.  This  is  a  new 
section  which  explains  the  requirements  which  an  institution  must  meet  to  be  deemed  an  extended  care 
facility  as  of  July  1,  1966,  for  purposes  of  satisfying  the  14-day  transfer  requirement. 

Sec.  303.2. — Item  5  has  been  clarified  to  indicate  that  the  entry  relates  to  the  most  recent  dis- 
charge from  a  hospital  after  a  stay  of  at  least  3  days.  Also,  if  the  facility  is  unable  to  complete  the  item, 
an  explanation  should  be  attached  to  the  admission  notice  sent  to  the  intermediary. 


In  Item  11  the  60-day  period  for  showing  prior  hospital  or  extended  care  facility  stays  should  be 
measured  from  the  date  of  admission  to  the  hospital  shown  in  Item  5,  rather  than  from  the  date  of  cur- 
rent extended  care  facility  admission,  as  previously  indicated. 


Arthur  E.  Hess 
Director,  Bureau  of  Health  Insurance 


Changed  material  is  indicated  in  the  margin  of  a  page  in  the  following  manner: 


=  Line  on  which  change  begins 


or 


=  Line  on  which  change  ends 


Revision  transmittal  sheets  should  be  filed  at  the  end  of  the  manual  as  a  record  of  receipt. 
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COVERAGE  OF  EXTENDED  CARE  FACILITY  SERVICES 
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General  Exclusions  From  Coverage 

Section  Page 


General  Exclusions   240  22 

Not  Reasonable  and  Necessary   240.  1  22 
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Social  Security  Administration  as  a  provider  of  serv- 
ices, and  has  entered  into  an  agreement  with  the  Admin- 
istration which  provides  that  it  will  not  charge  any 
patient  or  other  person  for  covered  items  and  services, 
for  which  an  individual  is  entitled  to  have  payment 
made  under  the  program;  will  return  any  money  in- 
correctly collected ;  and  will  provide  services  on  a  non- 
discriminatory basis  in  compliance  with  Title  VI  of 
the  Civil  Rights  Act  of  1964. 

206.  UNDER  ARRANGEMENTS 

A  provider  may  make  arrangements  with  others  to 
furnish  covered  items  or  services.  When  such  arrange- 
ments are  made,  receipt  of  payment  by  the  provider 
for  the  services  (whether  it  bills  in  its  own  right  or  on 
behalf  of  those  furnishing  the  services)  must  relieve  the 
beneficiary  or  any  other  person  of  further  liability  to 
pay  for  the  services. 

Coverage  of  Services 
Under  Hospital  Insurance 

210.  REQUmEMENTS— GENERAL 

Effective  January  1,  1967,  posthospital  extended  care 
services  furnished  to  inpatients  of  an  extended  care  fa- 
cility are  covered  under  the  hospital  insurance  program. 
Patients  having  hospital  insurance  coverage  are  entitled 
to  have  payment  made  on  their  behalf  for  the  reason- 
able cost  of  covered  extended  care  services  furnished 
by  the  facility,  by  others  under  arrangements  with  the 
facility,  or  by  a  hospital  with  which  the  facility  has  a 
transfer  agreement  in  effect. 

211.  PRIOR  HOSPITALIZATION  AND 
TRANSFER  REQUIREMENTS 

In  order  to  have  payment  made  for  posthospital  ex- 
tended care  services,  the  individual  must  have  been  an 
inpatient  of  a  hospital  for  at  least  3  consecutive  calendar 
days  and  have  been  transferred  to  an  extended  care  fa- 
cility within  14  days  after  discharge  from  the  hospital. 

211.1     Three-Day  Prior  Hospitalization. — The 

hospital  discharge  must  occur  after  June  30,  1966,  or 
on  or  after  the  first  day  of  the  month  in  which  the  in- 
dividual attains  age  65,  whichever  is  later.    In  de- 


termining whether  the  required  3-day  period  of  hos- 
pitalization has  been  met,  the  day  of  admission,  but 
not  the  day  of  discharge,  is  counted  as  a  hospital 
inpatient  day. 

The  hospital  need  not  be  one'  with  which  the  extended 
care  facility  has  a  transfer  agreement;  but  must  at  least 
be  one  which  meets  all  of  the  requirements  in  the  defi- 
nition of  hospital,  except  the  utilization  review  and 
health  and  safety  requirements. 

To  be  covered,  the  extended  care  services  must  have 
been  necessitated  by  a  condition  which  occasioned  the 
patient's  qualifying  hospital  stay,  or  by  a  condition 
which  arose  while  in  the  facility  for  treatment  of  a  con- 
dition for  which  he  was  previously  hospitalized. 
211.2  Fourteen-Day  Transfer. — In  determining 
the  14-day  period,  the  day  of  discharge  from  the  hos- 
pital is  not  counted  in  the  14  days.  For  example,  a 
patient  discharged  from  a  hospital  on  August  1,  and 
admitted  to  an  extended  care  facility  on  August  15 
was  admitted  within  14  days. 

If  the  individual  leaves  the  extended  care  facility 
and  is  readmitted  to  the  same,  or  any  other  qualified 
extended  care  facility  (see  §  201)  within  14  days,  he 
is  deemed  not  to  have  been  discharged  from  an  ex- 
tended care  facility  for  purposes  of  this  requirement. 
Thus,  the  period  of  extended  care  services  may  be  in- 
terrupted briefly  and  then  resumed,  if  necessary,  with- 
out hospitalization  preceding  the  readmission  to  a 
qualified  facility. 

Hospitalization  within  the  14-day  period  after  dis- 
charge from  an  extended  care  facility  may  also  be 
treated  as  a  return  to  an  extended  care  facility  within 
the  14-day  period.  For  example,  a  person  suffers  a 
relapse  which  requires  a  resumption  of  skilled  nursing 
care  within  14  days  after  he  is  discharged  from  an  ex- 
tended care  facility.  Because  there  is  no  bed  available 
in  an  extended  care  facility,  he  is  placed  in  a  hospital 
for  less  than  3  days  and  is  then  placed  in  a  qualified 
extended  care  facility.  Under  these  conditions,  the 
person  would  be  considered  as  having  returned  to  an 
extended  care  facility  within  the  14-day  period,  even 
if  the  second  admission  to  the  extended  care  facility 
occurs  more  than  14  days  after  his  first  discharge  from 
such  a  facility. 
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211.3  Requirements  Applicable  to  Extended 
Care  Facility  Inpatients  on  January  1,  1967. — A 

hospital  insurance  beneficiary  who  is  an  inpatient  of 
an  extended  care  facility  prior  to  January  1,  1967,  the 
effective  date  of  extended  care  coverage,  is  entitled  to 
have  payment  made  for  extended  care  services  begin- 
ning January  1,  1967,  providing  (1)  he  is  on  that  date 
an  inpatient  of  an  institution  which  becomes  a  partici- 
pating provider  as  of  that  date  (see  §  211.4  below  for 
provisions  applicable  when  the  effective  date  of  the 
[facility's  agreement  is  subsequent  to  January  1,  1967), 
and  (2)  he  was  transferred  to  that  facility  within  14 
days  of  his  discharge  from  a  hospital  of  which  he  was 
an  inpatient  for  3  consecutive  calendar  days,  and  (3) 
he  was  discharged  from  the  hospital  after  June  30, 

1966,  or  on  or  after  the  first  day  of  the  month  in  which 
he  became  age  65,  whichever  is  later,  and  (4)  he  has 
not  been  out  of  a  facility  for  more  than  a  14-day  period 
(§  211.2  above). 

|~211.4  Institutions  Deemed  Extended  Care 
Facilities  as  of  July  1,  1966,  for  Purposes  of  the 
14-Day  Requirement. — For  purposes  of  the  14-day 
requirement,  an  institution  will  be  deemed  to  be  an 
extended  care  facility  as  of  July  1,  1966,  if  the  effective 
date  of  its  agreement  is  January  1,  1967.  An  institu- 
tion having  an  agreement  which  has  an  effective  date 
later  than  January  1,  1967,  but  prior  to  February  1, 

1967,  will  also  be  deemed  an  extended  care  facility  as 
of  July  1,  1966,  providing  its  application  for  participa- 
tion in  the  program  was  filed  prior  to  December  17, 
1966.  An  institution  which  filed  an  application  for 
participation  in  the  program  before  December  17,  1966, 
but  subsequently  withdrew  its  application  will  also  be 
deemed  to  be  an  extended  care  facility  as  of  July  1, 

1966,  but  only  if  it  filed  a  request  for  reinstatement 
of  its  application  for  participation  before  January  1, 

1967,  and  has  an  agreement  with  an  effective  date  prior 
to  February  1,  1967.  An  institution  which  filed  for 
participation  after  December  16,  and  has  an  agreement 
that  is  effective  later  than  January  1,  1967,  cannot  be 
deemed  to  be  an  extended  care  facility  as  of  July  1, 
1966.  It  would  be  considered  an  extended  care  facility 
only  as  of  the  date  of  its  agreement.  The  date  of  filing 
an  application  for  participation  in  the  program  for  this 
purpose  is  the  date  on  which  it  is  received  in  the  State 
agency. 

The  following  examples  illustrate  the  application  of 
the  14-day  requirement  as  it  applies  to  the  above 
Institutions : 

15a 


Example  1 :  John,  following  a  qualifying  hospital] 
stay  ending  on  August  15,  1966,  is  admitted  within  14 
days  to  an  institution  which  is  deemed  to  be  an  extended 
care  facility  as  of  July  1,  1966.  He  remains  an  in- 
patient of  that  institution  until  March  31,  1967,  when 
he  is  discharged.  The  effective  date  of  the  institution's 
agreement  is  January  15,  1967.  John  would  be  en- 
titled to  posthospital  extended  care  benefits  starting 
January  15. 

Example  2:  David,  following  a  qualifying  hos- 
pital stay  ending  on  August  15,  1966,  is  admitted  on 
August  19,  1966,  to  an  institution  which  is  not  deemed 
to  be  an  extended  care  facility  as  of  July  1,  1966.  He 
remains  an  inpatient  of  this  institution  until  September 
30,  1966,  when  he  is  discharged.  On  October  2  he  is 
admitted  to  an  institution  which  is  deemed  to  be  an 
extended  care  facility  as  of  July  1,  1966,  and  is  still 
an  inpatient  of  the  institution  on  January  15,  1967,  the 
effective  date  of  the  institution's  agreement.  David  is 
not  eligible  for  extended  care  benefits  since  he  did  not, 
within  14  days  of  his  qualifying  hospital  stay,  enter  an 
institution  deemed  to  be  an  extended  care  facility  as  of 
July  1,  1966.  If  the  first  institution  had  been  one 
which  is  also  deemed  to  have  been  an  extended  care 
facility  as  of  July  1,  1966,  David  would  be  entitled  to 
benefits  as  of  the  effective  date  of  the  second  institu- 
tion's agreement. 

Example  3:  On  September  30,  1966,  within  14 
days  of  a  qualifying  hospital  stay,  Sue  entered  an  in- 
stitution which  is  deemed  to  be  an  extended  care  facility 
as  of  July  1,  1966,  its  agreement  being  effective  Janu- 
ary 30,  1967.  She  is  discharged  from  the  institution 
on  January  25,  1967.  On  February  7,  1967,  she  is  ad- 
mitted to  another  extended  care  facility  having  an 
agreement  effective  February  4,  1967.  Since  Sue  is 
not  considered  to  have  been  discharged  from  the  ex- 
tended care  facility  (§211.2),  she  would  be  entitled 
to  benefits  beginning  February  7,  1967. 

Example  4:  Institution  A's  participation  agree- 
ment is  effective  February  10,  1967.  Doug,  who  was 
discharged  from  a  qualifying  hospital  stay  on  Janu- 
ary 25,  is  admitted  to  Institution  A  on  February  1.  1967. 
Since  Institution  A  does  not  meet  the  requirements  for 
being  deemed  an  extended  care  facility  as  of  July  1, 
1966,  the  earliest  date  it  can  be  considered  an  extended 
care  facility  is  February  10,  1967,  the  effective  date  of 
its  agreement.  Therefore,  although  Doug  entered  In- 
stitution A  within  14  days  of  a  qualifying  hospital  stay, 
he  is  not  entitled  to  benefits  since  the  institution  was 
not  an  "extended  care  facility"  until  after  the  14-day 
period  involved  had  expired. 
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212.  COVERED  EXTENDED  CARE  SERVICES 

Patients  covered  under  hospital  insurance  are  en- 
titled to  have  payment  made  on  their  behalf  on  a  rea- 
sonable cost  basis  for  covered  extended  care  services. 
If  a  patient  receives  items  or  services  in  excess  of,  or 
more  expensive  than  those  for  which  payment  can  be 
made,  payment  will  be  made  only  for  the  reasonable 
cost  of  the  covered  items  or  services.  If  the  items  or 
services  were  requested  by  the  patient,  the  facility  may 
charge  him  the  difference  between  the  amount  cus- 
tomarily charged  for  the  services  requested  and  the 
amount  customarily  charged  for  covered  services. 

An  inpatient  is  a  person  who  has  been  admitted  to 
an  extended  care  facility  for  bed  occupancy  for  pur- 
poses of  receiving  inpatient  services.  A  person  is  con- 
sidered an  inpatient  if  formally  admitted  as  an  in- 
patient with  the  expectation  that  he  will  remain  at  least 
over  night  and  occupy  a  bed  even  though  it  later  de- 
velops that  he  can  be  discharged  and  does  not  actually 
use  a  bed  over  night. 

Note:  Custodial  care   (see  §  240.9)   is  not 

covered  extended  care  service. 

The  following  extended  care  services  are  covered 
under  hospital  insurance: 

212.1  Nursing  Care  Provided  by  or  Under 
the  Supervision  of  a  Registered  Professional 
Nurse. — 

Note:  The  services  of  a  private-duty  nurse  or 
other  private-duty  attendant  are  not  covered. 

Private-duty  nurses  or  private-duty  attendants  are 
registered  professional  nurses,  licensed  practical 
nurses,  or  any  other  trained  attendant  whose  services 
are  restricted  to  a  particular  patient  by  arrangement 
between  the  patient  and  the  private-duty  nurse  or 
attendant. 

212.2  Bed  and  Board  in  Semiprivate  Accom- 
modations.— Hospital  insurance  will  pay  for  the 
reasonable  cost  of  semiprivate  accommodations  (two, 
three,  or  four-bed  accommodations)  in  connection  with 
nursing  care.  When  accommodations  other  than  semi- 
private  are  furnished,  the  following  rules  will  govern. 

A.  Private  Rooms  Medically  Necessary. — Pay- 
ment may  be  made  for  the  reasonable  cost  of  a  private 
room  or  other  accommodations  more  expensive  than 
semiprivate  only  when  such  accommodations  are  medi- 
cally necessary.  Private  rooms  will  be  considered  medi- 
cally necessary  when  the  patient's  condition  requires 
him  to  be  isolated  for  his  own  health  or  that  of  others. 

The  term  isolation  may  apply  when  treating  a  num- 
ber of  physical  and  mental  conditions.  These  include 
communicable  diseases  which  require  isolation  of  the 


patient  for  certain  periods.  Privacy  may  also  be  neces- 
sary for  patients  whose  symptoms  or  treatment  are 
likely  to  alarm  or  disturb  others  in  the  same  room. 

B.  Private  Rooms  Not  Medically  Necessary. — 
When  accommodations  more  expensive  than  semiprivate 
are  furnished  the  patient  because,  at  the  time  of  ad- 
mission, less  expensive  accommodations  are  not  avail- 
able, the  program  may  pay  only  the  reasonable  cost  of 
semiprivate  accommodations. 

When  accommodations  more  expensive  than  semi- 
private  are  furnished  the  patient  at  his  request  in  the 
absence  of  medical  necessity,  the  facility  may  charge 
the  patient  no  more  than  the  difference  between  the 
customary  charges  for  the  accommodations  furnished 
and  the  customary  charges  for  semiprivate  accommo- 
dations at  the  most  prevalent  rate  at  the  time  of  ad- 
mission. No  such  charge  may  be  made  to  the  patient 
unless  he  requested  the  more  expensive  accommoda- 
tions. (See  D.  below  for  a  definition  of  "customary 
charges"  and  "most  prevalent  rate.") 

C.  Wards. — When  accommodations  less  expensive 
than  semiprivate  are  furnished  at  the  patient's  re- 
quest or  for  a  reason  determined  to  be  consistent 
with  the  purposes  of  the  health  insurance  pro- 
gram, payment  may  be  made  for  the  reasonable  cost 
of  the  accommodations  furnished.  It  is  considered 
to  be  consistent  with  the  program's  purposes  to  furnish 
bed  and  board  in  less  expensive  accommodations 
where  semiprivate  accommodations  are  not  available. 
However,  the  patient  must  be  moved  to  semiprivate 
accommodations  when  they  become  available.  (Pay- 
ment to  extended  care  facilities  which  have  only  ward 
accommodations  will  be  made  on  the  basis  of  the  rea- 
sonable cost  of  the  accommodations  furnished.) 

In  some  cases,  a  patient  may  be  placed  in  accommo- 
dations less  expensive  than  semiprivate  neither  at  his 
request  nor  for  a  reason  consistent  with  the  pro- 
gram's purposes.  It  is  not  consistent  with  the  pur- 
poses of  the  law  to  assign  a  patient  ward  accommoda- 
tions on  the  basis  of  his  social  or  economic  status,  his 
national  origin,  race,  or  religion,  or  his  entitlement 
to  benefits  as  a  medicare  patient,  or  any  other  discrim- 
inatory reason,  when  the  patient  has  not  requested 
such  assignment.  An  extended  care  facility  which  re- 
peatedly assigns  patients  to  accommodations  less  ex- 
pensive than  semiprivate  neither  at  the  patient's  request 
nor  for  reasons  consistent  with  the  purposes  of  the 
program  will  be  subject  to  termination  of  its  participa- 
tion agreement. 

When  ward  accommodations  are  furnished  neither 
at  the  patient's  request  nor  for  a  reason  consistent  with 
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303.  ADMISSION  NOTICE 

A  participating  hospital  can  receive  payments  for  a 
specified  number  of  days  under  the  hospital  insurance 
program  for  inpatient  services  furnished  a  beneficiary 
in  good  faith  during  the  period  preceding  receipt  of 
the  intermediary's  report  of  eligibility,  even  though  that 
report  shows  that  as  of  the  time  of  its  receipt  by  the 
hospital  the  beneficiary's  entitlement  to  inpatient  hos- 
pital services  has  been  exhausted  for  the  current  spell 
of  illness.  HOWEVER,  THERE  IS  NO  SUCH  GUAR- 
ANTEE OF  PAYMENT  PROVISION  IN  THE  LAW 
FOR  EXTENDED  CARE  FACILITIES.  It  is  impor- 
tant that  the  extended  care  facility  admission  notice 
be  sent  as  soon  as  possible,  so  that  a  speedy  report  on 
the  patient's  eligibility  may  be  given  to  the  facility. 

The  admission  notice  (see  Exhibit  3)  data  sent  to 
the  intermediary  should  include  the  information  called 
for  in  items  1  through  14  of  the  form  SSA-1478;  ex- 
cept that  where  item  12  applies,  its  completion  may  be 
delayed  until  the  bill  is  submitted.  The  bottom  two 
copies  of  the  form  SSA-1478  are  the  admission  notice 
copies.  Depending  on  the  arrangements  made  with  the 
intermediary  or  the  social  security  district  office,  the 
facility  may  send  the  admission  notice  copies  of  the 
billing  form  by  mail  or  messenger,  or  may  submit  the 
information  from  these  forms  by  wire  or  telephone. 

303. 1  Completing  Admission  Notices. — The  hos- 
pital transfer  form  should  show  the  patient's  name  and 
address;  health  insurance  claim  number;  dates  of  hos- 
pital stay;  welfare  agency  name,  address,  and  case  num- 
ber, if  applicable;  and  a  notation  indicating  workmen's 
compensation,  if  any.  The  facility  should  rely  on  this 
information  in  completing  items  1,  2,  3,  5,  10,  11,  and 
14  of  the  form  SSA-1478.  (Additional  information 
from  the  patient  or  hospital  may  be  required  to  com- 
plete items  10  and  11.) 

All  entries  on  the  form  should  be  typed.  Show 
month,  day,  and  year  entries  in  6-digit  numbers,  e.g., 
07/09/67. 

303.2  Explanation  of  Admission  Notice  En- 
tries 

Item  1.  Patient? s  Name. — The  patient's  name  should 
be  the  same  as  that  shown  on  the  hospital  transfer  form 
or  on  his  health  insurance  card,  with  the  last  name 
first. 

Item  2.  Health  Insurance  Claim  Number. — Enter 
the  health  insurance  claim  number  as  shown  on  the 
hospital  transfer  form,  the  patient's  health  insurance 
card,  utilization  notices,  the  temporary  eligibility  notice, 
or  as  reported  by  the  social  security  district  office. 
Item  3.  Patient's  Address. — Enter  the  patient's  mail- 
ing address. 


Item  4.  Attending  Physician. — Enter  the  name  of  the 
physician  who  is  expected  to  certify  the  medical  neces- 
sity of  the  extended  care  facility  stay. 

Item  5.  Dates  of  Prior  Hospital  Stay. — Enter  the 
dates  of  stay  in  the  hospital  from  which  the  patient 
was  most  recently  discharged  after  a  stay  of  at  least 
3  days.  If  the  facility  does  not  have  in  its  files 
a  hospital  transfer  form  showing  these  dates,  or  a 
written  report  of  a  telephone  conversation  with  the  hos- 
pital in  which  these  dates  were  furnished,  then  the 
facility  should  not  complete  item  5.  If  item  5  is  not 
completed  attach  an  explanation  to  the  admission 
notice.  The  transferring  hospital's  name  and  address 
should  be  shown  in  item  11,  and  the  intermediary  will 
verify  the  prior-stay  dates  and  enter  them  on  the  billing 
form. 

Items  6  and  7.  Provider  Identification  and  Pro- 
vider Number. — Enter  the  name  and  address  of  the 
extended  care  facility  and  the  assigned  health  insur- 
ance provider  number.  This  information  may  be  pre- 
printed or  stamped  on  all  copies  of  the  form,  if 
desired. 

Item  8.  Medical  Record  Number. — Enter  the  num- 
ber, if  any,  used  by  the  facility  to  identify  the  patient's 
medical  record. 

Item  9.  Date  of  Admission. — Enter  the  date  of  the 
current  admission  in  6-digit  numbers;  e.g.,  09/07/67. 
Show  the  actual  date  of  admission  even  though  this 
was  before  January  1,  1967. 

Item  10.  Payment  Source. — Indicate  who  will  pay 
for  any  services  to  the  patient  which  will  not  be  paid 
for  by  the  health  insurance  program.  More  than  one 
source  may  be  checked,  if  applicable.  If  State  public 
welfare  agency  payments  will  be  made,  show  the  name 
and  address  of  the  agency  and  the  patient's  case  num- 
ber, if  known. 

Item.  11.  Names  and  Addresses  of  Prior-Stay  In- 
stitutions.— Enter  first  the  name  and  address  of  the 
hospital  from  which  the  patient  was  most  recently  dis- 
charged, after  a  stay  of  at  least  3  days.  The  first  entry 
in  item  11  should  always  be  the  name  and  address  of 
the  hospital  to  which  item  5  refers. 

Next  enter  the  name  and  address  of  any  extended 
care  facility  the  patient  entered  in  the  period  between 
his  discharge  from  the  hospital  item  5  refers  to,  and 
his  current  facility  admission.  Also,  enter  the  name 
and  address  of  any  hospital  the  patient  may  have  en- 
tered in  this  period  for  a  stay  of  less  than  3  days. 

The  last  entries  in  item  1 1  should  be  the  names  and 
addresses  of  any  hospital  or  extended  care  facility  (not 
already  listed)  from  which  the  patient  was  discharged 
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in  the  60-day  period  before  the  date  of  admission  to 
the  prior-stay  hospital  in  item  5.  This  information  is 
needed  by  the  intermediary  to  determine  the  number  of 
inpatient  extended  care  facility  benefit  days  for  which 
the  patient  is  eligible  in  the  current  spell  of  illness. 

Prior-stay  institutions  should  be  listed  in  this  item 
regardless  of  whether  they  are  participating  in  the 
health  insurance  program. 

Item  l%^lf  the  Patient  Received  Accommodations 
Other  Than  Semi-private,  Explain  the  Reason 
Why. — This  item  needs  to  be  completed  only  if  the 
patient  is  being  assigned  to  accommodations  other  than 
semi-private.  If  item  12  is  not  completed  at  the  time 
of  admission,  and  other  than  semi-private  accommoda- 
tions are  furnished  at  a  later  date,  item  12  should  be 
completed  when  the  bill  is  submitted. 

If  the  patient  is  furnished  private  accommodations, 
check  the  appropriate  block  indicating  the  reason  for 
this  (patient's  request,  medical  necessity,  other  reason) . 
If  the  "medical  necessity"  or  "other  reason"  block  is 
checked,  type  a  brief  explanation  in  this  item. 

If  private  accommodations  were  medically  necessary, 
the  program  will  pay  the  reasonable  cost  of  these  ac- 
commodations. If  a  private  room  was  furnished  at  the 
patient's  request,  the  program  will  cover  only  the  cost 
of  a  semi-private  room,  and  the  patient  is  responsible 
for  the  difference  between  the  customary  private  room 
charges,  and  the  most  prevalent  customary  semi-private 
room  charges  at  the  time  of  admission.  If  the  patient 
was  furnished  a  private  room  and  this  was  not  at  his 
request  nor  medically  necessary,  the  program  will  pay 
only  the  cost  of  the  most  prevalent  semi-private  accom- 
modations at  that  time;  and  the  patient  may  not  be 
charged  any  additional  amount.  ( See  §  212.2.A 
and  B.) 

If  the  patient  requested  a  private  room,  show  the 
most  prevalent  charge  for  semi-private  accommodations 
in  item  12. 

If  the  patient  is  furnished  ward  accommodations, 
check  the  appropriate  block  indicating  whether  this 
was  done  at  the  patient's  request  or  for  another  reason. 
If  the  "other  reason"  block  is  checked,  type  a  brief  ex- 
planation in  this  item.  Then  enter,  in  the  space  pro- 
vided, the  amount  representing  the  most  prevalent 
charge  for  semi-private  accommodations  in  the  facil- 
ity at  the  time  of  admission.  If  the  patient  is  assigned 
to  a  ward,  and  this  was  not  at  his  request  nor  for  a 
reason  which  the  intermediary  determines  is  consistent 
with  program  purposes,  reimbursement  to  the  facility 
will  be  based  on  the  cost  of  semi-private  accommoda- 
tions minus  the  difference  between  the  customary  semi- 
private  charges  at  the  most  prevalent  rate  and  custom- 
ary ward  charges.     (See  §  212. C.) 


To  determine  the  most  prevalent  charge  for  semi- 
private  accommodations: 

( 1 )  Type  of  accommodation. 

(2)  Total  rooms  of  each  type  for  each  different 
room  rate. 

(3)  Total  beds  found  in  each  type  for  each  room 
rate. 

(4)  Rate  you  charge  daily  for  the  type  of  room. 

(5)  Your  most  prevalent  charge  for  semi-private 
accommodations  is  that  single  rate  that  you  charge 
for  the  largest  entry  appearing  under  your  "total  beds" 
column. 

Example: 


(1) 

Type  of 
accommodation 

(2) 

Total  rooms 
of  this  type 

(3) 

Total  beds 
col.  (1)  X 
col.  (2) 

(4) 

Rate  per 
day 

2  beds  

10 

20 

$14.00 

2  beds  

8 

16 

15.00 

3  beds  

2 

6 

12. 00 

4  beds  

1 

4 

9. 00 

Note:  $14.00  is  the  most  prevalent  semi-private  charge. 


Item  13.  Patient's  Certification  and  Payment  Re- 
quest.— Have  the  patient  or  his  authorized  representa- 
tive read  the  statement  on  the  form  or  the  statement 
in  the  facility's  admission  record  if  the  facility  uses  the 
alternate  signature  procedure  (see  §250.2).  If  the 
facility  obtains  the  signature  on  its  own  form,  the  sig- 
nature line  of  the  original  of  form  SSA-1478  should  be 
stamped  to  indicate  that  the  "Patient's  request  for  pay- 
ment is  on  file."  If  the  signature  is  obtained  on  form 
SSA-1478,  it  is  sufficient  if  it  is  legible  on  the  original 
only. 

If  the  patient  cannot  sign  his  name  because  of  his 
physical  or  mental  condition,  another  person  may  sign 
on  his  behalf;  e.g..  John  J.  Jones  by  Jack  A.  Smith. 
In  certain  situations,  a  facility  representative  may  sign 
on  behalf  of  the  patient.  (See  §  251  for  who  may  file 
a  payment  request. ) 

Briefly  explain  the  reason  why  the  patient  did  not  sign 
the  form  himself  and  show  the  relationship  of  the  signer 
to  the  patient.  This  explanation  should  be  retained 
in  the  facility's  file  if  the  signature  is  obtained  on  the 
facility's  own  record.  If  the  signature  is  on  form 
SSA-1478,  the  explanation  should  accompany  or  be 
included  on  the  billing  form. 

The  statement  should  be  read  to  the  patient  who  signs 
by  mark.  The  signature  by  mark  should  be  witnessed 
by  a  person  who  knows  the  patient.    Enter  the  name 
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This  revision  makes  the  following  changes: 

Section  405,  Submitting  Billing  Forms  in  No-Payment  Cases. — The  requirement  of  a 
billing  every  60  days  until  the  patient's  discharge  or  death  in  no-payment  cases  has  been  eliminated. 
The  billing  will  be  submitted  only  at  discharge  or  death.  The  number  of  items  on  form  SSA-1478 
which  must  be  completed  has  been  reduced.   The  reason  for  no  payment  is  to  be  shown  in  Item  27. 

Section  405.1,  Submitting  Bills  in  No-Payment  Cases  Where  Utilization  Is  Charge- 
able.— This  new  section  provides  instructions  for  submitting  billing  forms  where  the  patient  refuses 
to  request  payment  (or  the  physician  refuses  to  sign  a  certification).  In  these  cases,  the  extended 
care  facility  stays  must  be  counted  against  the  patient's  100  benefit  days  although  no  program 
payment  will  be  made. 

Section  406,  Procedure  For  Submitting  Corrected  Bills. — The  tolerance  for  submitting 
corrected  bills  does  not  apply  where  the  number  of  inpatient  days,  or  any  Part  B  charge  is  affected. 
The  method  of  preparing  corrected  bills  has  been  clarified. 

Arthur  E.  Hess 
Director,  Bureau  of  Health  Insurance 
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EXTENDED  CARE  ADMISSION  AND  BILLING 
HOSPITAL  INSURANCE  BENEFITS  -  SOCIAL  SECURITY  ACT 


Form  Approved 

Budget  Bureau  No.  72-R76S 


I.  PATIENT'S  LAST  NAME 


FIRST  N  AM E 


3.  patient's  address  (Street  number.  City,  State,  Zip  (  ode) 


2.  HEALTH  INSURANCE  CLAIM  NUMBER 


4.  NAME  OF   ATTENDINC  PHYSICIAN 


5.  DATES  OF  PRIOR 
HOSPI  TAL  STAY 

ADMISSION  D'SCHARGE 

1 
1 

0.   EXTENDED  CARE   FACILITY  NAME  AND  ADDRESS 

7.  PROVIDER  NUMBER 

B.  MEOICAL  RECORDNO. 

».   DATE  OF   THIS  ADMISSION 

10.   PAYMFNT  SOURCE   FOR  CHARGES  TO  PATIENT 

I  1  SELF  OR            r  1   SLUE  CROSS        ,  ,  PUBLIC  AGENCY 

1  1  family  1 — '  BLUE  SHIELD           (Give  name) 

I  1  PRIVATE            1  1    EMPLOYER           I  1  OTHER 

' — 'insurance      '  <  OR  UNION  ' — '(Explain) 

I  1 .  NAMES  AND  ADDRESSES  OF  ALL   HOSPI  TALS   AND  EXTENDED  CARE   FACILITIES  FROM  WHICH  PATIENT  WAS  DISCHARGED  IN  PAST  SO  DAYS. 

(If  this  ECF,  give  dates  of  stay). 


12.  REASON   FOR  OTHER   THAN  SEMI-PRIVATE  ACCOMMODATIONS:       i  1  _  .  _,  _„  _.-  _  __, ,  .  .  .  , 

I  I  PATIENT  S  REQUEST  r~J  MEDICAL  NECESSITY        |      ]  OTHER  REASON 

(Describe)  (Specify) 


Most  Prevalent 
Semi-Private  Rate  $ 


13.  PATIENT'S  CERTIFICATION,  AUTHORIZATION  TO  RELEASE  INFORMATION,  AND  PAYMENT  REQUEST.  I  certify  that  the  informati 
given  by  me  in  applying  for  payment  under  Title  XVIII  of  the  Social  Security  Act  is  correct.  I  authorize  release  of  all  records  required  to 
act  on  this  request.   I  request  that  payment  of  authorized  benefits  be  made  on  my  behalf. 


signature  (Patient  or  authorized  representative)  (Signature  by  mark  must  be  witnessed) 

DATE 

ADMITTING  DIAGNOSES                                                EMPLOYMENT   RELATEO         □  YES                  Q  NO 

(a)  Primary 

(b)  Secondary 

DO  NOT  USE  THIS 
SPACE 

IS.  DISCHARGE  OR  CURRENT  DIAGNOSES 

(a)  Primary 

(b)  Secondary 

16.  STATEMENT  OF  SERVIC  ES  RENDERED 

TOTAL 
INPATIENT 
CHARGES 

NON- 
COVERED 
CHARGES 

20.  STATEMENT  COVERS  PERIOD 
FROM  ,          .              'THRU    .  i 
i          l  it 

2  1.   LEAVE  DAYS 

ACCOMMODATIONS 

DAYS 

RATE 

A.  1-Bed 

22.  DATE  UR 
NOTICE 
RECEIVED 

23.  OATE  BENEFITS 
EXHAUSTED 

24.  TOTAL  DAYS 

B.  2-3-4  Bed 

C.  5  or  more  beds 

D.  Physical  Therapy 

23. 

□  DISCHARGED       □oiED      l3^]  PATIENT 

26.  DATE  DISCHARGED 
OR  Dl  ED 

 .     i  

E.  Occupational  Therapy 

F.  Speech  Therapy 

27.  COMPUTATION  OF  INTERIM  PAYMENT 

Reimbursemenr  Amount  t 

G.  Pharmacy 

H.  Other  (Describe) 

I.  TOTALS 

s 

17.  Coinsurance            Days@  S 

18,  Part  B  Services  Furnished  to  other  than  Inpatients 

CHARGES  • 

INTERMEDIARY  USE 

s 

VERIFIED  PRIOR  STAY  DATES 

28.                                   BEGINNING!  THRU 
QUALIFYING  1 
HOSPITAL              !           i         1          !  ! 

 1  i  1  .  .  

PROVIDER  NUMBER 

TOTALS 

28a.  OTHER         :        :       j  : 

19.  Part  B  Charges  paid  by  Patient  5 

29.  SEMI-PRIVATE  DIFFERENTIAL  $ 

32.  I  certify  that  the  required  Physician's  certification  and  recertifications 
are  on  file. 

30.  PART   B  OE- 
OUCTI  BLE 

t 

30a.  COINSURANCE 

s 

31.  REFUND  TO  PATIENT 

s 

St  GN  A  TURE  OF  EXTENOEDCARE  FACILITY  REPRESENTATIVE 

DATE  FWD. 

33.   APPROVED  BY 

OATE 

FORM  SSA- 1478  I  10-931 
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a  spell  of  illness  has  begun,  all  subsequent  hospital 
and  extended  care  facility  stays  must  be  reported  to  the 
Social  Security  Administration,  regardless  of  whether 
hospital  insurance  benefits  are  payable  for  such  stays. 
Specifically,  the  extended  care  facility  should  sub- 
J  mit  a  billing  form : 
— for  the  period  from  the  date  benefits  were  exhausted 

until  the  patient's  discharge  or  death; 
— for  the  period  beginning  with  the  fourth  day  after 
a  utilization  revtew  notice  (concerning  the  lack  of 
medical  need  for  further  extended  care  facility 
services)  is  received,  and  ending  with  the  date  of 
discharge  or  death ; 
— for  the  period  for  which  payment  was  made  or  can 
be  expected  to  be  made  by  a  workmen's  compensa- 
tion plan; 

— for  an  inpatient  extended  care  facility  stay  when 
the  3-day  prior  hospital  stay  and  the  14-day  transfer 
requirements  were  not  met,  or  where  the  services 
were  not  covered  for  some  other  reason  (e.g.,  the 
physician  did  not  believe  that  extended  care  services 
were  required  for  a  condition  for  which  the  patient 
received  hospital  treatment). 

Only  one  bill  is  required  in  a  no-payment  case,  and 
that  bill  should  be  submitted  at  the  time  of  the  patient's 
discharge  or  death.  When  an  extended  care  facility 
submits  a  billing  form  in  one  of  these  cases  where  no 
payment  can  be  made,  only  the  following  items  on  the 
billing  form  should  be  completed:  Items  1,  2,  6,  7,  9, 
10,  14,  15,  161,  18,  20,  25,  26,  and  32.  (The  statement 
concerning  certification  in  item  32  should  be  crossed 
out.) 

A  brief  explanation  should  be  entered  in  item  27 
giving  the  reason  no  payment  can  be  made. 
405.1  Submitting  Bills  in  No-Payment  Cases 
Where  Utilization  Is  Chargeable. — If  the  patient 
refuses  to  sign  a  payment  request  (Form  SSA-1478  or 
substitute  form  provided  by  the  facility),  no  program 
|  payment  can  be  made  to  the  facility,  but  the  stay  must 
|  be  counted  against  the  patient's  100  benefit  days. 


Thus,  a  bill  must  be  submitted  in  these  cases  upon 
the  patient's  discharge  or  death.  (See  §  306  on  sub- 
mitting the  admission  notice. )  All  items  on  the  bill 
should  be  completed.  "Refused  payment"  should  be 
shown  in  item  27.  The  facility  may  bill  the  patient 
for  services. 

If,  in  these  "refused  payment"  cases  a  payment 
request  is  later  signed,  the  facility  should  make  a 
copy  of  the  original  bill  and  send  it  to  the  inter- 
mediary. The  facility  will  make  appropriate  refund  to 
the  patient.  In  item  27,  the  reason  for  no  payment 
on  the  original  bill  should  be  crossed  out,  and  the 
notation  "patient  requested  payment"  should  be 
entered. 

Cases  in  which  a  physician  refuses  to  sign  a  certifi- 
cation, even  though  he  agrees  that  extended  care 
services  are  required,  will  be  handled  in  the  same  way. 
However  the  facility  may  not  bill  the  patient  for  any 
covered  services,  since  its  agreement  with  the  Secretary 
precludes  it  from  doing  so.  The  appropriate  remarks 
are  "refused  certification"  and  "physician  certification 
obtained." 

406.   PROCEDURES  FOR  SUBMITTING  COR- 
RECTED BILLS 

The  facility  may  discover  that  a  bill  already  sub- 
mitted is  incorrect.  No  action  need  be  taken  when  the 
total  charges  are  not  changed  by  more  than  $10,  or  the 
interim  cost  reimbursement  by  more  than  $1,  unless 
the  number  of  inpatient  days,  or  a  Part  B  charge,  is 
changed. 

To  correct  a  previously  submitted  bill,  the  extended 
care  facility  should  reproduce  a  legible  copy  of  the 
submitted  bill.  Any  necessary  corrections  should  be 
made  in  red  in  the  appropriate  item.  The  corrected 
bill  should  be  marked  "DEBIT-ADJ."  in  the  upper 
right-hand  margin.  If  all  charges  and  days  reported  on 
the  previously  submitted  bill  are  to  be  deleted,  mark 
il  "CANCEL  ONLY"  in  the  upper  right-hand  margin.  I 
Send  this  corrected  bill  to  the  intermediary.  .J 
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Section  303,  Admission  Notice. — A  paragraph  has  been  added  to  take  note  of  the  fact  that  re- 
ports of  eligibility  to  hospitals  include  data  about  the  patient's  eligibility  for  extended  care  facility 
benefits.  Where  there  is  a  question  about  the  patient's  entitlement  and  eligibility  for  extended  care 
facility  benefits,  or  the  intermediary's  reply  is  delayed,  the  facility  may  ask  the  transferring  hospital 
for  the  information.  However,  the  facility  should  rot  submit  a  bill  before  receipt  of  the  report  of  eligi- 
bility. 


Section  303.2,  Explanation  of  Admission  Notice  Entries,  Item  12. — A  facility  having  only 
private  accommodations  can  be  paid  only  the  equivalent  of  the  reasonable  cost  of  semiprivate  accom- 
modations unless  the  private  accommodations  were  medically  necessary.  In  completing  this  item,  such 
a  facility  should  use  the  equivalent  semiprivate  rule  as  determined  by  the  intermediary  rather  than 
the  most  prevalent  semiprivate  rate  when  a  private  room  was  not  medically  necessary. 

Thomas  M.  Tierney.  Director 
Bureau  of  Health  Insurance 

Changed  material  is  indicated  in  the  margin  of  page  in  the  following  manner: 

Line  on  which  change  begins 
Line  on  which  change  ends 
Revision  transmittal  sheets  should  be  filed  at  the  end  of  the  manual  as  a  record  of  receipt. 


303.  ADMISSION  NOTICE 

A  participating  hospital  can  receive  payments  for  a 
^specified  number  of  days  under  the  hospital  insurance 
program  for  inpatient  services  furnished  a  beneficiary 
in  good  faith  during  the  period  preceding  receipt  of 
the  intermediary's  report  of  eligibility,  even  though 
that  report  shows  that  as  of  the  time  of  its  receipt  by 
the  hospital  the  beneficiary's  entitlement  to  inpatient 
hospital  services  has  been  exhausted  for  the  current 
spell  of  illness.  However,  there  is  no  such  guarantee 
of  payment  provision  in  the  law  for  extended  care 
facilities.  It  is  important  that  the  extended  care  facil- 
ity admission  notice  be  sent  as  soon  as  possible,  so 
that  a  speedy  report  on  the  patient's  eligibility  may  be 
given  to  the  facility. 

The  facility,  of  course,  may  ask  the  transferring 
hospital  for  information  about  the  patient's  entitle- 
ment and  eligibility  for  ECF  benefits,  without  waiting 
for  the  intermediary's  report  of  eligibility,  in  cases 
where  the  facility  believes  there  may  be  some  question 
about  this,  or  if  the  intermediary  reply  is  delayed. 
I  The  report  of  eligibility  to  the  hospital  includes 
data  about  the  patient's  eligibility  for  ECF  benefits.) 
In  such  cases,  however,  the  facility  should  not  submit 
a  bill  until  the  intermediary's  report  of  eligibility  is 
received. 

i  The  admission  notice  ( see  Exhibit  3 1  data  sent  to 
the  intermediary  should  include  the  information  called 
for  in  items  1  through  14  of  the  form  SSA-1478;  ex- 
cept that  where  item  12  applies,  its  completion  may  be 
delayed  until  the  bill  is  submitted.  The  bottom  two 
copies  of  the  form  SSA-1478  are  the  admission  notice 
copies.  Depending  on  the  arrangements  made  with  the 
intermediary  or  the  social  security  district  office,  the 
facility  may  send  the  admission  notice  copies  of  the 
billing  form  by  mail  or  messenger,  or  may  submit  the 
information  from  these  forms  by  wire  or  telephone. 

303.1  Completing  Admission  Notices. — The  hos- 
1  pital  transfer  form  should  show  the  patient's  name  and 
address;  health  insurance  claim  number:  dates  of  hos- 
pital stay;  welfare  agency  name,  address,  and  case 
number,  if  applicable;  and  a  notation  indicating  work- 
men's compensation,  if  any.  The  facility  should  rely 
on  this  information  in  completing  items  1.  2.  3,  5,  10, 
11,  and  14  of  the  form  SSA-1478.  I  Additional  in- 
i  formation  from  the  patient  or  hospital  may  be  required 
to  complete  items  10  and  11.) 

All  entries  on  the  form  should  be  typed.  Show 
month,  day,  and  year  entries  in  6-digit  numbers,  e.g., 
07/09/67. 


303.2     Explanation  of  Admission  Notice  En- 
tries 

Item  1.  Patient's  Name. — The  patient's  name  should 
be  the  same  as  that  shown  on  the  hospital  transfer  form 
or  on  his  health  insurance  card,  with  the  last  name 
first. 

Item  2.  Health  Insurance  Claim  Number. — Enter 
the  health  insurance  claim  number  as  shown  on  the 
hospital  transfer  form,  the  patient's  health  insurance 
card,  utilization  notices,  the  temporary  eligibility  no- 
tice, or  as  reported  by  the  social  security  district  office. 

Item  3.  Patient's  Address. — Enter  the  patient's  mail- 
ing address. 

Item  4.  Attending  Physician. — Enter  the  name  of  the 
physician  who  is  expected  to  certify  the  medical  neces- 
sity of  the  extended  care  facility  stay. 

Item  5.  Dates  of  Prior  Hospital  Stay. — Enter  the 
dates  of  stay  in  the  hospital  from  which  the  patient 
was  most  recently  discharged  after  a  stay  of  at  least 
3  days.  If  the  facility  does  not  have  in  its  files 
a  hospital  transfer  form  showing  these  dates,  or  a 
w  ritten  report  of  a  telephone  conversation  with  the  hos- 
pital in  which  these  dates  were  furnished,  then  the 
facility  should  not  complete  item  5.  If  item  5  is  not 
completed  attach  an  explanation  to  the  admission 
notice.  The  transferring  hospital's  name  and  address 
should  be  shown  in  item  11.  and  the  intermediary  will 
verify  the  prior-stay  dates  and  enter  them  on  the  bill- 
ing form. 

Items  6  and  7.  Provider  Identification  and  Pro- 
vider Number. — Enter  the  name  and  address  of  the 
extended  care  facility  and  the  assigned  health  insur- 
ance provider  number.  This  information  may  be  pre- 
printed or  stamped  on  all  copies  of  the  form,  if 
desired. 

Item  8.  Medical  Record  Number. — Enter  the  num- 
ber, if  any,  used  by  the  facility  to  identify  the  patient's 
medical  record. 

Item  9.  Date  of  Admission. — Enter  the  date  of  the 
current  admission  in  6-digit  numbers;  e.g.,  09/07/67. 
Show  the  actual  date  of  admission  even  though  this 
was  before  January  1,  1967. 

Item  10.  Payment  Source. — Indicate  who  will  pay 
for  any  services  to  the  patient  which  will  not  be  paid 
for  by  the  health  insurance  program.  More  than  one 
source  may  be  checked,  if  applicable.  If  State  public 
welfare  agency  payments  will  be  made,  show  the  name 
and  address  of  the  agency  and  the  patient's  case  num- 
ber, if  known. 
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Item  11.  Names  and  Addresses  of  Prior-Stay  In- 
stitutions.— Enter  first  the  name  and  address  of  the 
hospital  from  which  the  patient  was  most  recently  dis- 
charged, after  a  stay  of  at  least  3  days.  The  first  entry 
in  item  11  should  always  be  the  name  and  address  of 
the  hospital  to  which  item  5  refers. 

Next  enter  the  name  and  address  of  any  extended 
care  facility  the  patient  entered  in  the  period  between 
his  discharge  from  the  hospital  item  5  refers  to.  and 
his  current  facility  admission.  Also,  enter  the  name 
and  address  of  any  hospital  the  patient  may  have  en- 
tered in  this  period  for  a  stay  of  less  than  3  days. 

The  last  entries  in  item  11  should  be  the  names  and 
addresses  of  any  hospital  or  extended  care  facility  (not 
already  listed )  from  which  the  patient  was  discharged 
in  the  60-day  period  before  the  date  of  admission  to 
the  prior-stay  hospital  in  item  5.  This  information  is 
needed  by  the  intermediary  to  determine  the  number  of 
inpatient  extended  care  facility  benefit  days  for  which 
the  patient  is  eligible  in  the  current  spell  of  illness. 

Prior-stay  institutions  should  be  listed  in  this  item 
regardless  of  whether  they  are  participating  in  the 
health  insurance  program. 

Item  12.  If  the  Patient  Received  Accommodations 
Other  Than  Semi-private,  Explain  the  Reason 
Why. — This  item  needs  to  be  completed  only  if  the 
patient  is  being  assigned  to  accommodations  other  than 
semi-private.  If  item  12  is  not  completed  at  the  time 
of  admission,  and  other  than  semi-private  accommoda- 
tions are  furnished  at  a  later  date,  item  12  should  be 
completed  when  the  bill  is  submitted. 

If  the  patient  is  furnished  private  accommodations, 
check  the  appropriate  block  indicating  the  reason  for 
this  ( patient's  request,  medical  necessity,  other  rea- 
son ) .  If  the  "medical  necessity"  or  "other  reason" 
block  is  checked,  type  a  brief  explanation  in  this  item. 

If  private  accommodations  were  medically  necessary, 
the  program  will  pay  the  reasonable  cost  of  these  ac- 
commodations. If  a  private  room  was  furnished  at  the 
patient's  request,  the  program  will  cover  only  the  cost 
of  a  semi-private  room,  and  the  patient  is  responsible 
for  the  difference  between  the  customary  private  room 
charges,  and  the  most  prevalent  customary  semi-private 
room  charges  at  the  time  of  admission.  If  the  patient 
was  furnished  a  private  room  and  this  was  not  at  his 
request  nor  medically  necessary,  the  program  will  pay 
only  the  cost  of  the  most  prevalent  semi-private  accom- 
modations at  that  time:  and  the  patient  may  not  be 
charged  any  additional  amount.  (See  S  212. 2A 
and  B.) 


If  the  patient  requested  a  private  room,  show  the 
most  prevalent  charge  for  semi-private  accommoda-J 
tions  in  item  12.  ™ 

If  the  patient  is  furnished  ward  accommodations, 
check  the  appropriate  block  indicating  whether  this 
was  done  at  the  patient's  request  or  for  another  reason. 
If  the  "other  reason"  block  is  checked,  type  a  brief  ex- 
planation in  this  item.  Then  enter,  in  the  space  pro- 
vided, the  amount  representing  the  most  prevalent 
charge  for  semi-private  accommodations  in  the  facil- 
ity at  the  time  of  admission.  If  the  patient  is  assigned 
to  a  ward,  and  this  was  not  at  his  request  nor  for  a 
reason  which  the  intermediary  determines  is  consistent 
with  program  purposes,  reimbursement  to  the  facility 
will  be  based  on  the  cost  of  semi-private  accommoda- 
tions minus  the  difference  between  the  customary  semi- 
private  charges  at  the  most  prevalent  rate  and  custom- 
ary ward  charges.    (See  §212.2C.) 

To  determine  the  most  prevalent  charge  for  semi- 
private  accommodations: 

( 1 )  Type  of  accommodation. 

(2)  Total  rooms  of  each  type,  for  each  different 
room  rate. 

(3)  Total  beds  found  in  each  type  for  each  room 
rate. 

(4)  Rate  you  charge  daily  for  the  type  of  room.  | 

( 5 )  Your  most  prevalent  charge  for  semi-private 
accommodations  is  that  single  rate  that  you  charge 
for  the  largest  entry  appearing  under  your  "total  beds" 
column. 


Example : 


(1) 

Type  of 
accommodation 

(2) 

Total  rooms 
of  this  type 

(3) 

Total  beds 
col.  (1)  X 
col.  (2) 

(4) 

Rate  per 
day 

2  beds  

10 

20 

$14.00 

2  beds  

8 

16 

15.00 

3  beds  

2 

6 

12.00 

4  beds  

1 

4 

9.00 

Note:  $14.00  is  the  most  prevalent  semi-private  charge. 

1 

When  the  facility  is  one  which  has  only  private 
accommodations,  the  most  prevalent  semi-private  ac- 
commodation rate  is  not  applicable.  In  such  a  case, 
the  facility  will  use  the  equivalent  semi-private  rate 
established  by  the  intermediary  in  place  of  the  most 
prevalent  semi-private  rate. 
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Item  13.  Patient' s  Certification  and  Payment  Re- 
quest.— Have  the  patient  or  his  authorized  representa- 
tive read  the  statement  on  the  form  or  the  statement 
in  the  facility's  admission  record  if  the  facility  uses  the 
alternate  signature  procedure  (see  §  250.2).  If  the 
facility  obtains  the  signature  on  its  own  form,  the  sig- 
nature line  of  the  original  of  form  SSA-1478  should  be 
stamped  to  indicate  that  the  "Patiejit's  request  for  pay- 
ment is  on  file.'"  If  the  signature  is  obtained  on  form 
SSA-1478.  it  is  sufficient  if  it  is  legible  on  the  original 
only. 

If  the  patient  cannot  sign  his  name  because  of  his 
physical  or  mental  condition,  another  person  may  sign 
on  his  behalf:  e.g..  John  J.  Jones  by  Jack  A.  Smith. 
In  certain  situations,  a  facility  representative  may  sign 
on  behalf  of  the  patient.  ( See  §  251  for  who  may  file 
a  payment  request.) 

Briefly  explain  the  reason  why  the  patient  did  not 
sign  the  form  himself  and  show  the  relationship  of  the 
signer  to  the  patient.  This  explanation  should  be  re- 
tained in  the  facility's  file  if  the  signature  is  obtained 
on  the  facility's  own  record.  If  the  signature  is  on 
form  SSA-1478,  the  explanation  should  accompany  or 
be  included  on  the  billing  form. 

The  statement  should  be  read  to  the  patient  who 
signs  by  mark.  The  signature  by  mark  should  be  wit- 
nessed by  a  person  who  knows  the  patient.  Enter  the 
name  and  address  of  any  person  witnessing  the  signa- 
ture by  mark. 

Item  14.  Admitting  Diagnoses. — Enter  the  primary 
arid  secondary  diagnoses.  The  physician's  certifica- 
tion will  indicate  that  inpatient  extended  care  services 
are  required  for  a  condition  for  which  the  patient  was 
receiving  inpatient  hospital  services.  Use  standard 
nomenclature  from  "Standard  Nomenclature  of  Dis- 
eases and  Operations."  "Current  Medical  Terminology, 
Surgical  Section."  and  "Current  Procedural  Terminol- 

ogy." 

Check  the  appropriate  block  indicating  whether  a 
workmen's  compensation  claim  is  involved.  (See 
§  258.) 

304.  REPLY  TO  NOTICE  OF  ADMISSION 

The  bottom  portions  of  the  admission  copies  of  form 
SSA-1478  are  designed  to  provide  eligibility  informa- 
tion in  response  to  the  extended  care  facility  admis- 
sion notices.  (See  Exhibit  3.)  The  intermediary  may 
use  the  form  for  this  purpose,  or  may  give  the  eligibil- 
ity information  to  the  faciilty  by  wire  or  telephone,  de- 
pending upon  the  arrangements  made  between  the 
facility  and  the  intermediary.  The  direct-dealing  ex- 
tended care  facility  will  receive  a  form  reply  (form 


SSA-1568)  to  the  Notice  of  Admission  from  Bureau 
of  Health  Insurance.  Direct  Beimbursement  Branch. 
Baltimore.  Maryland. 

Whether  the  reply  is  given  by  mail,  telephone,  or 
wire  to  the  facility,  it  will  contain  the  following  eligi- 
bility information  called  for  on  the  "Report  of  Eligibil- 
ity" portion  of  the  admission  notice: 

A.  Effective   Date — Hospital   Insurance. — The 

month  and  year  of  the  patient's  entitlement  to  hospital 
insurance  benefits  (Part  A)  will  be  shown.  If  not 
entitled,  the  entry  will  so  indicate. 

B.  Effective  Date — Medical  Insurance. — This 
will  show  the  month  and  year  of  the  patient's  entitle- 
ment to  medical  insurance  (Part  B).  The  entry  will 
so  indicate  if  the  patient  is  not  entitled  to  Part  B  bene- 
fits. 

C.  ECF  Days  Remaining. — The  number  of  ex- 
tended care  facility  days  for  which  payment  can  be 
made  in  full  for  the  current  spell  of  illness  will  be 
shown  in  the  "Full"  block.  The  number  of  days  re- 
maining, for  which  the  patient  must  pay  the  coinsur- 
ance amount,  will  be  shown  in  the  "Coinsurance" 
block.  "None"  will  be  showm  where  applicable. 

D.  Pints  Remaining — Blood  Deductible. — This 
item  is  for  informational  purposes. 

E.  3— Day  Hospital  Stay  Requirement. — The  in- 
termediary will  complete  this  item  to  show  whether 
this  requirement  is  "Met"  or  "Not  Met." 

F.  14-Day  Transfer  Requirement. — The  inter- 
mediary will  complete  this  item  to  show  whether  the 
14-day  requirement  is  "Met"  or  "Not  Met." 

G.  HHA  Visits  Remaining — -Hospital  Insur- 
ance and  Medical  Insurance. — The  number  of  home 
health  visits  remaining  under  Part  A  will  be  shown. 
Bemaining  home  health  visits  under  Part  B  will  not  be 
routinely  shown  in  replying  to  extended  care  facility 
Notices  of  Admission. 

H.  Medical  Plan  Deductible. — The  status  of  this 
deductible  will  be  indicated  by  a  checkmark  in  the 
block  designated  "Met"  or  "Not  Met."  If  the  deduct- 
ible is  not  met,  the  amount  remaining  to  be  met  will 
not  be  shown.  If  the  reply  shows  the  deductible  is 
"Not  Met,"  and  Part  B  services  have  been  furnished, 
the  extended  care  facility  should  ask  the  patient  wheth- 
er he  has  had  any  previous  Part  B  expenses  which 
could  be  counted  toward  the  deductible.  (See  §  115.3.) 
The  facility  should  try  to  determine  whether  the 
patient  has  satisfied  the  Part  B  deductible  before 
charging  him  this  amount. 
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The  intermediary  will  determine  the  patient's  exact 
Part  B  deductible  status  upon  receipt  of  the  facility's 
bill. 

I.  Open  Item  Information. — The  information  in 
this  block  will  be  completed  by  the  intermediary  when 
verifying  reports  of  "extended  care  facility  open  items" 
(admissions  recorded  in  SSA  central  records,  but  not 
closed  out  by  processing  of  a  bill). 

Where  there  is  an  extended  care  facility  open  item 
reported  from  the  SSA  central  record,  this  "open  item" 
must  be  processed  before  the  current  bill  can  be  proc- 
essed. The  intermediary  (or  the  SSA  Direct  Reim- 
bursement Branch  in  the  case  of  a  direct-dealing  pro- 
vider) will  get  in  touch  with  the  "open  item"  provider 
to  verify  the  stay,  the  date  of  the  prior  discharge,  and 
status  of  the  bill.  The  intermediary  will  use  the  prior 
stay  information  to  compute  the  remaining  days  of 
eligibility. 

Remarks. — Any  necessary  explanation  of  eligibility 
information  will  be  shown.  This  will  include  correc- 
tions in  the  name  or  health  insurance  claim  number  re- 
ported by  the  facility.  When  changes  of  this  sort  are 
reported,  the  name  and  claim  number  information  on 
the  billing  form  should  be  changed  accordingly. 

If  name  and  claim  number  information  were  not 
matched,  the  intermediary  will  request  the  facility  to 
verify  the  claim  number.   (See  §  302.4.) 

305.  RETROACTIVE  ENTITLEMENT 

It  may  happen  that  an  individual  over  65  years  of 
age  does  not  establish  his  entitlement  to  hospital  in- 
surance benefits  until  after  his  discharge  from  an  ex- 
tended care  facility.  In  such  a  case,  payment  may  be 
made  for  extended  care  service  furnished  in  a  retroac- 
tive period  of  up  to  12  months,  but  not  before  January 
1,  1967.  When  a  beneficiary  inquires  about  retroac- 
tive entitlement,  he  will  usually  have  a  Social  Security 
Administration  notice  which  prompted  his  inquiry. 
In  these  cases,  the  facility  should  follow  the  Notice  of 
Admission  procedure  to  verify  the  patient  s  eligibility. 
When  this  is  verified,  the  facility  should  refund  to  the 
patient  any  payments  he  made  for  services  which  are 


covered  by  the  program,  and  submit  a  bill  to  the  in- 
termediary. 

306.  INITIATING  NOTICES  OF  ADMISSION 
WHERE  NO  PAYMENT  WILL  BE  MADE 

§  405  explains  that  extended  care  facilities  will  sub- 
mit billing  forms  even  when  no  payments  under  the 
program  may  be  made.  In  most  such  cases,  Notices  of 
Admission  will  have' been  initiated  as  a  normal  course 
of  procedure  to  determine  the  patient's  eligibility. 
However,  there  will  be  some  situations  where,  at  ad- 
mission, the  individual  states  that  benefits  have  been 
exhausted  in  the  current  spell  of  illness.  The  extended 
care  facility  should  nevertheless  initiate  a  Notice  of 
Admission.  This  notice  will  serve  to  verify  that  the 
patient  has  in  fact  no  remaining  eligibility,  and  also 
help  to  keep  the  beneficiary's  utilization  record  current. 

Notices  of  Admission  should  also  be  sent  even 
though  workmen's  compensation  has  paid  or  can  be 
expected  to  pay  the  entire  bill,  the  services  are  not 
covered,  the  3-day  hospital  stay  and  14-day  transfer 
requirement  are  not  met,  or  the  patient  refuses  to 
request  payment. 

Where  the  patient  refuses  to  request  payment  and 
does  not  furnish  his  health  insurance  claim  number, 
the  facility  should  get  in  touch  with  the  SSA  district 
office  for  assistance  in  obtaining  this  number.  If  the 
patient  refuses  to  request  payment  which  could  other- 
wise be  made  on  his  behalf,  his  utilization  record  must 
nevertheless  be  charged  for  covered  extended  care  serv- 
ices furnished  him. 

After  the  report  of  eligibility  is  received  in  such  no- 
payment  cases,  billing  forms  should  be  forwarded,  to 
keep  the  patient's  utilization  record  current,  in  accord- 
ance with  §  405. 

399.  EXHIBITS 

Exhibit  1.  Health  Insurance  Cards  and  Claim  Num- 
bers 

Exhibit  2.  Temporary  Eligibility  Notice 
Exhibit  3.  Extended   Care  Admission  and  Billing 
(Admission  Copy) — Form  SSA-1478 
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USING  THE  EXTENDED  CARE  FACILITY  MANUAL 

Use  It  for  Reference 

The  manual  covers  not  only  routine  information  for  your  day-to-day  operations  but 
tries  to  anticipate  infrequent  situations  that  could  occur.  It  has  been  indexed  for  ease 
of  reference. 

Keep  It  Available 

Pages  are  punched  for  any  standard-size  three-ring  binder.  Keep  it  bandy  and  ask 
for  as  many  extra  copies  as  you  need. 

Keep  It  Up-to-Date 

Insert  or  replacement  pages  and  supplements  lor  additions  and  revisions  will  be 
furnished  through  your  intermediary.  Maintain  a  control  on  all  manuals  to  assure  im- 
mediate updating. 


FOREWORD 


This  manual  is  designed  for  use  by  extended  care  facilities  which  will  be  billing  for 
services  furnished  under  the  provisions  of  the  Health  Insurance  for  the  Aged  Act  of  1965. 
It  contains  informational  and  procedural  material  the  facility  will  need  to  assist  in  prompt 
and  efficient  payment  of  claims  and  to  answer  questions  which  patients  may  ask  about  the 
program.  This  issuance  should  help  to  assure  that  the  law  is  uniformly  applied  nationally 
without  regard  to  where  covered  services  are  furnished.  The  facility's  intermediary  will 
issue  any  necessary  additional  instructions  on  matters  which  concern  the  relationship 
between  facilities  and  intermediaries. 

The  manual  does  not  have  the  effect  of  regulations,  but  a  careful  effort  has  been  made 
to  insure  that  the  provisions  of  the  law  and  proposed  regulations  are  accurately  reflected. 

The  procedures  described  in  this  manual  have  been  devised  to  satisfy  the  administra- 
tive needs  of  the  program  with  a  minimum  of  inconvenience  to  beneficiaries,  and  to 
extended  care  facilities  and  their  intermediaries.  We  believe  that  the  vast  majority  of 
claims  will  lend  themselves  to  simple,  routine  handling. 

The  manual  is  designed  to  accommodate  new  pages  as  further  interpretations  of  the 
law  and  changes  in  procedures  are  made.  Accordingly,  supplements,  and  revised  sections, 
pages  or  chapters  will  be  issued  as  the  need  presents  itself. 

Your  intermediary  will  answer  any  questions  you  may  have  about  policies  and  pro- 
cedures in  the  program.  Extended  care  facilities  dealing  directly  with  the  Social  Security 
Administration  may  direct  questions  to  the  servicing  social  security  district  office  for  reply 
or  refer  them  to  the  Bureau  of  Health  Insurance  Regional  Representative. 

Arthur  E.  Hess 
Director,  Bureau  of  Health  Insurance 


(ii) 


Chapter  I  = 

GENERAL  INFORMATION  ABOUT  THE  PROGRAM 

Section  Page 

Introduction   100  3 

Discrimination  Prohibited   102  3  -« 

Disclosure  of  Information   104  3 

Hospital  Insurance — A  Brief  Description   110  4 

Posthospital  Extended  Care  Services   110.  1  4  < 

Inpatient  Hospital  Services   110.2  4  j 

Outpatient  Hospital  Diagnostic  Services   110.  3  4 

Posthospital  Home  Health  Services   110.  4  5  J 

Supplementary  Medical  Insurance — A  Brief  Description. . .  .-   115  5  ; 

Benefits   115.  15  j 

Basis  for  Payment   115. 2  6  J 

Deductible  and  Coinsurance   115. 3  6  J 

Entitlement  to  Hospital  Insurance   120  6  ■ 

Entitlement  to  Supplementary  Medical  Insurance   122  7  i 

Premiums   122.  1  7  '<■ 

Beginning  of  Coverage   122.  2  8 

End  of  Coverage   122.  3  8 

Federal  Government  Administration  of  the  Health  Insurance  Program   130  8 

The  Social  Security  Administration   130. 1  8 

The  Public  Health  Service   130.  2  9 

The  Welfare  Administration   130.  3  9 

Advisory  Groups   131  9  | 

The  Health  Insurance  Benefits  Advisory  Council   131.1  9  c 

The  National  Medical  Review  Committee   131.  2  9 

State  Agencies   132  9 

Hospital  Insurance  Intermediaries   135  9 

Medical  Insurance  Carriers   137  10 

Financing  Hospital  Insurance  Program   140  10 

Financing  Supplementary  Medical  Insurance  Program   142  10 


Chapter  I 


GENERAL  INFORMATION  ABOUT  THE  PROGRAM 


100.  INTRODUCTION 

The  Health  Insurance  for  the  Aged  Act,  Title 
XVIII  of  the  Social  Security  Act,  has  made  available 
to  nearly  every  American  65  years  of  age  and  older 
a  broad  program  of  health  insurance  designed  to  as- 
sist the  Nation's  elderly  to  meet  hospital,  medical,  and 
other  health  costs.  The  program  includes  two  re- 
lated health  insurance  programs — hospital  insurance 
(  Part  A  of  the  law)  and  voluntary  supplementary  med- 
ical insurance  (Part  B  of  the  law) . 

The  conduct  of  the  program  has  been  delegated  by 
the  Secretary  of  Health,  Education,  and  Welfare,  to 
the  Commissioner  of  Social  Security.  Congress  has 
provided  substantial  administrative  roles  for  the  States 
and  for  voluntary  insurance  organizations  in  recogni- 
tion of  their  experience  in  the  health  care  and  insurance 
fields. 

The  law  specifically  prohibits  the  Federal  Govern- 
ment from  exercising  supervision  or  control  over  the 
practice  of  medicine,  the  manner  in  which  medical 
services  are  provided,  and  the  administration  or  opera- 
tion of  medical  facilities.  The  patient  is  free  to  choose 
any  qualified  institution,  agency,  or  person  offering 
him  services.  The  responsibility  for  his  treatment  and 
the  control  of  his  care  remains  with  his  physician  and 
the  hospital,  facility,  or  agency  furnishing  him  services. 
The  individual  may  keep  or  obtain  any  other  health 
insurance  he  desires. 

102.  DISCRIMINATION  PROHIBITED 

Participating  providers  of  services  under  the  hospi- 
tal insurance  program,  i.e.,  hospitals,  extended  care  fa- 
cilities, and  home  health  agencies,  must  comply  with 
the  requirements  of  Title  VI  of  the  Civil  Rights  Act 
of  1964.  Under  the  provisions  of  that  Act  a  participat- 
ing extended  care  facility  is  prohibited  from  making  a 
distinction  on  the  ground  of  race,  color,  or  national 
origin  in  the  admission  and  treatment  of  patients;  the 
accommodations  provided;  the  use  of  equipment  and 
other  facilities;  and  the  assignment  of  personnel  to 
provide  services. 

The  Department  of  Health,  Education,  and  Welfare 


is  responsible  for  investigating  complaints  of  noncom- 
pliance. 

104.  DISCLOSURE  OF  INFORMATION 

Records  and  information  acquired  in  the  administra- 
tion of  the  Social  Security  Act  are  confidential  and  may 
be  disclosed  only  under  the  conditions  prescribed  in  reg- 
ulations or  on  the  express  authorization  of  the  Com- 
missioner of  Social  Security.  The  regulations  of  the 
Department  of  Health,  Education,  and  Welfare  regard- 
ing the  confidentiality  of  records  and  information  apply 
not  only  to  governmental  agencies,  but  also  to  public 
and  private  agencies  participating  in  the  administration 
of  the  program  as  well  as  those  institutions,  facilities, 
agencies,  and  persons  providing  services,  and  those  fur- 
nishing services  under  arrangements  with  a  provider  of 
services. 

However,  the  information  in  the  provider's  medical 
records  of  a  patient  (except  for  information  therein 
furnished  specifically  for  purposes  of  a  claim  under  the 
program — such  as  the  individual's  health  insurance 
claim  number,  the  fact  of  his  entitlement  to  health  insur- 
ance benefits,  and  medical  and  other  information  ob- 
tained from  the  Social  Security  Administration  or  an 
intermediary,  etc. )  is  not  subject  to  these  rules  and  regu- 
lations even  though  the  patient  receives  benefits  under 
this  program.  These  records,  however,  may  be  subject 
to  State  or  local  laws  or  extended  care  facility  rules  gov- 
erning disclosure,  and  are  subject  to  the  requirement  of 
confidentiality  in  the  "Conditions  of  Participation  for 
Extended  Care  Facilities." 

Disclosure  by  a  provider  of  records  or  information 
acquired  under  the  health  insurance  program  is  per- 
mitted only  when  the  record  or  information  is  to  be  used 
in  connection  with  a  claim  for  health  insurance  benefits 
and  such  disclosure  is  necessary  for  the  proper  perform- 
ance of  the  duties  of  any  officer  or  employee  of  the  De- 
partment of  Health,  Education,  and  Welfare,  or  for  the 
proper  performance  of  the  duties  in  administration  of 
the  health  insurance  program  of  any  officer  or  employee 
of  a  public  or  private  agency  or  organization  which  has 
entered  into  an  agreement  with  the  Secretary  of  Health. 


Education,  and  Welfare  to  perform  certain  administra- 
tive functions  under  the  program. 

Program  information  furnished  by  an  extended  care 
facility  to  a  State  agency  certifying  providers  in  the 
health  insurance  program  may,  with  the  approval  of 
the  Department  of  Health,  Education,  and  Welfare, 
be  disclosed  by  the  State  agency  to  the  State  licensing 
authority  if  the  information  relates  to  the  provider's 
compliance  or  noncompliance  with  the  licensure  require- 
ments. 

Health  insurance  information  may  not  be  disclosed 
by  extended  care  facilities,  other  than  as  described 
above,  except  under  the  conditions  prescribed  by  regula- 
tions and  in  accordance  with  procedures  established 
by  the  Social  Security  Administration.  The  Adminis- 
tration has  issued  guidelines  to  be  used  by  intermedi- 
aries in  making  arrangements  with  State  welfare  agen- 
cies for  the  release  of  billing  information  to  the  welfare 
agencies  in  those  cases  in  which  payment  of  the  cost 
of  extended  care  services  is  to  be  made  both  under  the 
health  insurance  program  and  the  State  welfare  pro- 
gram. Where  State  agencies  have  entered  into  agree- 
ments with  health  insurance  intermediaries,  implemen- 
tation of  the  procedures  will  depend  upon  the  State 
welfare  agencies  making  the  necessary  arrangements 
with  the  facility  involved. 

110.  HOSPITAL  INSURANCE— A  BRIEF 
DESCRIPTION 

This  is  the  basic  part  of  the  health  insurance  program 
and  is  designed  to  help  patients  defray  the  expenses 
incurred  by  hospitalization  and  related  care.  In  addi- 
tion to  inpatient  hospital  benefits,  hospital  insurance 
covers  outpatient  hospital  diagnostic  services,  posthos- 
pital  care  in  extended  care  facilities,  and  in  the  patient's 
home  by  home  health  agencies.  In  providing  these 
benefits,  recognition  was  given  to  the  need  for  con- 
tinued treatment  after  hospitalization  and  the  need  to 
encourage  the  use  of  less  expensive  substitutes  for  in- 
patient hospital  care.  Program  payment  for  services 
rendered  to  beneficiaries  by  providers  (i.e.,  hospitals, 
extended  care  facilities,  and  home  health  agencies)  may 
be  made  only  to  the  provider,  and  is  based  on  the  reas- 
onable cost  of  the  covered  services  furnished. 

110.1  Posthospital  Extended  Care  Services. — 
Coverage  of  extended  care  services  is  provided  under 
hospital  insurance.  The  definition  of  the  extended 
care  facility,  requirements  for  coverage,  a  description 
of  extended  care  benefits,  and  the  applicable  coinsur- 
ance, limitations  and  exclusions  are  fully  treated  in 
Chapter  II. 

1 10.2  Inpatient  Hospital  Services. — The  items 


and  services  covered  include:  bed  and  board  in  a  semi- 
private  (2  to  4  beds)  accommodation,  unless  a  private 
room  is  medically  necessary;  nursing  and  other  re- 
lated services;  use  of  hospital  facilities  and  medical 
social  services  ordinarily  furnished  by  the  hospital  for 
the  care  and  treatment  of  inpatients;  drugs,  biologicals, 
supplies,  appliances,  and  equipment  for  use  in  the 
hospital,  which  are  ordinarily  furnished  by  the  hos- 
pital; diagnostic  or  other  therapeutic  items  or  services 
furnished  by  the  hospital  or  by  others  under  arrange- 
ments made  by  the  hospital;  services  by  interns  or 
residents-in-training  if  they  are  under  a  teaching  pro- 
gram approved  by  the  American  Medical  Association, 
American  Osteopathic  Association,  or  American  Dental 
Association;  and  cost  of  whole  blood  after  the  first 
3  pints  in  a  spell  of  illness  and  all  costs  of  administer- 
ing the  blood  including  the  provider's  costs  of  adminis- 
tering the  first  3  pints. 

The  patient  is  entitled  to  payment  on  his  behalf  for 
up  to  90  days  of  inpatient  hospital  services  in  each 
spell  of  illness.  There  is  an  inpatient  hospital  deduct- 
ible of  $40  in  each  spell  of  illness  and  a  coinsurance 
amount  of  $10  per  day  after  the  60th  day  and  through 
the  90th  day.  The  deductible  and  coinsurance  amounts 
are  subject  to  change  on  January  1,  1969,  and  on  the 
first  day  of  each  year  thereafter. 

Inpatient  tuberculosis  hospital  services  are  covered 
if  the  services  furnished  to  the  individual  are  services 
which  can  reasonably  be  expected  to  improve  his  con- 
dition or  render  it  noncommunicable.  Inpatient  psy- 
chiatric hospital  services  are  covered  if  the  services 
furnished  to  the  patient  are  furnished  when  he  is  re- 
ceiving intensive  treatment,  or  are  necessary  for  medi- 
cally required  inpatient  diagnostic  study.  Where  an 
individual  is  in  a  qualified  tuberculosis  or  psychiatric 
hospital  on  the  first  day  of  the  first  month  for  which 
he  is  entitled  to  hospital  insurance  benefits,  the  days 
on  which  he  was  an  inpatient  of  such  a  hospital  in  the 
90-day  period  immediately  before  his  first  day  of  en- 
titlement must  be  counted  in  determining  the  90-day 
limit  on  inpatient  hospital  services  in  his  first  spell  of 
illness.  In  addition,  there  is  a  lifetime  limitation  of 
190  days  for  payment  for  inpatient  psychiatric  hos- 
pital services.  A  period  spent  in  a  psychiatric  hos- 
pital prior  to  entitlement,  however,  does  not  count 
against  the  190  days. 

110.3  Outpatient  Hospital  Diagnostic  Serv- 
ices.— Outpatient  hospital  diagnostic  services  covered 
under  hospital  insurance  include — 

A.  diagnostic  tests  and  related  services  to  the  extent 
that  they  would  not  be  excluded  if  performed  on  an 
inpatient  basis; 
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B.  drugs  and  biologicals  necessary  for  diagnostic 
study: 

C.  the  services  rendered  in  connection  with  a  diag- 
nostic study  by  an  intern  or  resident-in-training  under 
an  approved  teaching  program ;  and 

D.  other  services  and  supplies  if  customarily  fur- 
nished to  outpatients  for  purposes  of  diagnostic  study. 

Benefits  are  payable  on  the  basis  of  a  diagnostic 
study  period,  which  is  a  period  of  20  consecutive  days 
beginning  with  the  first  day,  not  included  in  a  pre- 
vious diagnostic  study,  on  which  the  patient  receives 
outpatient  diagnostic  services. 

The  deductible  for  outpatient  hospital  diagnostic 
services  during  each  diagnostic  study  is  one-half  the 
inpatient  hospital  deductible,  or  $20.  This  deductible 
amount  counts  as  an  incurred  expense  for  individuals 
with  supplementary  medical  insurance  coverage. 
After  satisfying  the  $20  deductible,  the  patient  is  re- 
sponsible for  a  coinsurance  amount  equal  to  20  percent 
of  the  reasonable  charges,  not  in  excess  of  the  amount 
customarily  charged,  for  the  outpatient  hospital  diag- 
nostic services  rendered  during  the  diagnostic  study. 
110.4  Posthospital  Home  Health  Services. — 
Home  health  services  under  hospital  insurance  include 
up  to  100  home  health  visits  after  the  beginning  of  one 
spell  of  illness  and  before  the  beginning  of  the  next 
furnished  a  patient  within  one  year  of  his  most  recent 
discharge  from  a  hospital  of  which  he  was  an  inpatient 
for  at  least  3  consecutive  calendar  days.  If,  after  his 
hospitalization,  he  had  a  covered  stay  in  an  extended 
care  facility,  the  1  year  during  which  the  patient  may 
receive,  home  health  services  begins  with  the  discharge 
from  the  extended  care  facility.  A  plan  of  treatment 
must  be  established  within  14  days  after  the  hospital 
or  extended  care  facility  discharge.  Home  health  serv- 
ices are  provided  also  under  supplementary  medical 
insurance.     (For  the  latter,  see  §  115.1.) 

The  patient  receiving  posthospital  home  health  serv- 
ices must  be  under  the  care  of  a  physician  who  must 
establish  and  periodically  review  the  plan  for  his  pa- 
tient's care.  To  be  covered  the  services  must  be  re- 
quired by  a  condition  for  which  the  patient  required 
inpatient  hospital  services  or  extended  care  services 
and  the  patient  must  be  confined  to  his  home.  Dis- 
charge from  the  period  of  hospitalization  required  for 
home  health  services  must  occur  after  June  30,  1966, 
or  on  or  after  the  first  day  of  the  month  in  which 
the  patient  attains  age  65,  whichever  is  later. 

Home  health  services  are  services  provided  by  a 
home  health  agency  or  by  others  under  arrangements 
with  such  an  agency.  A  home  health  agency  is  a  pub- 
lic or  private  organization  which  is  primarily  engaged 


in  providing  skilled  nursing  and  other  therapeutic 
services.  Where  applicable,  the  agency  must  be  li- 
censed under  State  or  local  law,  or  be  approved  by  the 
State  or  local  licensing  agency  as  meeting  the  licensing 
standards.  Examples  of  home  health  agencies  are  visit- 
ing nurse  associations,  official  health  agencies,  and  hos- 
pital-based home  care  programs.  To  participate  in  the 
health  insurance  program  a  home  health  agency  must 
meet  certain  other  requirements  included  in  the  law 
as  well  as  health  and  safety  conditions  prescribed  by 
the  Secretary  of  Health,  Education,  and  Welfare.  It 
may  not  qualify  under  hospital  insurance,  however,  if 
it  is  primarily  engaged  in  the  treatment  of  mental 
diseases. 

These  services  are  usually  furnished  on  a  visiting 
basis  in  a  place  of  residence  used  as  the  individual's 
home.  However,  outpatient  services  in  a  hospital,  ex- 
tended care  facility,  or  rehabilitation  center  are  covered 
home  health  services,  if  arranged  for  by  a  home  health 
agency,  when  equipment  is  required  that  cannot  be 
made  available  in  the  patient's  home. 

Covered  home  health  services  include  part-time  nurs- 
ing care  by  or  under  the  supervision  of  a  registered 
professional  nurse;  physical,  occupational,  or  speech 
therapy;  medical  social  services;  certain  services  of  a 
home  health  aide;  medical  supplies  (other  than  drugs 
and  biologicals)  ;  and  the  use  of  medical  appliances. 
The  costs  of  housekeepers,  food  service  arrangements, 
and  transportation  to  outpatient  facilities  are  excluded 
as  home  health  services. 

The  services  of  an  intern  or  resident-in-training  are 
covered  if  the  agency  and  hospital  are  affiliated  or  un- 
der common  control  and  the  agency  bills  for  the 
services. 

115.  SUPPLEMENTARY  MEDICAL  INSUR- 
ANCE— A  BRIEF  DESCRIPTION 
115.1  Benefits. — The  voluntary  medical  insurance 
plan  is  designed  to  supplement  the  basic  hospital  in- 
surance coverage.  It  provides  coverage  effective  July 
1,  1966,  for  (a)  home  health  visits  and  (b)  medical 
and  other  health  services. 

A.  Medical  insurance  covers  home  health  services 
for  up  to  100  visits  during  the  calendar  year  ( in  addi- 
tion to  the  visits  covered  under  hospital  insurance) 
but  without  the  requirement  of  prior  inpatient  hospital 
care. 

B.  Medical  and  other  health  services  include : 

1.  Physicians'  services  (see  definition  of  "'physi- 
cian" below)  including  surgery,  consultation,  and 
home,  office,  and  institutional  calls. 

Regardless  of  the  actual  expenses  for  physician  serv- 


ices  incurred  in  the  treatment  of  mental,  psychoneu- 
rotic, or  personality  disorders  of  persons  who  are  not 
inpatients  of  hospitals,  the  amount  of  such  expenses  that 
can  be  counted  in  a  calendar  year  is  limited  to  the  lesser 
of  $312.50  or  62.5  percent  of  the  actual  expenses. 

Physician  means  a  doctor  of  medicine  or  osteop- 
athy (including  osteopathic  practitioner)  legally  au- 
thorized to  practice  by  a  State  in  which  he  performs 
the  function  or  action.  A  doctor  of  dental  surgery 
or  dental  medicine  having  State  authorization  to  prac- 
tice is  also  defined  as  a  physician  but  only  for  surgery 
related  tc  the  jaw  or  any  structure  contiguous  to  the 
jaw,  or  the  reduction  of  a  fracture  of  the  jaw  or  any 
facial  bone.  (These  services  must  be  services  that 
could  be  performed  by  either  a  qualified  physician  or 
dentist;  routine  dental  care  is  not  included.)  The  serv- 
ices performed  by  physicians  within  these  definitions 
are  subject  to  any  limitations  imposed  by  the  State  on 
the  scope  of  practice. 

2.  Services  and  supplies  (including  drugs  and  bio- 
logicals  which  cannot  be  self-administered)  incident  to 
physicians'  professional  services  and  of  kinds  com- 
monly furnished  by  a  physician  in  his  office  and  which 
are  commonly  rendered  without  charge  or  included  in 
his  bill,  and  hospital  services  incident  to  physicians' 
services  rendered  to  outpatients. 

3.  Diagnostic  X-ray,  laboratory,  and  other  diagnostic 
tests  unless  furnished  as  outpatient  hospital  services  to 
patients  having  Part  A  coverage. 

4.  X-ray,  radium,  and  radioactive  isotope  therapy 
(including  material  and  services  of  technicians). 

5.  Surgical  dressings,  and  splints,  casts,  and  other 
devices  used  for  reduction  of  fractures  and  dislocations. 

6.  Rental  (for  use  in  the  patient's  residence,  includ- 
ing an  institution  used  as  his  home)  of  such  durable 
medical  equipment  as  iron  lungs,  oxygen  tents,  wheel- 
chairs, and  special  beds. 

7.  Ambulance  service,  where  the  use  of  other  trans- 
portation is  contraindicated  by  the  patient's  condition. 

8.  Prosthetic  devices  (other  than  dental)  replacing 
all  or  part  of  an  internal  body  organ,  including  replace- 
ment of  such  devices. 

9.  Leg,  arm,  back,  and  neck  braces,  and  artificial 
legs,  arms,  and  eyes,  including  replacements  if  required 
because  of  a  change  in  physical  condition. 

115.2  Basis  for  Payment. — Payment,  based  on 
reasonable  charges,  may  be  made  to  or  on  behalf 
of  individuals  covered  by  medical  insurance  for  serv- 
ices of  physicians  and  other  nonprovider  services  fur- 
nished under  the  plan.  In  determining  the  reasonable- 
ness of  charges,  the  carrier  takes  into  consideration  the 
customary  charges  of  the  physician  (or  other  person 


rendering  the  service)  as  well  as  the  prevailing  charges 
in  the  locality  generally  made  for  similar  services.  A 
charge  is  not  reasonable  if  it  is  higher  than  the  charge 
applicable  for  a  comparable  service  and  under  com- 
parable circumstances  to  the  intermediary's  own  policy- 
holders or  subscribers. 

Payment  for  services  covered  by  medical  insurance 
and  rendered  by  a  hospital,  extended  care  facility,  or 
home  health  agency,  or  under  arrangements  made  by 
such  provider,  is  based  on  the  reasonable  cost  of  the 
services  and  is  made  only  to  the  provider  of  services. 
This  is  the  same  basis  for  reimbursement  as  under  the 
hospital  insurance  plan  and  accords  with  the  provider's 
undertaking  in  the  participation  agreement  to  accept 
reasonable  cost  as  full  payment  for  services  rendered. 
115.3  Deductible  and  Coinsurance. — In  each 
calendar  year  a  deductible  of  $50  must  be  satisfied 
before  payment  may  be  made  under  the  supplementary 
medical  insurance  plan.  Expenses  applied  toward  the 
deductible  in  the  last  3  months  of  a  year  may  also  be 
applied  toward  the  deductible  in  the  following  year. 
After  the  deductible  has  been  satisfied,  payment  by  the 
supplementary  medical  insurance  program  will  be  made 
for  80  percent  of  the  reasonable  charge  for  physicians' 
and  suppliers'  services  or  reasonable  cost  of  provider 
services. 

120.  ENTITLEMENT  TO  HOSPITAL  INSUR- 
ANCE 

A.  An  individual  is  automatically  entitled  to  hos- 
pital insurance  beginning  with  the  first  day  of  the  month 
he  attains  age  65  if  he  has  applied  for  and  been  deter- 
mined to  be  entitled  to  monthly  social  security  benefits . 
(although  he  may  not  actually  be  receiving  benefit  pay- 
ments, e.g.,  he  has  not  retired).  Automatic  entitle- 
ment also  extends  to  qualified  beneficiaries  under  the 
Railroad  Retirement  Act.  (For  social  security  pur- 
poses, a  person  attains  age  65  on  the  day  before  his  65th 
birthday.)  Example:  If  birth  date  is  August  1,  attain- 
ment date  is  July  31,  and  health  insurance  entitlement 
date  is  July  1. 

A  social  security  applicant  who  applies  for  monthly 
benefits  after  the  month  he  reaches  age  65  is  entitled 
to  retroactive  hospital  insurance  benefits  beginning  with 
the  first  month  in  which  he  had  attained  age  65  and 
met  all  the  requirements  for  monthly  benefits,  but  not 
for  more  than  12  months  before  the  month  in  which 
he  filed  his  application. 

Entitlement  to  hospital  insurance  benefits  ends  with 
the  month  the  individual  ceases  to  be  entitled  to  social 
security  monthly  benefits  or  ceases  to  be  a  qualified 
railroad  beneficiary  (for  example,  a  woman  whose 
wife's  benefits  are  terminated  by  divorce) .   A  person 
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who  ceases  to  be  a  social  security  or  railroad  retirement 
beneficiary  but  who  meets  the  requirements  of  the  spe- 
cial transitional  provision  described  below  may  rein- 
state his  hospital  insurance  by  filing  a  proper  appli- 
cation under  the  transitional  provision. 

Hospital  insurance  coverage  continues  for  the  month 
of  death,  although  no  monthly  cash  benefits  are  pay- 
able for  that  month. 

B.  A  special  transitional  provision  in  the  law  per- 
mits persons  65  years  of  age  and  over,  who  cannot 
qualify  for  monthly  social  security  or  railroad  retire- 
ment benefits,  to  obtain  hospital  insurance  upon  filing 
application.  Such  an  individual  must  be  a  resident 
of  the  United  States  and  either  a  citizen,  or  an  alien 
lawfully  admitted  for  permanent  residence  who  has 
resided  in  the  United  States  continuously  for  5  years. 
He  may  not  be  an  active  or  retired  Federal  employee  (or 
spouse  of  one)  who  is  or  could  have  been  covered  by 
the  Federal  Employees  Health  Benefit  Act  of  1959.  He 
may  not  be  a  member  of  a  communist  organization  nor 
have  been  convicted  of  a  crime  against  the  security  of 
the  United  States. 

For  coverage  under  the  transitional  provision,  a  per- 
son attaining  age  65  after  1967  must  have  three  quar- 
ters of  coverage  for  each  year  elapsing  between  1965 
and  the  year  in  which  he  attains  age  65. 

Hospital  insurance  under  the  transitional  provision 
can  also  be  retroactive  for  as  many  as  12  months  be- 
fore the  month  of  application,  provided  the  individual 
meets  all  the  other  requirements  during  the  period  of 
retroactivity. 

122.  ENTITLEMENT  TO  SUPPLEMENTARY 
MEDICAL  INSURANCE 

A.  Enrollment. — To  obtain  supplementary  medi- 
cal insurance  coverage  an  individual  must  voluntarily 
enroll  in  the  plan  and  pay  the  required  premiums.  He 
may  enroll  if  he  is  entitled  to  hospital  insurance  bene- 
fits or,  if  he  is  age  65,  a  resident  of  the  United  States, 
and  either  a  citizen  or  an  alien  admitted  for  permanent 
residence.  Active  or  retired  Federal  employees  and 
their  spouses  are  eligible  to  enroll  whether  or  not  cov- 
ered under  the  Federal  Employees  Health  Benefit  Act. 
I  For  social  security  purposes  an  individual  attains  age 
65  on  the  day  before  his  65th  birthday.) 

By  agreement  States  may  enroll  in  the  supplementary 
medical  insurance  plan  eligible  individuals  who  are 
receiving  money  payments  under  certain  public  assist- 
ance programs.  Such  persons  who  are  entitled  to 
monthly  social  security  or  railroad  retirement  bene- 
fits may  be  included  at  the  option  of  the  State. 

B.  Enrollment  Periods. — Enrollment  is  possible 
only  during  specified  enrollment  periods. 


1.  During  the  initial  general  enrollment  period 

an  opportunity  to  enroll  was  afforded  to  all  eligible  per- 
sons age  65  and  over  before  March  1,  1966.  This  en- 
rollment period  ended  May  31,  1966.  (An  eligible 
individual  who  for  good  cause  failed  to  enroll  before 
June  1,  1966,  could  have  enrolled  before  October  1, 
1966.) 

2.  For  persons  first  eligible  on  or  after  March  1, 
1966,  the  initial  enrollment  period  is  7  months.  It 
begins  3  calendar  months  before  and  ends  3  calendar 
months  after  the  month  in  which  the  individual  first 
meets  all  enrollment  requirements. 

3.  General  enrollment  periods  occur  October  1 
through  December  31  of  each  odd-numbered  year, 
beginning  with  1967.  Those  who  failed  to  enroll  dur- 
ing their  initial  enrollment  periods  and  those  whose 
enrollment  has  terminated  may  enroll  in  these  periods. 

4.  States  which  desire  to  enroll  eligible  indi- 
viduals receiving  public  assistance  must  request 
coverage  before  January  1968,  and  enter  into  an  agree- 
ment with  the  Government. 

An  individual  who  fails  to  enroll  for  medical  insur- 
ance within  the  3-year  period  after  the  close  of  his 
initial  enrollment  period  may  not  enroll  thereafter. 

An  individual  whose  enrollment  has  terminated  may 
re-enroll  only  once — in  a  general  enrollment  period 
which  begins  within  3  years  after  the  termination  of 
his  prior  enrollment. 

Payment  may  be  made  for  covered  services  if  the 
individual  was  enrolled  at  the  time  the  services  were 
furnished,  even  though  at  the  time  the  request  for  pay- 
ment is  filed  with  the  intermediary  his  enrollment  had 
been  terminated. 

122.1  Premiums. — Initially,  the  premium  is  $3 
per  month.  The  law  permits  the  Secretary  of  Health, 
Education,  and  Welfare  to  adjust  the  premium  amount 
in  accordance  with  changes  in  medical  and  other  costs. 
No  change  in  the  premium  is  permitted  before  1968, 
and  changes  thereafter  can  be  no  oftener  than  every  2 
years.  To  take  into  account  the  higher  cost  of  insur- 
ing older  individuals,  premiums  payable  by  a  person 
who  enrolls  after  the  first  enrollment  period  open  to 
him,  or  who  re-enrolls  after  his  initial  enrollment  was 
terminated,  are  increased  by  10  percent  for  each  full 
12  months  during  which  he  could  have  been  but  was 
not  enrolled. 

A  grace  period  has  been  provided  for  payment  of 
premiums.  This  period  extends  2  calendar  months 
after  the  month  in  which  the  premium  is  due. 

Persons  enrolled  for  medical  insurance  and  receiv- 
ing social  security,  railroad  retirement,  or  civil  service 


retirement  benefits  (except  those  enrolled  by  the  State 
as  public  assistance  recipients)  will  have  the  premiums 
withheld  from  their  monthly  checks.  The  State  pays 
the  premiums  for  the  public  assistance  recipients  it 
enrolls. 

Other  enrollees  must  make  premium  payments  di- 
rectly to  the  Social  Security  Administration.  Enrollees 
who  make  direct  premium  payment  will  generally  be 
billed  quarterly.  However,  organizations,  employers, 
unions,  etc.,  may  under  certain  conditions  pay  pre- 
miums for  their  members  as  a  group. 

122.2  Beginning  of  Coverage 

A.  Enrollment  during  the  initial  general  enrollment 
period — coverage  begins  July  1,  1966.  An  individual 
who  attained  age  65  prior  to  March  1966,  and  who,  on 
establishing  good  cause  for  failure  to  enroll  timely, 
enrolled  from  June  1,  1966,  through  September  30, 
1966,  has  coverage  beginning  the  1st  day  of  the  6th 
month  after  the  month  in  which  he  enrolled. 

B.  Enrollment  during  an  entitled  individual's  initial 
enrollment  period — coverage  begins: 

1.  1st  day  of  the  month  in  which  the  individual 
becomes  age  65,  if  he  enrolls  before  the  month  that 
he  becomes  age  65. 

2.  1st  day  of  the  month  following  the  month  that 
he  becomes  age  65,  if  he  enrolls  in  the  month  that  he 
becomes  age  65. 

3.  1st  day  of  the  2d  month  after  the  month  of  enroll- 
ment, if  he  enrolls  in  the  month  after  he  becomes  age 
65. 

4.  1st  day  of  the  3d  month  after  the  month  of  en- 
rollment, if  he  enrolls  more  than  1  month  after  the 
month  in  which  he  became  age  65.  (However,  indi- 
viduals who  became  age  65  in  March  1966,  and  enrolled 
in  May  1966,  have  coverage  effective  July  1,  1966.) 

C.  Enrollment  during  one  of  the  general  enrollment 
periods — coverage  begins  the  following  July  1st. 

D.  Enrollment  by  a  State  of  its  welfare  recipients — 
coverage  begins  on  the  latest  of  the  following  but  not 
later  than  January  1,  1968: 

1.  July  1,  1966; 

2.  1st  day  of  the  3d  month  after  the  month  of  the 
agreement  with  the  State; 

3.  1st  day  of  the  1st  month  in  which  the  individual  is 
both  eligible  and  a  member  of  the  group ; 

4.  The  date  specified  in  the  agreement. 

122.3  End  of  Coverage 

A.  An  individual  whose  medical  insurance  premiums 
are  being  deducted  may  notify  the  Social  Security  Ad- 
ministration in  writing  during  a  general  enrollment 
period  that  he  no  longer  wants  medical  insurance.  His 


coverage  period  will  be  terminated  with  the  close  of  the 
year  in  which  his  notice  is  submitted. 

B.  Enrollment  under  medical  insurance  is  termi- 
nated because  of  nonpayment  of  premiums.  Termina- 
tion is  effective  with  the  end  of  the  grace  period  pro- 
vided for  payment  of  premiums. 

C.  If  an  individual  is  enrolled  under  a  Federal-State 
agreement,  his  coverage  under  the  agreement  ends 
on  whichever  of  the  following  first  occurs: 

1.  The  end  of  the  month  in  which  he  becomes  in- 
eligible (as  determined  by  the  State)  for  welfare  money 
payment;  or 

2.  The  end  of  the  month  before  the  first  month  for 
which  he  becomes  entitled  to  monthly  social  security  or 
railroad  retirement  benefits,  unless  the  State  exercises 
its  option  to  enroll  its  welfare  recipients  who  are  en- 
titled to  such  benefits. 

If  an  individual's  coverage  under  a  Federal-State  en- 
rollment agreement  is  terminated,  his  coverage  con- 
tinues without  interruption  subject  to  the  applicable 
premium  payment  requirements. 

A  social  security  or  railroad  retirement  beneficiary 
who  was  enrolled  under  a  State  agreement  and  there- 
after ceases  to  be  a  public  assistance  recipient  may  ter- 
minate his  enrollment  during  the  3-month  period  after 
the  month  he  leaves  the  public  assistance  rolls. 

D.  An  individual  will  have  coverage  through  the 
month  in  which  he  dies. 

130.  FEDERAL  GOVERNMENT  ADMINISTRA- 
TION OF  THE  HEALTH  INSURANCE 
PROGRAM 

The  Department  of  Health,  Education,  and  Welfare 
has  been  given  overall  responsibility  for  administration 
of  the  hospital  insurance  and  voluntary  supplementary 
medical  insurance  programs.  Three  major  agencies 
of  the  Department — the  Social  Security  Administra- 
tion, Public  Health  Service,  and  Welfare  Administra- 
tion— are  involved. 

130.1     The  Social  Security  Administration  has 

the  responsibility  for  policy  formulation  and  the  gen- 
eral management  and  operational  aspects  of  the  pro- 
gram. Briefly,  these  include:  determination  of  the 
individual's  entitlement  to  benefits  and  the  nature  and 
duration  of  services  for  which  benefits  may  be  paid; 
establishment,  maintenance,  and  administration  of 
agreements  with  State  agencies,  providers  of  services 
and  intermediaries;  in  consultation  with  the  Public 
Health  Service  and  the  Welfare  Administration,  the 
formulation  of  major  policies  regarding  conditions  of 
participation  for  providers;  the  development  and 
maintenance  of  statistical  research  and  actuarial  pro- 
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grams;  and  the  general  fiscal  management  of  the  pro- 
gram. The  Administration  also  makes  determinations 
of  reasonable  costs  and  amounts  to  be  paid  to  providers 
who  have  elected  to  deal  directly  with  the  Government. 

130.2  The  Public  Health  Service  has  the  princi- 
pal responsibility  for  the  professional  health  aspects  of 
the  program.  These  include:  professional  consulta- 
tion and  recommendation  to  the  Social  Security  Ad- 
ministration in  development  of  health  and  safety,  and 
other  guidelines  for  determining  whether  providers 
of  services  meet  the  conditions  for  participation  under 
the  program;  consultation  and  advice  to  State  agencies 
concerning  the  application  of  standards  for  providers, 
and  in  the  coordination  of  program  activities  with 
other  health  services  and  activities  in  the  State;  and 
activities  necessary  in  studying  the  utilization  of  hos- 
pital and  other  medical  care  services  under  the  program. 

130.3  The  Welfare  Administration  has  the  pri- 
mary role  in  hospital  and  medical  insurance  program 
planning,  coordination,  and  evaluation  in  matters  that 
affect  other  federally  aided  assistance  programs;  in 
assisting  State  agencies  to  achieve  a  coordinated  ap- 
proach with  other  medical  care  plans  under  the  Social 
Security  Act;  and  in  all  aspects  of  program  adminis- 
tration affecting  public  welfare  agencies. 

131.  ADVISORY  GROUPS 

The  law  provides  for  the  appointment  of  two  non- 
governmental advisory  groups  to  assist  the  Secretary. 

131.1  The  Health  Insurance  Benefits  Advisory 
Council,  consisting  of  persons  outstanding  in  hos- 
pital, medical,  and  other  health  activities,  and  at  least 
one  representative  of  the  general  public,  advises  the 
Secretary  on  general  policy  in  administering  the  pro- 
gram and  in  the  formulation  of  regulations.  The 
Secretary  must  consult  with  the  Council  in  determining 
conditions  of  participation  for  providers  of  services  in 
addition  to  the  requirements  specifically  enumerated 
in  the  law. 

131.2  The  National  Medical  Review  Committee 

is  to  be  selected  from  people  who  are  representative  of 
professional  organizations  and  associations  in  the  field 
of  medicine  and  other  individuals  who  are  outstanding 
in  the  field  of  medicine  or  related  fields.  At  least  one 
member  will  represent  the  general  public  and  a  major- 
ity of  the  committee  are  to  be  physicians.  The  com- 
mittee studies  the  utilization  of  hospital  and  other 
medical  services  under  the  program  and  makes  any 
recommendations  to  the  Secretary  and  to  Congress  that 
it  considers  appropriate. 


132.  STATE  AGENCIES 

The  States  are  accorded  important  administrative 
functions  to  the  extent  that  each  is  willing  and  able  to 
undertake  them  by  agreement  with  the  Secretary. 

A.  Certifications  are  made  by  State  agencies  to  the 
Department  of  Health,  Education,  and  Welfare  indi- 
cating whether  hospitals,  extended  care  facilities,  home 
health  agencies,  and  independent  laboratories  meet 
and  continue  to  meet  their  respective  conditions  of 
participation.  This  function  is  intended  to  be  a  natural 
adjunct  to  ongoing  State  activities,  such  as  licensing  of 
health  facilities  and  other  standard  setting  activities. 

B.  Consultation  services  are  rendered  by  State 
agencies  if  their  agreements  provide  for  it.  Consulta- 
tion with  hospitals,  extended  care  facilities,  and  home 
health  agencies  that  need  and  request  assistance  to  meet 
the  conditions  of  participation  is  an  integral  part  of  the 
certification  process. 

C.  Coordination  by  the  State  relates  its  activities 
in  the  performance  of  its  functions  under  the  program 
to  the  various  other  programs  in  the  State  that  have  to 
do  with  payment  for  health  care,  quality  of  care,  and 
distribution  of  health  facilities.  Coordination  of  such 
activities  is  designed  to  utilize  existing  State  facilities 
and  trained  personnel  effectively  and  economically  and 
to  prevent  duplication  of  effort. 

D.  State  Agency  as  a  Medical  Insurance  Inter- 
mediary.— Where  a  State  enters  into  an  agreement 
with  the  Government  to  pay  the  medical  insurance 
premium  on  behalf  of  its  aged  welfare  recipients,  as 
explained  in  §  122A  of  this  chapter,  the  agreement  may 
provide  for  a  designated  State  agency  to  serve  as  an 
intermediary  on  behalf  of  its  welfare  recipients. 

135.  HOSPITAL    INSURANCE  INTERMEDI- 
ARIES 

Under  the  hospital  insurance  plan,  groups,  or  asso- 
ciations of  providers,  on  behalf  of  their  members,  may 
nominate  a  national,  State,  or  other  public  or  private 
agency,  or  organization  to  serve  as  intermediary  in 
the  claims  process.  A  member  of  an  association  is  free, 
however,  to  receive  payment  from  an  approved  inter- 
mediary other  than  its  association's  nominee,  if  agree- 
able to  the  Social  Security  Administration  and  to  the 
intermediary  selected.  A  provider  may  deal  directly 
with  the  Social  Security  Administration. 

The  law  permits  the  Administration  to  enter  into  an 
agreement  with  a  nominated  organization  if  it  finds 
this  to  be  consistent  with  effective  and  efficient  adminis- 
tration of  the  hospital  insurance  program.    The  inter- 


mediary  makes  payments  to  providers  for  covered  items 
and  services  on  the  basis  of  reasonable  cost  determina- 
tions and  assists  in  the  application  of  safeguards  against 
unnecessary  utilization  of  covered  services.  The  agree- 
ment may  also  call  for  furnishing  consultative  services 
to  assist  providers  to  establish  and  maintain  necessary 
fiscal  records  and  otherwise  qualify  as  providers  of 
services;  serving  as  a  center  for  communicating  with 
providers;  and  making  audits  of  provider  records. 

Generally  speaking,  the  Social  Security  Administra- 
tion will  utilize  the  services  of  the  hospital  insurance 
intermediary  in  making  payments  for  provider  services 
under  medical  insurance. 

137.  MEDICAL  INSURANCE  CARRIERS 

The  law  requires  the  Secretary  to  enter  into  contracts 
which  carriers  selected  to  serve  as  intermediaries  for  the 
performance  of  specified  administrative  functions  un- 
der the  medical  insurance  program.  The  principal 
function  of  this  intermediary  is  to  determine  whether 
physicians'  charges  are  reasonable  and  to  make  pay- 
ment. Section  132. D.  of  this  chapter  explains  the  con- 
ditions under  which  a  State  agency  may  act  as  a  supple- 
mentary medical  insurance  intermediary. 


140.  FINANCING  HOSPITAL  INSURANCE 
PROGRAM 

The  hospital  insurance  program  is  financed 
through  separate  payroll  contributions  paid  by  em- 
ployees, employers,  and  self-employed  persons.  The 
proceeds  are  earmarked  for  the  Federal  Hospital  In- 
surance Trust  Fund  to  keep  them  separate  from  other 
social  security  contributions.  The  law  permits  their 
use  only  for  the  payment  of  hospital  insurance  bene- 
fits and  administrative  expenses.  The  cost  of  pro- 
viding hospital  insurance  benefits  to  persons  who  are 
not  social  security  or  railroad  retirement  beneficiaries 
is  met  by  appropriations  to  the  Federal  Hospital  In- 
surance Trust  Fund  from  general  revenues. 

142.  FINANCING   SUPPLEMENTARY  MEDI- 
CAL INSURANCE  PROGRAM 
The  supplementary  medical  insurance  plan 

is  financed  by  the  monthly  premiums  of  those  who  en- 
roll under  the  plan,  matched  by  an  equal  contribution 
from  general  revenues.  All  premiums  and  Govern- 
ment contributions  for  this  plan  are  placed  in  a  separate 
fund  known  as  the  Federal  Supplementary  Medical  In- 
surance Trust  Fund.  This  fund  is  devoted  exclusively 
to  the  payment  of  medical  insurance  benefits  and  ad- 
ministrative expenses. 
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Chapter  II 


COVERAGE  OF  EXTENDED  CARE  FACILITY  SERVICES 


Definitions 
201.  EXTENDED  CARE  FACILITY  DEFINED 

An  extended  care  facility  is  an  institution  (or  a  dis- 
tinct part  of  an  institution,  see  §  201.1) ,  such  as  a  skilled 
nursing  home  or  rehabilitation  center,  which  has  a 
transfer  agreement  in  effect  with  one  or  more  partici- 
pating hospitals  (see  §  201.2  for  transfer  agreements 
and  §  205  for  definition  of  participating  hospital),  and 
which : 

a.  is  primarily  engaged  in  providing  to  inpatients 
skilled  nursing  care  and  related  services  for  patients 
who  require  medical  or  nursing  care,  or  rehabilitation 
services  for  the  rehabilitation  of  injured,  disabled,  or 
sick  persons, 

b.  has  policies  (developed  with  the  advice  of  and 
periodically  reviewed  by  a  professional  group  including 
one  or  more  physicians  and  one  or  more  registered  pro- 
fessional nurses)  to  govern  the  skilled  nursing  care  and 
related  medical  or  other  services  it  provides, 

c.  has  a  physician,  a  registered  professional  nurse,  or 
a  medical  staff  responsible  for  the  execution  of  such 
policies, 

d.  has  a  requirement  that  the  health  care  of  every 
patient  must  be  under  the  supervision  of  a  physician, 

e.  provides  for  having  a  physician  available  to  fur- 
nish necessary  medical  care  in  cases  of  an  emergency, 

f.  maintains  clinical  records  on  all  patients, 

g.  provides  24-hour  nursing  service  sufficient  to  meet 
nursing  needs  in  accordance  with  the  policies  developed 
pursuant  to  (b)  above,  and  has  at  least  one  registered 
professional  nurse  employed  full  time. 

h.  provides  appropriate  methods  and  procedures  for 
dispensing  and  administering  drugs  and  biologicals, 

i.  has  in  effect  a  utilization  review  plan, 

j.  is  licensed  in  accordance  with  State  or  local  law, 
or  is  approved  by  the  State  or  local  licensing  agency  as 
meeting  the  licensing  standards  where  State  or  appli- 
cable local  law  provides  for  the  licensing  of  institutions 
of  this  nature,  and 

k.  is  in  substantial  compliance  with  health  and 
safety  requirements  established  by  regulation.  (These 


health  and  safety  requirements  are  contained  in  the 
"Conditions  of  Participation  for  Extended  Care  Facil- 
ities.") 

A  qualified  extended  care  facility  is  one  which 
meets  all  the  requirements  in  the  above  definition. 

The  term  extended  care  facility  does  not  include  any 
institution  which  is  primarily  for  the  care  and  treatment 
of  mental  diseases  or  tuberculosis. 

201.1  A  Distinct  Part  of  an  Institution  as  an 
Extended  Care  Facility. — In  order  to  qualify  for 
participation  in  the  program  as  an  extended  care  facil- 
ity, a  distinct  part  of  an  institution  must  be  physically 
separated  from  the  rest  of  the  institution,  i.e.,  it  must 
represent  an  entire,  physically  identifiable  unit  consist- 
ing of  all  the  beds  within  that  unit  such  as  a  separate 
building,  floor,  wing,  or  ward.  Although  it  is  required 
that  the  distinct  part  be  identifiable  as  a  separate  unit 
within  the  institution,  it  need  not  necessarily  be  con- 
fined to  a  single  location  within  the  institution's  physi- 
cal plant.  The  distinct  part  may,  for  example,  consist 
of  several  floors  or  wards  which  are  scattered  through- 
out several  different  buildings  within  the  institutional 
complex.  In  each  case,  however,  the  patients  of  the 
distinct  part  would  have  to  be  located  in  units  which 
are  physically  separate  from  those  units  housing  all 
other  patients  of  the  institution.  Various  beds  scat- 
tered throughout  the  institution  would  not  comprise  a 
distinct  part  for  purposes  of  being  certified  as  an  ex- 
tended care  facility. 

201.2  Transfer  Agreements. — To  participate  in 
the  program  an  extended  care  facility  must  have  a  writ- 
ten transfer  agreement  with  one  or  more  participating 
hospitals  (see  §  205)  providing  for  the  transfer  of 
patients  between  the  hospital  and  the  facility,  and  for 
the  interchange  of  medical  and  other  information.  If 
an  otherwise  qualified  extended  care  facility  has  at- 
tempted in  good  faith,  but  without  success,  to  enter  into 
a  transfer  agreement,  this  requirement  may  be  waived 
by  the  State  agency.  ( See  XIV  of  the  "Conditions  of 
Participation  for  Extended  Care  Facilities"  (HIM-3) 
for  the  detailed  requirements  for  transfer  agreements.) 
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202.  CHRISTIAN  SCIENCE  SANATORIUM 

A  Christian  Science  sanatorium  operated  or 
listed  and  certified  by  the  First  Church  of  Christ,  Scien- 
tist, Boston,  Mass..  may  qualify  as  both  a  hospital  and 
extended  care  facility.  There  is  provision  for  the 
payment  of  separate  benefits  in  each  case.  Inpatient 
care  in  such  an  institution  can  begin  or  prolong  a  "spell 
of  illness"  (§  220) .  Payment  can  be  made  in  the  same 
spell  of  illness  for  both  inpatient  hospital  services  fur- 
nished in  a  hospital  and  those  furnished  by  a  sana- 
torium in  its  capacity  as  a  hospital,  but  the  total  days 
of  covered  care  cannot  exceed  the  maximum  of  90  days 
in  a  spell  of  illness  (§  110.2) . 

Sanatorium  services  are  considered  to  be  furnished 
by  a  sanatorium  in  its  capacity  as  a  hospital  unless  the 
individual  elects  to  have  them  treated  as  sanatorium 
extended  care  services. 

Payment  for  sanatorium  extended  care  services 
may  be  made  for  up  to  30  days  in  each  spell  of  illness, 
instead  of  the  100  days  applicable  to  extended  care 
services  generally. 

Payment  may  not  be  made  for  posthospital  extended 
care  services  furnished  to  an  inpatient  of  an  extended 
care  facility  which  is  not  a  Christian  Science  sana- 
torium after  he  has  been  furnished,  during  the  same 
spell  of  illness,  covered  sanatorium  extended  care  serv- 
ices. Similarly,  payment  may  not  be  made  on  behalf 
of  an  individual  for  sanatorium  extended  care  services 
furnished  him  after  he  has  been  furnished  posthospital 
extended  care  services  during  the  same  spell  of  illness 
as  an  inpatient  of  a  qualified  extended  care  facility 
which  is  not  a  Christian  Science  sanatorium. 

203.  HOSPITAL  DEFINED 

A  Hospital  (Other  Than  Tuberculosis  or  Psy- 
chiatric) is  an  institution  which: 

a.  is  primarily  engaged  in  providing  to  inpatients,  by 
or  under  the  supervision  of  physicians, 

(1)  diagnostic  and  therapeutic  services  for  medical 
diagnosis,  treatment,  and  care  of  injured,  disabled,  or 
sick  persons,  or 

(2)  rehabilitation  services  for  the  rehabilitation  of 
injured,  disabled,  or  sick  persons; 

b.  maintains  clinical  records  on  all  patients; 

c.  has  bylaws  in  effect  concerning  its  staff  of  phy- 
sicians; 

d.  requires  that  every  patient  must  be  under  the  care 
of  a  physician; 

e.  provides  24-hour  nursing  service  by  or  supervised 
by  a  registered  professional  nurse,  and  has  a  licensed 
practical  nurse  or  registered  professional  nurse  on 
duty  at  all  times; 


f.  has  in  effect  a  hospital  utilization  review  plan; 

g.  is  licensed  or  is  approved  by  the  State  or  local 
licensing  agency  as  meeting  the  standards  established 
for  such  licensing; 

h.  is  in  substantial  compliance  with  other  health  and 
safety  requirements  of  the  Secretary  of  Health,  Educa- 
tion, and  Welfare.  (These  additional  requirements 
may  not  be  higher  than  comparable  ones  prescribed  for 
accreditation  by  the  Joint  Commission  on  Accreditation 
of  Hospitals  with  certain  exceptions  specified  in  the 
law.)  ; 

i.  is  not  primarily  for  the  care  and  treatment  of 
mental  diseases  or  tuberculosis. 

203.1  Psychiatric  and  Tuberculosis  Hospi- 
tals.— A  psychiatric  hospital  is  an  institution  which  is 
primarily  engaged  in  providing  by  or  under  the  super- 
vision of  a  physician,  psychiatric  services  for  the  diag- 
nosis and  treatment  of  mentally  ill  persons. 

A  tuberculosis  hospital  is  an  institution  which  is 
primarily  engaged  in  providing  by  or  under  the  super- 
vision of  a  physician,  medical  services  for  the  diagnosis 
and  treatment  of  tuberculosis. 

To  qualify  as  a  psychiatric  or  tuberculosis  hospital 
the  institution  must  be  accredited  by  the  Joint  Com- 
mission on  Accreditation  of  Hospitals,  have  in  effect  a 
utilization  review  plan,  and  meet  additional  staffing  and 
medical  record  requirements. 

A  distinct  part  of  a  psychiatric  or  tuberculosis  insti- 
tution may  qualify  as  a  psychiatric  or  tuberculosis  hos- 
pital independently  of  the  institution  of  which  it  is  a 
part,  if  the  part  meets  certain  specified  requirements. 

203.2  Hospital  for  Emergency  Services. — A 
nonparticipating  hospital  within  the  United  States  may 
receive  payment  for  covered  emergency  inpatient  hos- 
pital services  and  outpatient  hospital  diagnostic  services 
if  it  meets  the  requirements  in  the  definition  of  a  hos- 
pital, except  for  the  utilization  review  and  health  and 
safety  requirements.  Coverage  continues  only  as  long 
as  the  emergency  continues. 

Emergency  inpatient  hospital  services  outside  the 
United  States  are  covered  under  limited  conditions 
arising  ordinarily  only  in  border  areas. 

205.  PARTICIPATING  PROVIDERS  OF 
SERVICES 

Providers  of  services  are  Hospitals,  Extended  Care 
Facilities,  and  Home  Health  Agencies. 

Payment  may  ordinarily  be  made  only  to  a  partici- 
pating provider  for  covered  services  furnished  by  the 
provider  or  by  others  under  arrangements  with  the 
provider.  A  participating  provider  is  an  institution, 
facility,  or  agency  which  has  been  approved  by  the 
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Social  Security  Administration  as  a  provider  of  serv- 
ices, and  has  entered  into  an  agreement  with  the  Admin- 
istration which  provides  that  it  will  not  charge  any 
patient  or  other  person  for  covered  items  and  services, 
for  which  an  individual  is  entitled  to  have  payment 
made  under  the  program;  will  return  any  money  in- 
correctly collected ;  and  will  provide  services  on  a  non- 
discriminatory basis  in  compliance  with  Title  VI  of 
the  Civil  Rights  Act  of  1964. 

206.  UNDER  ARRANGEMENTS 

A  provider  may  make  arrangements  with  others  to 
furnish  covered  items  or  services.  When  such  arrange- 
ments are  made,  receipt  of  payment  by  the  provider 
for  the  services  (whether  it  hills  in  its  own  right  or  on 
behalf  of  those  furnishing  the  services)  must  relieve  the 
beneficiary  or  any  other  person  of  further  liability  to 
pay  for  the  services. 

Coverage  of  Services 
Under  Hospital  Insurance 

210.  REQUEREMENTS — GENERAL 

Effective  January  1,  1967,  posthospital  extended  care 
services  furnished  to  inpatients  of  an  extended  care  fa- 
cility are  covered  under  the  hospital  insurance  program. 
Patients  having  hospital  insurance  coverage  are  entitled 
to  have  payment  made  on  their  behalf  for  the  reason- 
able cost  of  covered  extended  care  services  furnished 
by  the  facility,  by  others  under  arrangements  with  the 
facility,  or  by  a  hospital  with  which  the  facility  has  a 
transfer  agreement  in  effect. 

211.  PRIOR  HOSPITALIZATION  AND 
TRANSFER  REQUIREMENTS 

In  order  to  have  payment  made  for  posthospital  ex- 
tended care  services,  the  individual  must  have  been  an 
inpatient  of  a  hospital  for  at  least  3  consecutive  calendar 
days  and  have  been  transferred  to  an  extended  care  fa- 
cility within  14  days  after  discharge  from  the  hospital. 

211.1     Three-Day  Prior  Hospitalization. — The 

hospital  discharge  must  occur  after  June  30,  1966,  or 
on  or  after  the  first  day  of  the  month  in  which  the  in- 
dividual attains  age  65,  whichever  is  later.    In  de- 


termining whether  the  required  3-day  period  of  hos- 
pitalization has  been  met,  the  day  of  admission,  but 
not  the  day  of  discharge,  is  counted  as  a  hospital 
inpatient  day. 

The  hospital  need  not  be  one  with  which  the  extended 
care  facility  has  a  transfer  agreement;  but  must  at  least 
be  one  which  meets  all  of  the  requirements  in  the  defi- 
nition of  hospital,  except  the  utilization  review  and 
health  and  safety  requirements. 

To  be  covered,  the  extended  care  services  must  have 
been  necessitated  by  a  condition  which  occasioned  the 
patient's  qualifying  hospital  stay,  or  by  a  condition 
which  arose  while  in  the  facility  for  treatment  of  a  con- 
dition for  which  he  was  previously  hospitalized. 
211.2  Fourteen-Day  Transfer. — In  determining 
the  14-day  period,  the  day  of  discharge  from  the  hos- 
pital is  not  counted  in  the  14  days.  For  example,  a 
patient  discharged  from  a  hospital  on  August  1,  and 
admitted  to  an  extended  care  facility  on  August  15 
was  admitted  within  14  days. 

If  the  individual  leaves  the  extended  care  facility 
and  is  readmitted  to  the  same,  or  any  other  qualified 
extended  care  facility  (see  §  201)  within  14  days,  he 
is  deemed  not  to  have  been  discharged  from  an  ex- 
tended care  facility  for  purposes  of  this  requirement. 
Thus,  the  period  of  extended  care  services  may  be  in- 
terrupted briefly  and  then  resumed,  if  necessary,  with- 
out hospitalization  preceding  the  readmission  to  a 
qualified  facility. 

Hospitalization  within  the  14-day  period  after  dis- 
charge from  an  extended  care  facility  may  also  be 
treated  as  a  return  to  an  extended  care  facility  within 
the  14-day  period.  For  example,  a  person  suffers  a 
relapse  which  requires  a  resumption  of  skilled  nursing 
care  within  14  days  after  he  is  discharged  from  an  ex- 
tended care  facility.  Because  there  is  no  bed  available 
in  an  extended  care  facility,  he  is  placed  in  a  hospital 
for  less  than  3  days  and  is  then  placed  in  a  qualified 
extended  care  facility.  Under  these  conditions,  the 
person  would  be  considered  as  having  returned  to  an 
extended  care  facility  within  the  14-day  period,  even 
if  the  second  admission  to  the  extended  care  facility 
occurs  more  than  14  days  after  his  first  discharge  from 
such  a  facility. 
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211.3  Requirements  Applicable  to  Extended 
Care  Facility  Inpatients  on  January  1,  1967. — A 

hospital  insurance  beneficiary  who  is  an  inpatient  of 
an  extended  care  facility  prior  to  January  1,  1967,  the 
effective  date  of  extended  care  coverage,  is  entitled  to 
have  payment  made  for  extended  care  services  begin- 
ning January  1,  1967,  providing  (1)  he  is  on  that  date 
an  inpatient  of  an  institution  which  becomes  a  partici- 
pating provider  as  of  that  date  (see  §  211.4  below  for 
provisions  applicable  when  the  effective  date  of  the 
|  facility's  agreement  is  subsequent  to  January  1,  1967), 
and  (2)  he  was  transferred  to  that  facility  within  14 
days  of  his  discharge  from  a  hospital  of  which  he  was 
an  inpatient  for  3  consecutive  calendar  days,  and  (3) 
he  was  discharged  from  the  hospital  after  June  30, 

1966,  or  on  or  after  the  first  day  of  the  month  in  which 
he  became  age  65,  whichever  is  later,  and  (4)  he  has 
not  been  out  of  a  facility  for  more  than  a  14-day  period 
(§  211.2  above). 

[211.4  Institutions  Deemed  Extended  Care 
Facilities  as  of  July  1,  1966,  for  Purposes  of  the 
14-Day  Requirement. — For  purposes  of  the  14-day 
requirement,  an  institution  will  be  deemed  to  be  an 
extended  care  facility  as  of  July  1,  1966,  if  the  effective 
date  of  its  agreement  is  January  1,  1967.  An  institu- 
tion having  an  agreement  which  has  an  effective  date 
later  than  January  1,  1967,  but  prior  to  February  1, 

1967,  will  also  be  deemed  an  extended  care  facility  as 
of  July  1,  1966,  providing  its  application  for  participa- 
tion in  the  program  was  filed  prior  to  December  17, 
1966.  An  institution  which  filed  an  application  for 
participation  in  the  program  before  December  17,  1966, 
but  subsequently  withdrew  its  application  will  also  be 
deemed  to  be  an,  extended  care  facility  as  of  July  1, 

1966,  but  only  if  it  filed  a  request  for  reinstatement 
of  its  application  for  participation  before  January  1, 

1967,  and  has  an  agreement  with  an  effective  date  prior 
to  February  1,  1967.  An  institution  which  filed  for 
participation  after  December  16,  and  has  an  agreement 
that  is  effective  later  than  January  1,  1967,  cannot  be 
deemed  to  be  an  extended  care  facility  as  of  July  1, 
1966.  It  would  be  considered  an  extended  care  facility 
only  as  of  the  date  of  its  agreement.  The  date  of  filing 
an  application  for  participation  in  the  program  for  this 
purpose  is  the  date  on  which  it  is  received  in  the  State 
agency. 

The  following  examples  illustrate  the  application  of 
the  14-day  requirement  as  it  applies  to  the  above 
jjnstitutions : 
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Example  1 :  John,  following  a  qualifying  hospital] 
stay  ending  on  August  15,  1966,  is  admitted  within  14 
days  to  an  institution  which  is  deemed  to  be  an  extended 
care  facility  as  of  July  1,  1966.  He  remains  an  in- 
patient of  that  institution  until  March  31,  1967,  when 
he  is  discharged.  The  effective  date  of  the  institution's 
agreement  is  January  15,  1967.  John  would  be  en- 
titled to  posthospital  extended  care  benefits  starting 
January  15. 

Example  2:  David,  following  a  qualifying  hos- 
pital stay  ending  on  August  15,  1966,  is  admitted  on 
August  19,  1966,  to  an  institution  which  is  not  deemed 
to  be  an  extended  care  facility  as  of  July  1,  1966.  He 
remains  an  inpatient  of  this  institution  until  September 
30,  1966,  when  he  is  discharged.  On  October  2  he  is 
admitted  to  an  institution  which  is  deemed  to  be  an 
extended  care  facility  as  of  July  1,  1966,  and  is  still 
an  inpatient  of  the  institution  on  January  15,  1967,  the 
effective  date  of  the  institution's  agreement.  David  is 
not  eligible  for  extended  care  benefits  since  he  did  not, 
within  14  days  of  his  qualifying  hospital  stay,  enter  an 
institution  deemed  to  be  an  extended  care  facility  as  of 
July  1,  1966.  If  the  first  institution  had  been  one 
which  is  also  deemed  to  have  been  an  extended  care 
facility  as  of  July  1,  1966,  David  would  be  entitled  to 
benefits  as  of  the  effective  date  of  the  second  institu- 
tion's agreement. 

Example  3:  On  September  30,  1966,  within  14 
days  of  a  qualifying  hospital  stay,  Sue  entered  an  in- 
stitution which  is  deemed  to  be  an  extended  care  facility 
as  of  July  1,  1966,  its  agreement  being  effective  Janu- 
ary 30,  1967.  She  is  discharged  from  the  institution 
on  January  25,  1967.  On  February  7,  1967,  she  is  ad- 
mitted to  another  extended  care  facility  having  an 
agreement  effective  February  4,  1967.  Since  Sue  is 
not  considered  to  have  been  discharged  from  the  ex- 
tended care  facility  (§211.2),  she  would  be  entitled 
to  benefits  beginning  February  7,  1967. 

Example  4:  Institution  A's  participation  agree- 
ment is  effective  February  10,  1967.  Doug,  who  was 
discharged  from  a  qualifying  hospital  stay  on  Janu- 
ary 25,  is  admitted  to  Institution  A  on  February  1,  1967. 
Since  Institution  A  does  not  meet  the  requirements  for 
being  deemed  an  extended  care  facility  as  of  July  1, 
1966,  the  earliest  date  it  can  be  considered  an  extended 
care  facility  is  February  10,  1967,  the  effective  date  of 
its  agreement.  Therefore,  although  Doug  entered  In- 
stitution A  within  14  days  of  a  qualifying  hospital  stay, 
he  is  not  entitled  to  benefits  since  the  institution  was 
not  an  "extended  care  facility"  until  after  the  14-day 
period  involved  had  expired. 
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212.  COVERED  EXTENDED  CARE  SERVICES 

Patients  covered  under  hospital  insurance  are  en- 
titled to  have  payment  made  on  their  behalf  on  a  rea- 
sonable cost  basis  for  covered  extended  care  services. 
If  a  patient  receives  items  or  services  in  excess  of,  or 
more  expensive  than  those  for  which  payment  can  be 
made,  payment  will  be  made  only  for  the  reasonable 
cost  of  the  covered  items  or  services.  If  the  items  or 
services  were  requested  by  the  patient,  the  facility  may 
charge  him  the  difference  between  the  amount  cus- 
tomarily charged  for  the  services  requested  and  the 
amount  customarily  charged  for  covered  services. 

An  inpatient  is  a  person  who  has  been  admitted  to 
an  extended  care  facility  for  bed  occupancy  for  pur- 
poses of  receiving  inpatient  services.  A  person  is  con- 
sidered an  inpatient  if  formally  admitted  as  an  in- 
patient with  the  expectation  that  he  will  remain  at  least 
over  night  and  occupy  a  bed  even  though  it  later  de- 
velops that  he  can  be  discharged  and  does  not  actually 
use  a  bed  over  night. 

Note:  Custodial  care   (see  §  240.9 >   is  not 

covered  extended  care  service. 

The  following  extended  care  services  are  covered 
under  hospital  insurance: 

212.1  Nursing  Care  Provided  by  or  Under 
the  Supervision  of  a  Registered  Professional 
Nurse. — 

Note:  The  services  of  a  private-duty  nurse  or 
other  private-duty  attendant  are  not  covered. 

Private-duty  nurses  or  private-duty  attendants  are 
registered  professional  nurses,  licensed  practical 
nurses,  or  any  other  trained  attendant  whose  services 
are  restricted  to  a  particular  patient  by  arrangement 
between  the  patient  and  the  private-duty  nurse  or 
attendant. 

212.2  Bed  and  Board  in  Semiprivate  Accom- 
modations.— Hospital  insurance  will  pay  for  the 
reasonable  cost  of  semiprivate  accommodations  (two, 
three,  or  four-bed  accommodations)  in  connection  with 
nursing  care.  When  accommodations  other  than  semi- 
private  are  furnished,  the  following  rules  will  govern. 

A.  Private  Rooms  Medically  Necessary. — Pay- 
ment may  be  made  for  the  reasonable  cost  of  a  private 
room  or  other  accommodations  more  expensive  than 
semiprivate  only  when  such  accommodations  are  medi- 
cally necessary.  Private  rooms  will  be  considered  medi- 
cally necessary  when  the  patient's  condition  requires 
him  to  be  isolated  for  his  own  health  or  that  of  others. 

The  term  isolation  may  apply  when  treating  a  num- 
ber of  physical  and  mental  conditions.  These  include 
communicable  diseases  which  require  isolation  of  the 
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patient  for  certain  periods.  Privacy  may  also  be  neces- 
sary for  patients  whose  symptoms  or  treatment  are 
likely  to  alarm  or  disturb  others  in  the  same  room. 

B.  Private  Rooms  Not  Medically  Necessary. — 
When  accommodations  more  expensive  than  semiprivate 
are  furnished  the  patient  because,  at  the  time  of  ad- 
mission, less  expensive  accommodations  are  not  avail- 
able, the  program  may  pay  only  the  reasonable  cost  of 
semiprivate  accommodations. 

When  accommodations  more  expensive  than  semi- 
private  are  furnished  the  patient  at  his  request  in  the 
absence  of  medical  necessity,  the  facility  may  charge 
the  patient  no  more  than  the  difference  between  the 
customary  charges  for  the  accommodations  furnished 
and  the  customary  charges  for  semiprivate  accommo- 
dations at  the  most  prevalent  rate  at  the  time  of  ad- 
mission. No  such  charge  may  be  made  to  the  patient 
unless  he  requested  the  more  expensive  accommoda- 
tions. (See  D.  below  for  a  definition  of  "customary 
charges"  and  "most  prevalent  rate.") 

C.  Wards. — When  accommodations  less  expensive 
than  semiprivate  are  furnished  at  the  patient's  re- 
quest or  for  a  reason  determined  to  be  consistent 
with  the  purposes  of  the  health  insurance  pro- 
gram, payment  may  be  made  for  the  reasonable  cost 
of  the  accommodations  furnished.  It  is  considered 
to  be  consistent  with  the  program's  purposes  to  furnish 
bed  and  board  in  less  expensive  accommodations 
where  semiprivate  accommodations  are  not  available. 
However,  the  patient  must  be  moved  to  semiprivate 
accommodations  when  they  become  available.  (Pay 
ment  to  extended  care  facilities  which  have  only  ward 
accommodations  will  be  made  on  the  basis  of  the  rea- 
sonable cost  of  the  accommodations  furnished.) 

In  some  cases,  a  patient  may  be  placed  in  accommo- 
dations less  expensive  than  semiprivate  neither  at  his 
request  nor  for  a  reason  consistent  with  the  pro- 
gram's purposes.  It  is  not  consistent  with  the  pur- 
poses of  the  law  to  assign  a  patient  ward  accommoda- 
tions on  the  basis  of  his  social  or  economic  status,  his 
national  origin,  race,  or  religion,  or  his  entitlement 
to  benefits  as  a  medicare  patient,  or  any  other  discrim- 
inatory reason,  when  the  patient  has  not  requested 
such  assignment.  An  extended  care  facility  which  re- 
peatedly assigns  patients  to  accommodations  less  ex- 
pensive than  semiprivate  neither  at  the  patient's  request 
nor  for  reasons  consistent  with  the  purposes  of  the 
program  will  be  subject  to  termination  of  its  participa- 
tion agreement. 

When  ward  accommodations  are  furnished  neither 
at  the  patient's  request  nor  for  a  reason  consistent  with 
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the  program's  purpose,  reimbursement  will  be  made 
at  a  reduced  rate.  The  payment  to  be  made  shall  be 
the  reasonable  cost  of  semiprivate  accommodations 
minus  the  difference  between  the  institution's  custom- 
ary charges  for  semiprivate  accommodations  at  the 
most  prevalent  rate  (see  D.  below)  at  the  time  of  the 
patient's  admission  and  the  charge  customarily  made 
for  the  accommodations  furnished  the  patient  by  the 
institution.  (For  example,  the  reasonable  cost  of  semi- 
private  accommodations  is  $15  per  day.  The  most 
prevalent  customary  charge  rate  for  a  semiprivate  room 
was  $17  per  day  and  $10  per  day  the  customary  charge 
for  ward  accommodations.  The  extended  care  facil- 
ity would  be  paid  $8  per  day  for  the  ward  accom- 
modations, i.e.,  $17  minus  $10  equals  $7;  $15  minus 
$7  equals  $8.)  However,  payment  will  not  be  made 
for  more  than  the  reasonable  cost  of  ward  accommoda- 
tions regardless  of  the  amount  indicated  by  the  use  of 
this  formula.  The  reduction  in  payment,  when  appro- 
priate, will  be  made  at  the  end-of-year  settlement. 

D.  Customary  charges  means  amounts  which  the 
extended  care  facility  is  uniformly  charging  patients 
currently  for  specific  services  and  accommodations. 
The  most  prevalent  rate  for  semiprivate  accommoda- 
tions is  the  rate  which  applies  to  the  greatest  number 
of  semiprivate  beds. 

212.3  Physical,  Occupational  and  Speech 
Therapy  Furnished  by  the  Extended  Care  Facil- 
ity or  by  Others  Under  Arrangements  Made  by 
the  Facility. — 

A.  Physical  therapy  includes  assistance  to  the 
physician  in  evaluating  patients  by  applying  diagnostic 
and  prognostic  muscle,  nerve,  joint,  and  functional 
ability  tests,  and  treating  patients  to  relieve  pain,  de- 
velop or  restore  function,  and  maintain  maximum  per- 
formance, using  physical  means  such  as  exercise,  mas- 
sage, heat,  water,  light,  and  electricity. 

A  qualified  physical  therapist  is  licensed  or  regis- 
tered by  the  State  when  licensure  laws  are  applicable, 
and  meets  the  following  criteria : 

1.  Graduation  from  a  physical  therapy  curriculum 
approved  by  the  American  Physical  Therapy  Associa- 
tion from  1928  to  1936,  or  by  the  Council  on  Medical 
Education  and  Hospitals  of  the  American  Medical  Asso- 
ciation from  1936  to  1960,  or  by  the  Council  on  Medi- 
cal Education  of  the  American  Medical  Association  in 
collaboration  with  the  American  Physical  Therapy 
Association  since  1960;  or 

2.  Membership  in  the  American  Physical  Therapy 
Association  or  registration  by  the  American  Registry 
of  Physical  Therapists ;  or 


3.  If  the  physical  therapist  was  trained  outside  the 
United  States : 

a.  Graduation  since  1928  from  a  physical  therapy 
curriculum  approved  in  the  country  in  which  the  cur- 
riculum was  located,  and  the  curriculum  must  have 
been  in  a  country  in  which  there  is  a  member  organi- 
zation of  the  World  Confederation  for  Physical 
Therapy ;  and 

b.  Membership  in  a  member  organization  of  the 
World  Confederation  for  Physical  Therapy;  and 

c.  Completion  of  1  year's  experience  under  the  su- 
pervision of  an  active  member  of  the  American  Physi- 
cal Therapy  Association;  and 

d.  Successful  completion  of  a  qualifying  examina- 
tion as  prescribed  by  the  American  Physical  Therapy 
Association. 

An  individual  who  graduated  from  any  school  before 
its  physical  therapy  curriculum  was  approved  by  the 
appropriate  organization  mentioned  in  1.  above  is  not 
a  qualified  physical  therapist  unless,  of  course,  he  is  a 
member  of  the  American  Physical  Therapy  Association 
or  is  registered  by  the  American  Registry  of  Physical 
Therapists. 

B.  Speech  therapy  includes  assistance  to  the  phy- 
sician in  evaluating  patients  to  determine  the  type  of 
speech  or  language  disorder  and  the  appropriate  cor- 
rective therapy;  providing  rehabilitative  services  for 
speech  and  language  disorders. 

A  speech  therapist  is  certified  by  the  American  Speech 
and  Hearing  Association,  or  has  completed  the  academic 
requirements  and  is  in  the  process  of  accumulating  the 
necessary  supervised  work  experience  required  for 
certification. 

C.  Occupational  therapy  includes  assistance  to 
the  physician  in  evaluating  the  patient's  level  of  function 
by  applying  diagnostic  and  prognostic  tests;  guiding 
the  patient  in  his  use  of  therapeutic  creative  and  self- 
care  activities  for  improving  function. 

An  occupational  therapist  is  registered  by  the  Ameri- 
can Occupational  Therapy  Association  or  is  a  graduate 
of  a  program  approved  by  the  Council  on  Medical  Edu- 
cation of  the  American  Medical  Association  in  collab- 
oration with  the  American  Occupational  Therapy  Asso- 
ciation and  is  in  the  process  of  accumulating  supervised 
clinical  experience  required  for  registration. 

An  occupational  therapy  assistant  is  one  who  works 
under  the  supervision  of  a  qualified  occupational  thera- 
pist and  has  successfully  completed  a  training  course  ap- 
proved by  the  American  Occupational  Therapy  Associa- 
tion, and  is  certified  by  that  body  as  a  certified  occupa- 
tional therapy  assistant. 
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212.4  Medical  Social  Services  To  Meet  the  Pa- 
tient's Medically  Related  Social  Needs. — Medical 
social  services  include,  but  are  not  limited  to,  (a)  as- 
sessment of  the  social  and  emotional  factors  related  to 
the  patient's  illness,  his  need  for  care,  his  response  to 
treatment,  and  his  adjustment  to  care  in  the  facility; 
(b)  appropriate  action  to  obtain  case  work  services 
to  assist  in  resolving  problems  in  these  areas;  (c)  as- 
sessment of  the  patient's  medical  and  nursing  require- 
ments, his  home  situation,  his  financial  resources,  and 
the  community  resources  available  to  him  in  making 
the  decision  regarding  his  discharge;  (d)  arrange- 
ments for  referral  to  the  appropriate  agency  where  a 
need  for  financial  assistance  is  indicated. 

212.5  Drugs  and  Biologicals. — Drugs  and  bio- 
logicals  for  use  in  the  facility  which  are  ordinarily 
furnished  by  the  facility  for  the  care  and  treatment  of 
inpatients  are  covered. 

Two  basic  requirements  must  be  met  in  order  for  a 
drug  or  biological  furnished  by  a  facility  to  be  included 
as  a  covered  extended  care  service.  The  drug  or  bio- 
logical must  (1)  represent  a  cost  to  the  institution  in 
rendering  services  to  the  beneficiary;  and  (2)  the 
drug  or  biological  must  either  be  included,  or  approved 
for  inclusion,  in  the  U.S.  Pharmacopoeia,  the  Na- 
tional Formulary,  the  U.S.  Homeopathic  Pharmacopeia, 
or  New  Drugs  or  Accepted  Dental  Remedies  (except  for 
those  unfavorably  evaluated) . 

A.  Drugs  Included  in  the  Drug  Compendia. — 
Coverage  is  provided  only  for  those  drugs  and  biologi- 
cals included,  or  approved  for  inclusion,  in  the  latest 
official  editions  of  the  compendia.  The  latest  official 
editions  or  revisions  are:  (1)  U.S.  Pharmacopoeia, 
17th  Revision,  official  from  September  1,  1965,  (2)  the 
National  Formulary,  12th  Edition,  official  from  Sep- 
tember 1,  1965,  (3)  U.S.  Homeopathic  Pharmacopoeia, 
7th  Revised  Edition,  1964,  (4)  New  Drugs,  1966,  and 
(5)  Accepted  Dental  Remedies,  1966. 

The  exclusion  from  coverage  of  drugs  and  biologi- 
cals unfavorably  evaluated  in  New  Drugs  and  Accepted 
Dental  Remedies  applies  to  those  drugs  and  biologicals 
which  have  been  unfavorably  evaluated  for  all  medic- 
inal used.  If  a  drug  or  biological  has  been  unfavorably 
evaluated  for  one  or  more,  but  not  all,  medicinal  uses, 
the  exclusion  applies  only  where  the  drug  has  been 
unfavorably  evaluated  for  the  medicinal  use  to  which 
it  is  being  put. 

Drugs  and  biologicals  are  considered  "approved  for 
inclusion"  in  a  compendium  if  approved  under  the 
established  procedure  by  the  professional  organization 
responsible  for  revision  of  the  compendium. 

B.  Drugs  Not  Included  in  the  Compendia. — 


Drugs  not  included,  or  approved  for  inclusion,  in  the 
drug  compendia  are  nevertheless  covered  if  such  drug 
(1)  was  furnished  the  patient  during  his  prior  hospi- 
talization, (2)  was  approved  for  use  in  the  hospital  by 
the  hospital's  pharmacy  and  drug  therapeutics  (or 
equivalent)  committee;  and  (3)  is  required  for  the 
continuing  treatment  of  the  patient  in  the  extended 
care  facility. 

C.  Combination  Drugs. — Combination  drugs  are 
covered  if  the  combination  itself  or  all  the  therapeutic 
ingredients  of  the  combination  are  included,  or  ap- 
proved for  inclusion,  in  any  of  the  designated  drug 
compendia.  Under  the  limited  circumstances  men- 
tioned in  B.  above,  a  combination  drug  approved  by 
a  hospital  pharmacy  and  drug  therapeutics  committee 
may  also  be  covered  as  an  extended  care  service. 

D.  Drugs  Specially  Ordered  for  Inpatients. — 
Covered  drugs  and  biologicals  are  not  limited  to  those 
routinely  stocked  by  the  extended  care  facility.  A  drug 
or  biological  not  stocked  by  the  facility  but  which  the 
facility  obtains  for  the  patient  from  an  outside  source, 
such  as  a  pharmacy  in  the  community,  is  covered,  if 
it  represents  a  cost  to  the  facility;  that  is,  the  facility 
rather  than  the  patient  is  responsible  for  making  pay- 
ment to  the  supplier.  Whether  a  drug  or  biological 
is  covered  under  such  circumstances  depends  upon  the 
financial  arrangements  with  respect  to  the  individual 
transaction.  It  is  not  required  that  the  same  practice 
be  followed  by  the  facility  for  all  patients  in  obtaining 
drugs  from  an  outside  source.  For  example,  the  fact 
that  public  assistance  payments  for  drugs  furnished  to 
a  welfare  patient  are  made  to  the  pharmacy  in  the 
community,  rather  than  the  facility  (which  in  this  case 
does  not  incur  a  cost  for  the  drug) ,  does  not  preclude 
coverage  of  the  same  drugs  when  purchased  directly 
by  the  facility  for  the  use  of  other  patients. 

E.  Drugs  for  Use  Outside  the  Facility. — Drugs 
and  biologicals  furnished  by  a  facility  to  an  inpatient 
for  use  outside  the  facility  are,  in  general,  not  covered 
as  extended  care  services.  However,  if  the  drug  or  bio- 
logical is  deemed  medically  necessary  to  permit  or  fa- 
cilitate the  patient's  departure  from  the  facility,  and  a 
supply  is  required  until  he  can  obtain  a  continuing 
supply,  the  drugs  or  biologicals  would  be  covered  as  an 
extended  care  service.  Drugs  and  biologicals  fur- 
nished to  outpatients  of  extended  care  facilities  are  not 
covered. 

212.6     Supplies,  Appliances,  and  Equipment. — 

Supplies,  appliances,  and  equipment  furnished  for  use 
in  the  facility,  which  are  ordinarily  furnished  by  the 
facility  for  the  care  and  treatment  of  inpatients  are 
covered  extended  care  services.    However,  under  cer- 


tain  circumstances,  supplies,  appliances,  and  equip- 
ment used  during  the  beneficiary's  stay  are  covered 
even  though  they  leave  the  facility  with  the  patient 
when  he  is  discharged.  These  are  circumstances  in 
which  it  would  be  unreasonable  or  impossible  from  a 
medical  standpoint  to  limit  the  patient's  use  of  the  item 
to  the  periods  during  which  the  individual  is  an  in- 
patient. An  example  of  items  covered  under  this  rule 
is  a  brace  temporarily  attached  to  the  patient's  body 
while  he  is  receiving  treatment  as  an  inpatient  and 
which  is  also  necessary  to  permit  or  facilitate  the  pa- 
tient's release  from  the  facility. 

Supplies,  appliances,  and  equipment  furnished  to  a 
patient  for  use  only  outside  the  facility  would  not,  in 
general,  be  covered  as  extended  care  services.  How- 
ever, a  temporary  or  disposable  item  provided  to  a 
patient  which  is  medically  necessary  to  permit  or  facili- 
tate his  departure  from  the  facility  and  is  required  until 
such  time  as  he  can  obtain  a  continuing  supply  would 
be  covered  as  an  extended  care  service. 

212.7  Medical  Services  of  an  Intern  or  Resi- 
dent-in-Training. — The  medical  services  of  an  intern 
or  resident-in-training  under  an  approved  teaching  pro- 
gram of  a  hospital  with  which  the  facility  has  in  effect 
the  required  transfer  agreement  are  covered  under  hos- 
pital insurance. 

An  "approved  teaching  program"  means  a  program 
approved  by  the  Council  on  Medical  Education  of  the 
American  Medical  Association  or,  in  the  case  of  an 
osteopathic  hospital,  approved  by  the  Committee  on 
Hospitals  of  the  Bureau  of  Professional  Education  of 
the  American  Osteopathic  Association.  In  the  case  of 
services  of  an  intern  or  resident-in-training  in  the  field 
of  dentistry  in  a  hospital  or  osteopathic  hospital,  the 
teaching  program  must  have  the  approval  of  the  Coun- 
cil on  Dental  Education  of  the  American  Dental  As- 
sociation. 

The  medical  and  surgical  services  furnished  to  the 
facility's  patients  by  interns  and  residents-in-training 
of  a  hospital  with  which  the  facility  has  a  transfer  agree- 
ment are  covered  under  medical  insurance  if  the  serv- 
ices are  not  covered  under  hospital  insurance. 

The  services  performed  by  interns  and  residents — 
including  a  physician  acting  in  the  capacity  of  an  in- 
tern or  resident — are  reimbursable  to  the  facility  on  a 
reasonable  cost  basis  even  though  the  intern  or  resi- 
dent is  a  licensed  physician.  These  services  are  not 
reimbursable  on  a  reasonable  charge  basis  as  physi- 
cians' services. 

212.8  Other  Diagnostic  or  Therapeutic  Serv- 
ices Provided  by  a  Hospital. — Extended  care  serv- 
ices also  include  other  diagnostic  or  therapeutic  serv- 


ices provided  by  a  hospital  with  which  the  facility  has 
a  transfer  agreement. 

212.9  Other  Services. — Other  services  which  are 
necessary  to  the  health  of  the  patients  are  covered  if  the 
services  are  the  type  generally  provided  by  extended 
care  facilities.  For  example,  the  use  of  an  operating 
room  would  not  be  covered  since  operating  rooms  are 
not  generally  maintained  as  part  of  such  facilities. 
Items  or  services  that  would  not  be  included  as  in- 
patient hospital  services  if  furnished  to  an  inpatient  of 
a  hospital  are  also  excluded  from  extended  care  cover- 
age. See  §  110.2  for  summary  of  inpatient  hospital 
services. 

Services  Covered  Under  Medical  Insurance 
213.  AMBULANCE  SERVICE 

An  ambulance  is  a  specially  designed  or  equipped 
automobile  or  other  vehicle  (in  some  areas  of  the 
United  States  this  might  be  a  boat  or  plane)  for  trans- 
porting the  sick  or  injured.  It  must  have  customary 
patient  care  equipment  such  as  a  stretcher,  clean  linens, 
first  aid  supplies,  oxygen  equipment,  and  it  must  also 
have  such  other  safety  and  lifesaving  equipment  as  is 
required  by  State  or  local  authorities.  Personnel 
whose  duties  involve  the  care  or  handling  of  the  pa- 
tient while  providing  ambulance  service  must  have 
adequate  training  in  the  application  of  first  aid,  i.e., 
training  which  is  at  least  equivalent  to  the  training 
provided  by  the  standard  and  advanced  Red  Cross  first 
aid  courses.  The  driver  would  not  have  to  meet  the 
first  aid  training  requirement  if  there  is  at  least  one 
other  person  assigned  to  the  ambulance  who  has  had 
the  required  training.  Training  "equivalent"  to  the 
standard  and  advanced  Red  Cross  first  aid  training 
courses  includes  ambulance  service  training  and  ex- 
perience acquired  in  military  service,  successful  com- 
pletion by  the  individual  of  a  comparable  first  aid 
course  furnished  by  or  under  the  sponsorship  of  State 
or  local  authorities,  an  educational  institution,  a  fire 
department,  a  hospital,  a  professional  organization,  or 
other  such  qualified  organization.  On-the-job  training 
involving  the  administration  of  first  aid  under  the  su- 
pervision of  or  in  conjunction  with  trained  first  aid 
personnel  for  a  period  of  time  sufficient  to  assure  the 
trainee's  proficiency  in  handling  the  wide  range  of 
patient  care  services  that  may  have  to  be  performed 
by  a  qualified  attendant  can  also  be  considered  as 
"equivalent  training." 

A.  For  coverage  of  ambulance  services  each  of 
the  following  three  conditions  must  be  met: 

1.  The  vehicle  utilized  to  provide  the  ambulance 
service  and  the  ambulance  personnel  whose  duties  in- 
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volve  care  of  the  individual  to  be  transported  by  the 
ambulance  meet  the  requirements  specified  above; 

2.  Ambulance  service  is  covered  only  where  the  use 
of  any  other  method  of  transportation  is  medically  con- 
traindicated  by  the  patient's  conditions.  (In  any  case 
in  which  some  means  of  transportation  other  than  an 
ambulance  could  be  utilized  without  endangering  the 
individual's  health,  whether  or  not  such  other  trans- 
portation is  actually  available,  no  payment  may  be  made 
for  ambulance  service.) 

3.  The  patient  must  have  been  transported  to  the 
nearest  hospital  with  appropriate  facilities  or  to  one 
in  the  same  locality,  and  under  similar  restrictions, 
from  one  hospital  to  another,  or  to  an  extended  care 
facility.  The  patient  may,  likewise,  be  transported 
from  one  of  these  institutions  to  his  home  (or  place  of 
residence)  if  such  home  is  within  the  locality  of  the  in- 
stitution. 

The  requirement  that  a  patient  be  transported  to  the 
nearest  hospital  with  appropriate  facilities  or  to 
one  in  the  same  locality  as  that  hospital  (and  under 
similar  restrictions  from  one  hospital  to  another,  to  the 
patient's  home,  or  to  an  extended  care  facility)  is  in- 
tended to  provide  coverage  of  essential  ambulance  serv- 
ice, without  imposing  an  arbitrary  "mileage"  limita- 
tion. It  is  not  contemplated,  however,  that  payment 
would  be  made  for  ambulance  services  that  involve 
transporting  the  patient  beyond  the  locality  even  if  the 
patient  is  transported  to  a  participating  hospital  or  ex- 
tended care  facility.  The  term  locality,  with  respect  to 
ambulance  service,  means  the  service  area  in  the  geo- 
graphic territory  surrounding  the  institution  from 
which  individuals  normally  come  or  are  expected  to 
come  for  medical  services. 

The  term  appropriate  facilities  means  that  the 
institution  has  available  the  services,  supplies,  and  staff 
necessary  to  provide  the  medical  care  called  for  by  the 
patient's  injury  or  illness.  The  fact  that  a  more  distant 
institution  is  better  equipped,  either  qualitatively  or 
quantitatively,  to  care  for  the  patient  does  not  warrant 
a  finding  that  a  closer  institution  does  not  have  "ap- 
propriate facilities."  However,  a  patient  need  not  nec- 
essarily be  taken  to  the  nearest  hospital  or  facility  with 
appropriate  facilities;  he  can  be  taken  to  another  hos- 
pital or  facility  in  the  same  locality. 

B.  If  an  ambulance  is  operated  by  an  extended 
care  facility,  reimbursement  for  this  service  is  made 
under  the  supplementary  medical  insurance  program 
on  a  reasonable  cost  basis.  The  cost  of  oxygen  admin- 
istered in  connection  with  ambulance  service  is  also 
covered.    See  §  252.1  for  required  physician  certifi- 


cation for  coverage  of  extended  care  facility  furnished 
ambulance  service. 

Facility-Based  Physicians 

215.  FACILITY-BASED  PHYSICIANS' 
SERVICES 

The  medical  insurance  program  covers  the  reason- 
able charges  for  physicians'  services  rendered  to  indi- 
vidual beneficiaries.  The  charges  of  facility-based 
physicians  (e.g.,  those  on  salary)  for  services  directed 
to  the  medical  care  of  the  individual  patient  must  be 
specially  billed  either  by  the  physician  or  by  the  facility 
on  his  behalf.  However  billed,  reimbursement  is  made 
for  medical  services  to  individual  patients  on  a  reason- 
able charge  basis  by  the  supplementary  medical  insur- 
ance (Part  B)  intermediary.  (See  §  404  for  billing  by 
the  facility  for  these  services.) 

Facility-based  physicians  often  perform  services  other 
than  those  clearly  directed  to  the  medical  care  of  indi- 
vidual patients.  These  may  involve  teaching  and  ad- 
ministrative services,  and  other  services  that  benefit  the 
facility's  patients  as  a  group.  Such  physician  services, 
not  directly  related  to  an  individual  patient,  if  com- 
pensated, must  be  considered  in  computing  reimburs- 
able facility  costs  and,  as  such,  will  be  reflected  in 
amounts  payable  to  the  facility  under  Part  A  for  serv- 
ices rendered  program  beneficiaries. 

Detailed  information  on  reasonable  cost  and  charge 
computation  is  contained  in  "Principles  of  Reimburse- 
ment for  Provider  Costs  and  for  Services  by  Hospital- 
Based  Physicians."    These  principles  establish  the  cri- 
teria for  distinguishing  between  the  services  of  facility- 
based  physicians  which  are  reimbursable  as  provider 
services  and  those  services  reimbursable  as  physicians' 
services  to  patients.    The  principles  also  establish  a 
basis  for  determining  the  reasonable  charges  for  phy- 
sicians' services  to  patients  where,  under  the  existing 
arrangement  between  the  facility  and  the  physician, 
hillings  to  patients  have  not  separately  identified 
charges  for  physicians'  services  to  patients.  Where 
charges  for  physicians'  services  to  patients  have  been 
identified  separately,  the  customary  charges  for  physi- 
cians' services  have  been  established  and  afford  a  basis 
for  determining  the  reasonable  charges  for  such  serv- 
ices.   Finally,  the  principles  establish  a  basis  for 
ascertaining  the  customary  charges  for  a  physician's 
services  to  patients  where,  under  a  previous  arrange- 
ment between  the  facility  and  the  physician,  charges  to 
patients  were  not  separately  identified,  but  this  arrange- 
ment is  modified  and  the  facility  and  the  physician 
agree  to  bill  patients  separately  for  their  respective 
services. 
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The  extended  care  facility's  Part  A  intermediary  will 
obtain  from  the  facility  information  it  and  the  Part  B 
carrier  need  to  make  payment  determinations  where 
the  services  of  facility-based  physicians  are  involved. 
The  Part  A  intermediary  has  the  responsibility  for  re- 
viewing and  approving  the  reasonableness  of  the  agree- 
ment between  facility  and  physician  on  the  allocation 
of  physician  compensation  (received  from  or  through 
the  facility)  between  (1)  the  portion  attributable  to 
provider  services,  i.e.,  services  to  the  institution  and 
(2)  the  portion  attributable  to  physician  services,  i.e., 
identifiable  services  rendered  by  the  physician  to  indi- 
vidual patients.  If  the  facility  and  physician  fail  to 
agree  or  if  their  agreement  appears  unreasonable,  the 
Part  A  intermediary  and  the  Part  B  carrier  will  jointly 
assist  in  resolving  the  issue.  The  Part  B  carrier  is 
responsible  for  review  and  approval,  in  accordance  with 
the  applicable  principles,  of  the  basis  for  Part  B  charges 
for  services  of  facility-based  physicians,  i.e.,  the  sched- 
ule of  such  charges  if  the  item-by-item  method  of  deter- 
mination is  used,  or  the  uniform  percentage  if  the 
optional  method  of  determination  is  used. 

Duration  of  Covered  Extended  Care 
Services 

220.  SPELL  OF  ILLNESS  DEFINED 

A  spell  of  illness  is  a  period  of  consecutive  days  that 
begins  with  the  first  day  (not  included  in  a  previous 
spell  of  illness)  on  which  a  patient  is  furnished  inpa- 
tient hospital  or  extended  care  services  by  a  qualified 
provider  in  a  month  for  which  the  patient  is  entitled 
to  hospital  insurance  benefits.  A  qualified  hospital 
(including  a  psychiatric  or  tuberculosis  hospital)  or 
extended  care  facility  is  one  that  has  been  certified  as 
meeting  all  the  requirements  of  the  definition  of  such 
an  institution.  A  hospital  which  meets  the  require- 
ments in  §  203.2  is  a  qualified  hospital  for  purposes  of 
beginning  a  spell  of  illness  when  it  furnishes  the  patient 
covered  inpatient  emergency  services. 

Generally,  the  spell  of  illness  begins  when 
covered  inpatient  services  are  initially  furnished 
to  an  entitled  individual. 

However,  admission  to  a  qualified  extended  care 
facility  will  begin  a  spell  of  illness  even  though  pay- 
ment for  the  services  cannot  be  made  because  the  prior 
hospitalization  or  transfer  requirement  has  not  been 
met.    (See  §211.) 

The  spell  of  illness  ends  with  the  close  of  a  period 
of  60  consecutive  days  during  which  the  patient  was 
neither  an  inpatient  of  a  hospital  nor  an  inpatient  of  an 
extended  care  facility.  To  determine  the  60  consecu- 
tive day  period,  begin  counting  with  the  day  following 
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the  day  on  which  the  individual  was  discharged.  It 
is  important  to  note  that  for  purposes  of  con- 
tinuing a  spell  of  illness  the  hospital  or  extended 
care  facility  in  which  the  stay  occurs  need  not 
meet  all  of  the  requirements  that  are  necessary 
for  starting  a  spell  of  illness. 

Inpatient  services  will  prolong  the  beneficiary's  spell 
of  illness  if  the  hospital  meets  the  initial  requirement 
of  the  definitions  in  §§  203  and  203.1.  That  is,  it  is 
primarily  engaged  in  providing,  by  or  under  the  super- 
vision of  physician(s) ,  to  inpatients  (1)  diagnostic  and 
therapeutic  services  for  medical  diagnosis,  treatment, 
and  care  of  injured,  disabled,  or  sick  persons,  or  re- 
habilitation services  for  injured,  disabled,  or  sick  per- 
sons; or  (2)  psychiatric  services  for  the  diagnosis  and 
treatment  of  mentally  ill  persons;  or  (3)  medical  serv- 
ices for  the  diagnosis  and  treatment  of  tuberculosis. 

Similarly,  inpatient  services  in  an  extended  care 
facility  will  prolong  a  beneficiary's  spell  of  illness  if 
the  facility  (including  one  primarily  for  the  care  and 
treatment  of  mental  diseases  or  tuberculosis)  meets  at 
least  requirement  201. a  of  the  definition.  That  is,  it 
is  primarily  engaged  in  providing  to  inpatients  skilled 
nursing  care  and  related  services  for  patients  who  re- 
quire medical  or  nursing  care,  or  rehabilitation  serv- 
ices for  injured,  disabled,  or  sick  persons. 

An  individual  may  be  discharged  from  and  read- 
mitted to  a  hospital  or  extended  care  facility  several 
times  during  a  spell  of  illness  and  still  be  in  the  same 
spell  if  60  days  have  not  elapsed  between  discharge  and 
readmission.  Inpatient  stays  during  the  same  spell 
of  illness  need  not  be  for  the  same  or  related  physical 
or  mental  conditions.  (For  necessary  relationship  of 
extended  care  facility  patient's  condition  to  prior  hos- 
pitalization, see  §  211.) 

As  long  as  a  person  continues  to  be  entitled  to  hos- 
pital insurance,  there  is  no  limit  to  the  number  of  spells 
of  illness  he  may  have. 

Example  1 :  X  was  born  August  9,  1902.  On  July 
28,  1967,  X  entered  a  participating  general  hospital. 
After  he  had  been  in  the  hospital  for  2  weeks  X  was 
discharged  on  August  11,  1967.  On  his  doctor's  orders 
X  entered  a  participating  extended  care  facility  on 
August  15,  1967,  and  remained  there  until  his  dis- 
charge on  October  27,  1967.  He  had  no  further  in- 
patient stays  in  1967.  X's  spell  of  illness  began  on 
August  1,  1967,  the  first  day  of  the  month  he  attained 
age  65  and  was  entitled  to  hospital  insurance.  The 
spell  of  illness  ended  December  26,  1967,  60  days  after 
his  last  discharge. 

Example  2:  Y,  over  age  65,  entered  a  participat- 
ing general  hospital  on  July  28,  1968,  for  treatment 
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of  a  heart  condition.  He  was  discharged  on  August  11, 
1968.  On  August  20,  1968,  Y  entered  a  nonparticipat- 
ing  nursing  home,  which  provided  primarily  skilled 
nursing  care  and  related  services.  Y  remained  in  this  fa- 
cility until  his  discharge  on  October  27,  1968.  On  De- 
cember 25,  1968,  Y  was  again  admitted  to  a  participat- 
ing hospital  because  of  injuries  suffered  in  an  accident. 
He  was  discharged  on  January  13, 1969,  and  had  no  fur- 
ther inpatient  stays  in  1969.  Y's  spell  of  illness  began 
on  July  28,  1968:  His  stay  in  the  nursing  home  began 
less  than  60  days  after  his  hospital  discharge  and  the 
spell  was  continued  even  though  the  stay  was  not  cov- 
ered. The  subsequent  hospital  stay  began  less  that 
60  days  after  the  nursing  home  discharge  and  con- 
tinued the  spell  of  illness,  although  the  condition 
treated  was  unrelated  to  his  prior  stays.  The  spell  ended 
on  March  14, 1969. 

Example  3:  Z,  over  age  65  and  entitled  to  hospital 
insurance  benefits,  was  admitted  to  General  Hospital 
on  August  1,  1966,  and  discharged  on  August  10,  1966, 
having  received  nonemergency  hospital  services.  Gen- 
eral Hospital  met  all  the  requirements  in  the  definition 
of  a  hospital  except  those  concerning  utilization  review 
and  health  and  safety.  While  General  Hospital  met 
the  minimum  requirements  for  a  prior-stay  hospital, 
Z's  spell  of  illness  did  not  begin  with  his  admission 
to  this  hospital  because  (1)  the  hospital  did  not  meet 
all  of  the  requirements  in  the  definition  of  a  hospital; 
and  (2)  although  the  hospital  satisfied  the  requirements 
for  coverage  of  emergency  services,  Z  did  not  receive 
emergency  inpatient  care.  Z  was  admitted  to  Haven 
Convalescent  Home  on  August  20,  1966,  and  remained 
an  inpatient  of  the  home  until  his  discharge  on  March 
1,  1967.  He  had  no  further  inpatient  stays  in  1967. 
Haven  Convalescent  Home  became  a  participating  ex- 
tended care  facility  on  January  1,  1967.  Z's  spell  of 
illness  began  January  1,  1967,  the  day  Haven  Con- 
valescent Home  was  determined  to  be  a  qualified  ex- 
tended care  facility  and  the  services  Z  received  on  that 
date  were  covered  extended  care  services.  Z's  spell  of 
illness  ended  April  30,  1967,  60  days  after  his  discharge 
from  the  convalescent  home. 

222.  EXTENDED  CARE  BENEFIT  DAYS 

A  patient  having  hospital  insurance  coverage  is  en- 
titled to  have  payment  made  on  his  behalf  for  up  to 
100  days  of  covered  inpatient  extended  care  services 
in  each  spell  of  illness.  (For  coinsurance  provision,  see 
§226.) 

The  number  of  days  of  care  charged  to  a  beneficiary 
for  extended  care  services  will  always  be  in  units  of 


full  days.  A  day  begins  at  midnight  and  ends  24  hours 
later.  Facilities  may  use  a  different  definition  of  day 
for  statistical  or  other  purposes,  but  in  reporting  days 
of  care  used  by  beneficiaries,  the  midnight-to-midnight 
method  is  to  be  used.  With  the  exception  of  the  day 
of  discharge,  a  day  on  any  part  of  which  an  individual 
is  an  inpatient  is  counted  as  an  inpatient  day.  In  count- 
ing inpatient  days  for  reimbursement  purposes  and  in 
determining  the  total  number  of  days  of  inpatient  care 
utilized  by  the  beneficiary,  the  day  of  admission  is 
counted,  but  the  day  of  discharge  is  not  counted.  This 
recognizes  that  the  day  of  admission  and  the  day  of 
discharge  are  partial  days.  If  admission  and  discharge 
occur  on  the  same  day,  the  day  is  considered  a  day  of 
admission  and  counts  as  1  inpatient  day. 

224.  SERVICES  COUNTING  TOWARD 
MAXIMUMS 

Extended  care  services  count  toward  the  maximum 
number  of  benefit  days  payable  per  spell  of  illness  only 
if: 

( 1 )  Payment  for  the  services  is  made,  or 

(2)  Payment  for  the  services  would  be  made  if  a 
request  for  payment  were  properly  filed  and  if  the 
physician  certified  that  the  services  were  medically 
necessary.  Where  payment  cannot  be  made  because  of 
the  extended  care  coinsurance  requirement,  the  day(s) 
used  in  satisfying  this  requirement  nevertheless  count 
toward  the  beneficiary's  maximum  days  of  extended 
care. 

226.  COINSURANCE— EXTENDED  CARE 
SERVICES 

The  beneficiary  is  responsible  for  a  coinsurance 
amount,  initially  $5,  (one-eighth  of  the  inpatient  hos- 
pital deductible)  for  each  day  after  the  20th  and 
through  the  100th  day  of  extended  care  services  fur- 
nished during  a  spell  of  illness. 

General  Exclusions  From  Coverage 

240.  GENERAL  EXCLUSIONS 

No  payment  can  be  made  under  either  the  hospital 
insurance  or  supplementary  medical  insurance  pro- 
grams for  the  following  items  and  services: 
240.1  Items  and  services  which  are  not  rea- 
sonable and  necessary  for  the  diagnosis  or  treatment 
of  illness  or  injury  or  to  improve  the  functioning  of  a 
malformed  body  member  are  not  covered.  Potential 
personal  comfort  items  and  services  such  as  massages 
and  heat  lamp  treatments  are  not  covered  unless  they 
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contribute  meaningfully  to  the  treatment  of  an  illness 
or  injury,  or  the  functioning  of  a  malformed  body 
member. 

240.2  Items  and  Services  for  Which  There  is 
No  Legal  Obligation  to  Pay. — Free  services  are  ex- 
cluded from  coverage,  e.g.,  free  chest  x-rays  provided 
by  health  organizations. 

This  exclusion  does  not  apply  if  the  patient  has  a 
legal  obligation  to  pay,  or  some  other  person  or  organi- 
zation has  a  legal  obligation  to  pay  for  or  provide  the 
items  or  services.  Thus,  benefits  for  covered  items  and 
services  would  be  paid  by  the  program  even  though 
the  same  services  were  covered  by  a  prepayment  plan  or 
health  insurance  policy.  Such  a  plan  may  pay  money 
toward  the  cost  of  services  or  it  may  maintain  its  own 
facilities  and  professional  supporting  staff. 

In  applying  this  exclusion  the  determining  factor  is 
that  there  is  no  legal  obligation  to  pay  for  the  items  or 
services,  and  not  merely  the  fact  that  the  patient  is  not 
charged  because  of  other  considerations.  This  exclu- 
sion, therefore,  does  not  prohibit  program  payment  for 
services  rendered  to : 

A.  Members  of  religious  orders  who  are  not 
charged  because  of  a  vow  of  poverty; 

B.  Indigents  who  because  of  their  inability  to  pay 
are  not  charged  by  an  institution  which  customarily 
charges  for  such  services; 

C.  The  patient  whose  need  for  services  re- 
sulted from  the  act  or  negligence  of  another  who 
is  or  may  be  legally  liable  for  the  patient's  medical  ex- 
penses. The  existence  of  a  third  person's  liability  does 
not  affect  the  patient's  obligation  to  pay  for  the  services 
he  receives; 

D.  Certain  residents  of  homes  for  the  aged. — 

Coverage  of  health  services  furnished  to  a  resident  of 
a  home  for  the  aged  depends  on  the  agreement  under 
which  the  services  are  provided. 

1.  The  typical  relationship  between  the  proprietary 
or  profit-making  home  and  the  residents  is  contrac- 
tual. The  home  agrees  to  furnish  or  pay  for  certain 
services,  including  specified  health  services,  in  return 
for  specified  payments  by  the  resident.  Payment  can 
be  made  under  the  health  insurance  program  for  the 
specified  health  services  received  by  the  resident  of 
such  a  home  since  the  home  has  a  legal  obligation  to 
pay  for  or  provide  the  services.  Of  course,  payment 
may  also  be  made  for  covered  services  not  included 
in  the  resident's  contract  with  the  home,  which  he  him- 
self has  a  legal  obligation  to  pay. 

2.  Nonprofit  homes  are  generally  operated  by  reli- 
gious or  fraternal  organizations.  The  resident  is  ordi- 
narily required  to  contribute  to  the  cost  of  his  mainte- 


nance and  health  care  to  the  extent  that  he  is  able.  For 
example,  the  resident  is  usually  required  to  assign  to  the 
home  assets  or  income  at  the  time  of  admission.  Where 
this  is  the  case,  payment  can  be  made  under  the  pro- 
gram for  covered  services  furnished  the  resident 
whether  or  not  his  circumstances  permitted  him  to  pay 
anything  for  his  care. 

However,  where  all  services  are  furnished  by  the 
home  on  a  purely  charitable  basis  (i.e.,  no  payment 
is  accepted  from  residents  regardless  of  their  ability  to 
pay),  payment  could  not  be  made  under  the  health  in- 
surance program  for  items  and  services  furnished  by 
the  home.  In  this  situation,  however,  payment  could 
be  made  for  services  furnished  by  a  source  inde- 
pendent of  the  home  if  that  source  customarily  charges 
for  such  services.  Thus,  payment  could  be  made  for 
services  furnished  by  a  hospital  or  extended  care  facil- 
ity to  which  a  resident  of  the  home  is  sent,  or  for  home 
health  services  furnished  by  an  agency,  or  for  the 
services  of  a  physician  who  is  not  an  employee  of  the 
home. 

3.  Certain  union  homes  accept  no  payment  from 
residents  regardless  of  their  ability  to  pay.  Payment 
may,  nevertheless,  be  made  for  services  provided  by 
such  homes  where  admission  to  the  home  and  access 
to  the  services  is  a  matter  of  right  for  union  members 
who  meet  the  necessary  qualifications. 

4.  Homes  for  Members  of  Religious  Orders. — 
Many  religious  orders  maintain  homes  similar  to  re- 
tirement homes  to  care  for  members  who  become  ill 
or  infirm.  Since  members  of  the  order  are  under  a 
vow  of  poverty,  there  is  no  charge  made  by  the  home 
for  this  care.  The  order  is  considered  to  have  an  ob- 
ligation to  care  for  its  members  who  have  rendered 
lifelong  services.  Payment  may  be  made  for  services 
furnished  in  these  homes,  whether  they  are  furnished 
by  the  home  itself  or  by  independent  sources  that  cus- 
tomarily charge  for  their  services. 

240.3  Items  and  services  which  are  paid  for  by 
a  governmental  entity  other  than  under  a  title  of  the 
Social  Security  Act,  such  as  a  medical  assistance  pro- 
gram, or  under  a  health  benefits  or  insurance  plan 
for  employees  of  the  governmental  entity  are  not  cov- 
ered. The  Secretary  of  Health,  Education,  and  Welfare 
may  specify  other  exceptions  to  this  exclusion.  The  Sec- 
retary has  approved  payment  for  covered  items  and 
services  even  though  provided  free,  if 

A.  furnished  by  participating  State  or  local  govern- 
ment-operated hospitals,  including  psychiatric  and  tu- 
berculosis hospitals  which  serve  the  general  community 
but  not  including  hospitals  which  serve  a  special  cate- 
gory of  the  population,  e.g.,  prison  hospitals,  or 
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B.  paid  for  by  a  State  or  local  governmental  entity 
and  furnished  an  individual  as  a  means  to  control  in- 
fectious diseases  or  to  provide  for  the  medically  in- 
digent. These  services  need  not  be  furnished  in  a  hos- 
pital. Payment  may  be  made  for  items  and  services 
furnished  by  a  government-operated  home  for  the  in- 
digent aged  whether  supplied  directly  by  the  home  or 
purchased  by  it  from  independent  physicians  and  hos- 
pitals. Payment  may  also  be  made  for  services  fur- 
nished by  a  participating  State-operated  Veterans'  Home 
and  Hospital,  provided  the  patient  would,  in  the  ab- 
sence of  program  coverage,  have  been  charged  for  the 
items  and  services,  or  he  was  admitted  to  the  facility 
without  charge  as  an  indigent. 

240.4  Items  and  services  which  are  not  pro- 
vided within  the  United  States  are  not  covered 
(except  for  emergency  inpatient  hospital  services  fur- 
nished outside  the  United  States  under  the  conditions 
described  in  §  203.2  and  payment  on  behalf  of  rail- 
road beneficiaries  for  covered  hospital  insurance  serv- 
ices furnished  in  Canadian  hospitals) .  The  United 
States  includes  the  50  States,  the  District  of  Columbia, 
the  Commonwealth  of  Puerto  Rico,  the  Virgin  Islands, 
Guam,  and  American  Samoa. 

240.5  Items  and  services  which  are  required 
as  a  result  of  war,  or  of  an  act  of  war,  occurring  after 
the  effective  date  of  the  patient's  current  coverage  are 
not  covered. 

240.6  Personal  Comfort  Items. — Items  which  do 
not  contribute  meaningfully  to  the  treatment  of  an  ill- 
ness or  injury  or  the  functioning  of  a  malformed  body 
member  are  not  covered. 

240.7  Routine  physical  checkups;  eyeglasses 
and  eye  examinations  for  the  purpose  of  prescribing, 
fitting,  or  changing  eyeglasses;  hearing  aids  and  ex- 
aminations for  hearing  aids;  and  immunizations 

are  not  covered.  Routine  physical  checkups  include 
(a)  examinations  performed  without  relationship  to 
treatment  or  diagnosis  of  a  specific  illness,  symptom, 
complaint,  or  injury,  and  (b)  examinations  required  by 
third  parties  such  as  insurance  companies,  business  es- 
tablishments, or  Government  agencies. 

The  exclusions  apply  to  eyeglasses  or  contact  lenses, 
and  eye  examinations  for  the  purpose  of  prescribing, 
fitting,  or  changing  eyeglasess  or  contact  lenses  for  re- 
fractive errors.  The  exclusions  do  not  apply  to  serv- 
ices performed  in  conjunction  with  an  eye  disease  such 
as  glaucoma  or  cataracts,  or  to  postsurgical  prosthetic 
lenses  which  are  customarily  used  during  convalescence 
from  eye  surgery  in  which  the  lens  of  the  eye  was  re- 
moved, or  to  the  permanent  prosthetic  lenses  required 


by  an  individual  lacking  the  organic  lens  of  the  eye, 
whether  by  surgical  removal  or  congenital  absence. 
Such  prosthetic  lens  is  a  replacement  for  an  internal 
body  organ — the  lens  of  the  eye. 

Vaccinations  or  inoculations  are  excluded  as  "im- 
munizations" unless  they  are  directly  related  to  the 
treatment  of  an  injury  or  direct  exposure  such  as  anti- 
rabies  treatment,  tetanus  antitoxin  or  booster  vaccine, 
botulin  antitoxin,  antivenin  sera,  or  immune  globulin. 

240.8  Orthopedic  Shoes  or  Other  Supportive 
Devices  for  the  Feet. — The  exclusion  of  orthopedic 
shoes  does  not  apply  to  such  a  shoe  if  it  is  an  integral 
part  of  a  leg  brace. 

240.9  Custodial  Care. — The  custodial  care  exclu- 
sion precludes  payment  for  that  type  of  care,  wherever 
furnished,  which  is  designed  essentially  to  assist  the 
individual  in  meeting  his  activities  of  daily  living — i.e., 
services  which  constitute  personal  care  such  as  help  in 
walking  and  getting  in  or  out  of  bed,  assistance  in 
bathing,  dressing,  feeding,  and  using  the  toilet,  prepara- 
tion of  special  diets,  and  supervision  over  medication 
which  can  usually  be  self-administered — and  which 
does  not  entail  or  require  the  continuing  attention  of 
trained  medical  or  paramedical  personnel. 

240.10  Cosmetic  Surgery  or  Expenses  Incurred 
in  Connection  with  such  Surgery. — Cosmetic  sur- 
gery includes  any  surgical  procedure  directed  at  im- 
proving appearance,  except  when  required  for  the 
prompt  (as  soon  as  medically  feasible)  repair  of  acci- 
dental injury  or  for  the  improvement  of  the  function- 
ing of  a  malformed  body  member.  For  example,  this 
exclusion  does  not  apply  to  surgery  in  connection  with 
treatment  of  severe  burns  or  repair  of  the  face  follow- 
ing a  serious  automobile  accident  or  surgery  for  thera- 
peutic purposes,  which  coincidentally  also  serves  some 
cosmetic  purpose. 

240.11  Charges  Imposed  by  Immediate  Rela- 
tives of  the  Patient  or  Members  of  His  Household 

are  not  covered. — Immediate  relative  as  used  in  this 
exclusion  means  spouse,  father,  mother,  son,  daughter, 
brother,  or  sister — by  blood,  marriage  or  adoption. 
Members  of  the  patient's  household  means  those 
persons  sharing  a  common  abode  with  the  patient  as 
part  of  a  single  family  unit,  including  those  related  by 
blood  or  marriage  as  well  as  domestic  employees  and 
others  who  live  together  as  part  of  a  single  family 
unit.    A  mere  roomer  or  boarder  is  not  included. 

Where  a  business  enterprise  imposes  the  charge,  and 
there  is  a  question  whether  this  exclusion  applies,  a  de- 
termination must  be  made  as  to  whether  the  firm  in  fact 
represents  an  individual  within  these  relationships.  If 
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an  individual  proprietorship  is  involved,  the  proprietor 
will  be  considered  the  individual  imposing  the  charge. 
A  corporation  is  a  separate  legal  entity  which  cannot  be 
a  member  of  a  household  or  an  immediate  relative. 
Charges  imposed  by  a  partnership  do  not  fall  within 
the  exclusion  unless  all  of  the  partners  are  within  the 
designated  relationships  to  the  patient. 

240.12  Items  and  services  in  connection  with 
the  care,  treatment,  filling,  removal,  or  replace- 
ment of  teeth,  or  structures  directly  supporting  the 
teeth  are  not  covered.  Payment  may  be  made,  how- 
ever, for  (a)  surgery  related  to  the  jaw  or  any  struc- 
ture contiguous  to  the  jaw,  or  (b)  the  reduction  of  any 
fracture  of  the  jaw  or  any  facial  bone,  including  dental 
splints  or  other  appliances  used  for  this  purpose. 

240.13  Items  and  services  to  the  extent  that  pay- 
ment has  been  made,  or  can  reasonably  be  expected  to 
be  made  under  a  workmen's  compensation  law  or 
plan  of  the  United  States  or  a  State  may  not  be  paid  for 
by  the  program.  Payments  for  items  and  services 
under  the  health  insurance  program  are  subject  to 
repayment  to  the  appropriate  trust  fund  if  notice  or 
information  is  received  that  payment  has  been  made 
for  the  items  and  services  under  a  workmen's  compen- 
sation plan.    (See  §§  258ff.) 

240.14  Items  or  services  which  the  provider  is 
obligated  by  a  law  of  or  because  of  a  contract  with  the 
Federal  Government  to  render  at  public  expense  are 
not  covered. 

240. 1 5  Items  and  services  are  not  covered  when 
furnished  by  a  Federal  provider  of  services  or  other 
Federal  agency  except  (a)  for  emergency  inpatient 
hospital  services  and  emergency  outpatient  hospital 
diagnostic  services  furnished  by  a  Federal  hospital 
meeting  the  requirements  of  §  203.2  or  (b)  when  the 
Federal  provider  of  services  has  been  determined  by  the 
Secretary  of  Health,  Education,  and  Welfare  to  be  pro- 
viding services  to  the  public  generally  as  a  community 
institution  or  agency. 

Requirements  for  Payment 
250.  REQUEST  FOR  PAYMENT 

Before  payment  can  be  made  for  extended  care  serv- 
ices or  physicians'  services  billed  through  an  extended 
care  facility,  a  written  request  for  payment  signed  by  the 
patient  or  by  another  person  qualified  to  do  so  on  his 
behalf  must  be  filed.  The  signature  of  the  patient  or 
other  qualified  person  may  be  obtained  on  the  respec- 
tive billing  forms,  or,  under  specified  conditions,  the 
facility  may  obtain  a  single  signature  on  its  records. 


250.1  Billing  Forms  as  Request  for  Pay- 
ment.— Each  of  the  billing  forms  (Extended  Care 
Admission  and  Billing,  Form  SSA-1478  and  Provider 
Billing  for  Patient  Services  by  Physicians,  Form  SSA- 
1554)  contains  a  patient  signature  line  incorporating 
the  patient's  request  for  payment  of  benefits,  authori- 
zation to  release  information  and  assignment  of  bene- 
fits. When  the  billing  form  is  used  as  the  request  for 
payment,  the  billing  form  must  be  signed.  The  request 
for  payment  will  then  be  forwarded  to  the  intermediary 
or  to  the  Social  Security  Administration  where  the 
extended  care  facility  deals  directly  with  the  Govern- 
ment; when  the  facility  submits  its  bill. 

A.  The  billing  form  as  request  for  payment  will  be 
filed  in  connection  with  each  extended  care  facil- 
ity admission,  even  though  multiple  admissions  may 
occur  during  the  same  spell  of  illness.  Only  one  re- 
quest for  payment  has  to  be  filed,  however,  in  connec- 
tion with  each  inpatient  admission,  even  though  an 
extended  stay  occasions  multiple  billings. 

B.  Where  the  billing  form  is  used  as  the  request  for 
payment  for  physicians'  services  billed  through 
the  facility,  the  signature  of  the  patient  is  required 
with  each  billing  by  the  facility. 

250.2  Request  for  Payment  on  Facility  Rec- 
ord.— In  lieu  of  separate  signatures  on  the  billing 
forms,  the  facility  may  arrange  with  its  hospital  insur- 
ance intermediary  to  have  the  patient's  signature  on 
its  admission  records  serve  as  the  request  for  payment. 

The  pertinent  language  on  the  billing  forms  must 
be  incorporated,  by  printing  or  stamp,  either  in  the 
facility's  own  admission  forms,  or  on  a  separate  form 
attached  to  or  associated  with  the  facility's  admission 
form.  Where  this  procedure  is  adopted,  "Patient's 
request  for  payment  on  file"  should  be  stamped  on  the 
patient's  signature  line  of  the  original  of  each  billing 
form  to  indicate  that  the  patient's  statement  is  on  file. 
When  the  facility  has  arranged  with  its  hospital  insur- 
ance intermediary  to  put  this  procedure  into  effect,  the 
intermediary  will  make  payment  to  the  facility  without 
the  patient's  signature  on  the  billing  form.  The  Part 
A  intermediary  will  verify  through  its  regular  audit 
activities  that  the  signatures  are  being  obtained  as  spe- 
cified. The  medical  insurance  carrier  will  rely  on  the 
Part  A  intermediary's  administration  of  this  procedure 
and  will  make  payment  to  a  facility  without  the  patient's 
signature  on  the  form  SSA-1554. 

The  following  format  is  suggested  for  the  statement 
on  the  facility's  record: 


"Statement  to  Permit  Payment  of  Hos- 
pital and  Medical  Insurance  Benefits 
to  Extended  Care  Facilities 
I  certify  that  the  information  given  by  me  in  ap- 
plying for  payment  under  title  XVIII  of  the  Social 
Security  Act  is  correct.    I  authorize  release  of  any 
information  needed  to  act  on  this  request.   I  request 
that  payment  of  authorized  benefits  be  made  in  my 
behalf. 

I  assign  payment  for  the  unpaid  charges  of  the 
physician (s)  for  whom  the  facility  is  authorized  to 
bill  in  connection  with  its  services.    I  understand 
I  am  responsible  for  any  health  insurance  deductibles 
and  20  percent  of  the  remaining  reasonable  charges." 
Where  the  facility  does  not  bill  on  behalf  of  its 
facility-based  physicians,  the  assignment  part  of  the 
above  statement  should  be  omitted.    Where  a  patient 
does  not  want  to  assign  the  benefits  for  services  of  a 
facility-based    physician,    the    assignment  language 
should  be  lined  out  in  that  particular  case. 

A.  For  extended  care  billing,  the  patient's  signa- 
ture will  cover  only  that  particular  stay  regardless  of 
its  duration.  When  the  patient  is  admitted  for  a  new 
stay,  another  request  for  benefits  is  required. 

B.  When  facility-based  physician  services  are 
billed  under  this  procedure,  the  patient's  signature  on 
the  facility  record  will  be  effective  for  the  duration  of 
the  particular  facility  stay.  Thus,  the  patient's  sig- 
nature will  cover  all  form  SSA-1554's  filed  in  connec- 
tion with  a  single  stay. 

251.  EXECUTION  OF  THE  REQUEST  FOR 
PAYMENT 

If  at  all  practicable,  the  patient  should  sign  the  re- 
quest whether  on  the  billing  form  or  on  the  facility's 
record  at  the  time  of  admission.  (See  Admission 
Procedures,  §§  300ff.) 

In  certain  circumstances,  it  would  be  impracticable 
for  an  individual  to  sign  the  request  for  payment  him- 
self because  when  he  is  admitted  to  the  facility,  he  is 
unconscious,  incompetent,  in  great  pain,  or  otherwise 
in  such  a  condition  that  he  should  not  be  asked  to 
transact  any  business.  In  this  situation,  his  represen- 
tative payee  (i.e.,  a  person  designated  by  the  Social 
Security  Administration  to  receive  monthly  benefits  on 
the  patient's  behalf),  a  relative,  legal  guardian,  or  a 
representative  of  an  institution  (other  than  the  facility) 
usually  responsible  for  his  care,  or  a  representative  of  a 
governmental  entity  providing  welfare  assistance 
should,  if  present  at  time  of  admission,  be  asked  and 
permitted  to  sign  on  his  behalf. 

When  no  request  for  payment  is  obtained  at  the  time 


of  admission,  the  facility  should  attempt  to  obtain  such 
a  request  later  from  the  patient  or  other  person  de- 
scribed above.  If  the  request  cannot  be  so  obtained 
by  the  time  the  facility  would  ordinarily  submit  its 
bill  to  the  intermediary,  an  authorized  official  of  the 
facility  may  sign  the  request. 

When  someone  other  than  the  patient  signs  the  re- 
quest for  payment,  the  signer  will  submit  a  brief  state- 
ment explaining  his  relationship  to  the  patient  and  the 
circumstances  which  made  it  impracticable  for  the  pa- 
tient to  sign.  The  facility  will  forward  this  statement 
with  its  billing,  or  retain  it  in  its  files  if  the  signature 
is  obtained  on  the  facility's  own  record.  The  inter- 
mediary will  generally  accept  such  a  statement  as  rep- 
resenting the  true  facts  of  the  case  in  the  absence  of 
evidence  to  the  contrary. 

The  extended  care  facility  should  not  routinely  sign 
the  request  on  behalf  of  any  patient.  If  experience  re- 
veals an  unusual  frequency  of  such  facility-signed  re- 
quests from  a  particular  facility,  the  matter  will  be  sub- 
ject to  review  by  the  intermediary. 

If  a  fully  competent  and  capable  patient  refuses  to 
sign  the  request  for  payment  necessary  for  the  facility 
to  obtain  reimbursement  for  the  services  it  furnished, 
the  facility  may  charge  the  patient  or  other  person  for 
the  covered  services. 

252.  CERTIFICATION    AND  RECERTIFICA- 
TION  BY  PHYSICIANS 

Payment  for  covered  posthospital  extended  care  serv- 
ices may  be  made  only  if  a  physician  makes  the  re- 
quired certification  and,  where  services  are  furnished 
over  a  period  of  time,  the  required  recertification  re- 
garding the  services  furnished. 

252.1  Certification. — The  certification  must  clear- 
ly indicate  that  posthospital  extended  care  services  were 
required  to  be  given  on  an  inpatient  basis  because  of  the 
individual's  need  for  skilled  nursing  care  on  a  con- 
tinuing basis  for  any  of  the  conditions  for  which  he 
was  receiving  inpatient  hospital  services  (or  services 
which  would  constitute  inpatient  hospital  services  if 
the  institution  met  the  conditions  of  participation  for 
hospitals  except  those  relating  to  utilization  review  and 
health  and  safety  requirements)  prior  to  transfer  to  the 
extended  care  facility. 

The  certification  must  be  signed  by  the  admitting 
physician  or  by  a  physician  on  the  staff  of  the  extended 
care  facility  or  the  attending  physician  in  case  of  an 
emergency,  who  has  knowledge  of  the  case.  Certifica- 
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tions  must  be  obtained  at  the  time  of  admission,  or  as 
soon  thereafter  as  is  reasonable  and  practicable.  How- 
ever, the  method  by  which  certifications  are  obtained, 
and  the  format  of  the  certification  statement,  is  up  to 
the  individual  extended  care  facility.  The  routine  ad- 
mission procedure  followed  by  a  physician  would  not 
be  sufficient  certification  of  the  necessity  for  posthos- 
pital  extended  care  services  for  purposes  of  the 
program. 

If  ambulance  service  is  furnished  by  an  extended 
care  facility,  an  additional  certification  is  required.  It 
may  be  furnished  by  any  physician  who  has  sufficient 
knowledge  of  the  patient's  case  including  the  physician 
who  requested  the  ambulance  or  the  physician  who 
examines  the  patient  upon  his  arrival  at  the  facility. 
The  physician  must  certify  that  the  ambulance  service 
was  medically  required. 

There  is  no  requirement  that  certifications  be 
entered  on  any  specific  form  or  handled  in  any 
specific  way,  so  long  as  the  approach  adopted 
by  the  facility  is  such  as  to  permit  the  inter- 
mediary to  determine  that  the  certification  re- 
quirement is  in  fact  met.  The  certification  can, 
therefore,  be  entered  or  preprinted  on  a  form 
the  physician  already  has  to  sign,  or  a  separate 
certification  form  can  be  used. 
252.2  Recertifications. — The  recertification  state- 
ment must  meet  the  following  standards  as  to  its  con- 
tents: it  must  contain  an  adequate  written  record  of 
the  reasons  for  continued  inpatient  services,  the  esti- 
mated period  of  time  the  patient  will  need  to  remain  in 
the  facility,  and  plans  for  home  care.  The  extended 
care  facility  may,  at  its  option,  provide  a  special  form 
for  this  purpose.  The  recertification  statement  made 
by  the  physician  has  to  meet  the  content  standards, 
unless,  for  example,  all  of  the  required  information  is 
in  fact  included  in  progress  notes,  in  which  case  the 
physician's  statement  could  indicate  that  the  individu- 
al's medical  record  contains  the  required  information 
and  that  continued  posthospital  extended  care  services 
are  medically  necessary.  A  statement  reciting  only 
that  continued  extended  care  services  are  medically 
necessary  is  not,  in  and  of  itself,  sufficient. 

If  the  circumstances  require  it,  the  first  recertifica- 
tion and  any  subsequent  recertifications  must  state  that 
the  continued  need  for  extended  care  services  is  for  a 
condition  requiring  such  services  which  arose  after 
the  transfer  from  the  hospital  and  while  the  patient 
was  still  in  the  facility  for  treatment  of  the  condition (s) 
for  which  he  had  received  inpatient  hospital  services. 

The  recertification  must  be  signed  by  the  attending 
physician,  or  by  a  physician  on  the  staff  of  the  extended 


care  facility  or  the  physician  who  is  available  in  case  of 
an  emergency  who  has  knowledge  of  the  case.  The 
form  of  the  written  record  and  the  manner  of  obtain- 
ing timely  recertification  is  up  to  the  individual  facility. 

252.3  Timing  of  Recertifications. — The  first  re- 
certification must  be  made  no  later  than  as  of  the  14th 
day  of  inpatient  extended  care  services.  An  extended 
care  facility  can,  at  its  option,  provide  for  the  first  re- 
certification to  be  made  earlier,  or  it  can  vary  the 
timing  of  the  first  recertification  within  the  14-day 
period  by  diagnostic  or  clinical  categories.  Subse- 
quent recertifications  must  be  made  at  intervals  not 
exceeding  30  days.  Such  recertifications  may  be  made 
at  shorter  intervals  as  established  by  the  utilization 
review  committee  and  the  extended  care  facility.  Utili- 
zation review  of  a  long-stay  case  would  not  serve  as  an 
alternative  to  subsequent  recertifications.  It  is  ex- 
pected that  utilization  review  committees  serving  ex- 
tended care  facilities  will  frequently  not  be  a  part  of, 
or  as  closely  associated  with,  the  provider  of  services 
as  will  usually  be  the  case  with  utilization  review  com- 
mittees of  hospitals.  Thus,  the  purpose  of  the  recerti- 
fication requirement  will  best  be  served  by  requiring 
a  physician  who  is  associated  with  the  case  to  be  re- 
sponsible for  subsequent  recertifications. 

252.4  Delayed  Certifications  and  Recertifica- 
tions.— Extended  care  facilities  are  expected  to  obtain 
timely  certification  and  recertification  statements.  How- 
ever, delayed  certifications  and  recertifications  can  be 
honored. 

In  addition  to  complying  with  the  content  require- 
ment otherwise  applicable,  delayed  certifications  and 
recertifications  must  include  an  explanation  for  the  de- 
lay and  such  medical  or  other  evidence  which  the  ex- 
tended care  facility  considers  relevant  for  purposes  of 
explaining  the  delay.  The  format  of  delayed  certifica- 
tion and  recertification  statements,  and  the  method  by 
which  they  are  obtained,  are  up  to  the  individual  fa- 
cility. A  delayed  certification  and  recertification  can 
appear  in  one  statement;  separate  signed  statements  for 
each  certification  and  recertification  are  not  required 
as  they  would  be  if  timely  certification  and  recertifica- 
tion had  been  made. 

252.5  Disposition  of  Certification  and  Recerti- 
fication Statements. — Extended  care  facilities  do  not 
have  to  transmit  certification  and  recertification  state- 
ments to  the  intermediary  or  the  Administration;  in- 
stead, the  facility  must  itself  certify,  on  the  admission 
and  billing  form,  that  the  required  physician  certifica- 
tion and  recertification  statements  have  been  obtained 
and  are  on  file. 
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Extended  care  facilities  are  required  to  commit  to 
writing  and  keep  on  file  the  procedure  they  adopt  with 
respect  to  the  timing  of  recertifications — that  is,  the  in- 
tervals at  which  recertifications  are  required.  Failure 
to  obtain  the  required  certification  and  recertification 
statements  in  an  individual  case  will  result  in  the  fa- 
cility not  being  eligible  to  receive  payment  in  that 
case. 

252.6  Certification  and  Recertification  Re- 
quirement Where  Individual  Admitted  to  Facil- 
ity Before  January  1,  1967. — In  the  case  of  individ- 
uals who  become  inpatients  of  an  extended  care  facility 
prior  to  January  1,  1967,  (when  extended  care  bene- 
fits first  become  payable),  the  physician  certification 
will  not  be  required.  Instead,  recertifications  must  be 
provided  as  of  the  time  they  would  be  required  if  the 
patient  had  been  admitted  to  the  extended  care  facility 
on  January  1,  1967.  In  these  cases,  the  initial  recer- 
tification must  state  that  posthospital  extended  care 
services  were  required  on  an  inpatient  basis  either  be- 
cause of  a  condition  for  which  the  individual  was  re- 
ceiving inpatient  hospital  services  prior  to  transfer  to 
the  extended  care  facility,  or  for  a  condition  which 
arose  after  the  transfer  to  such  facility  and  while  he 
was  still  in  the  facility  for  treatment  of  the  condition 
or  conditions  for  which  he  received  inpatient  hospital 
services. 

Special  Provisions  Related  to  Payment 

255.  REFUNDS 

In  its  agreement  for  participation  the  extended  care 
facility  has  agreed  not  to  charge  for  items  or  services 
for  which  an  individual  is  entitled  to  have  payment 
made  on  his  behalf,  and  to  make  adequate  provision  for 
return  (or  other  disposition)  of  any  money  incorrectly 
collected  from  an  individual  or  any  other  person  on 
his  behalf  (e.g.,  other  insurance  carriers  or  welfare). 

A.  Money  incorrectly  collected  means  amounts 
in  excess  of  a  deductible  or  coinsurance,  if  applicable, 
paid  to  a  facility  by  an  individual  (or  other  person 
on  his  behalf)  as  payment  for  covered  items  and  serv- 
ices for  which  the  individual  is  entitled  to  have  payment 
made  under  the  health  insurance  program. 

B.  The  cause  of  an  incorrect  collection  may  be  a 
simple  error  on  the  part  of  a  facility  in  billing  a  bene- 
ficiary for  a  covered  item  or  service.  An  incorrect  col- 
lection may  also  arise  in  a  retroactive  entitlement 
case,  or  workmen's  compensation  case,  in  which  the 
beneficiary  has  paid  for  covered  services  to  which  he 
later  becomes  entitled  under  health  insurance. 

Where  the  intermediary  knows  that  a  facility  has 


overcollected  the  deductible  and  coinsurance  amounts 
for  Part  B  services,  it  will  make  direct  refund  to  the 
beneficiary.  (See  §402,  Item  19.) 
255.1  Return  or  Other  Disposition  of  Money 
Incorrectly  Collected. — A  facility  in  possession  of 
an  incorrect  collection  is  required  to  refund  or  set  aside 
the  money.  An  equivalent  amount  may  be  withheld 
from  payments  otherwise  due  the  facility  until  the  fa- 
cility refunds  or  sets  aside  the  money  incorrectly  col- 
lected. 

A.  Making  Refund. — Refund  is  to  be  made  to  the 
beneficiary,  or  other  person  entitled  to  the  refund.  If 
the  proper  person  cannot  be  located  after  reasonable 
effort  by  the  facility  (including  an  attempt  at  contact 
by  mail  at  the  last  known  address) ,  the  facility  should 
request  the  intermediary  to  have  the  Administration's 
records  examined  in  an  effort  to  learn  the  individual's 
address.  If  the  individual  to  whom  the  refund  is  to  be 
made  still  cannot  be  located,  the  facility  is  to  make  dis- 
position of  the  money  in  accordance  with  the  law  which 
would  be  applied  by  the  courts  of  the  State  in  which  the 
facility  is  located. 

B.  Money  Set  Aside. — Where  the  beneficiary's 
whereabouts  are  unknown  or  where  there  is  a  delay  in 
the  appointment  of  a  legal  representative  to  dispose  of 
the  estate  of  a  deceased  individual,  as  well  as  in  other 
cases  in  which  it  appears  that  refund  will  be  delayed  in- 
definitely, the  facility  will  so  notify  the  intermediary 
and  will  then  set  the  funds  aside  in  a  separate  account, 
identified  by  the  name  of  the  individual  to  whom  the 
payment  is  due.  These  amounts  will  be  carried  on  the 
facility's  records  in  this  manner  until  final  disposition 
is  made  in  accordance  with  the  applicable  State  law. 

C.  Appropriate  Time  Limits  Within  Which 
Facility's  Action  Must  Be  Taken. — The  incorrect 
collection  should  be  refunded  as  promptly  as  possible. 
If  refund  cannot  be  made  within  60  days  after  the  date 
of  the  notice  to  the  facility  that  an  incorrect  collection 
was  made,  the  funds  must  be  set  aside  as  described  in 
B.  above. 

258.  WORKMEN'S  COMPENSATION 

Payment  under  the  Health  Insurance  for  the  Aged 
Act  is  excluded  for  any  items  and  services  to  the  extent 
that  payment  has  been  made  or  can  reasonably  be  ex- 
pected to  be  made  under  a  workmen's  compensation 
law  or  plan  of  the  United  States  or  a  State.  This  ex- 
clusion is  applicable  to  the  workmen's  compensation 
plans  of  the  50  States,  the  District  of  Columbia,  and 
Puerto  Rico,  as  well  as  the  systems  provided  under  the 
Federal  Employees  Compensation  Act  and  the  Long- 
shoremen's and  Harbor  Workers'  Compensation  Act. 

Health  insurance  payment  for  items  or  services  is 
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conditioned  on  reimbursement  to  the  trust  fund  when 
notice  or  other  information  is  received  that  payment 
for  an  item  or  service  has  been  made  under  workmen's 
compensation. 

The  individual  is  responsible  for  taking  whatever 
action  is  necessary  to  obtain  payment  under  workmen's 
compensation  where  such  payment  can  reasonably  be 
expected.  His  failure  to  take  proper  and  timely  action 
will  preclude  payment  under  the  health  insurance  pro- 
gram to  the  extent  that  payments  could  have  been  made 
under  workmen's  compensation. 

258.1  Effect  of  Workmen's  Compensation  Pay- 
ments on  Eligibility  and  Spell  of  Illness. — An 

individual's  spell  of  illness  will  begin  with  the  first  day 
he  receives  inpatient  services  from  a  qualified  hospital 
or  extended  care  facility  even  though  workmen's  com- 
pensation coverage,  rather  than  the  health  insurance 
program,  pays,  or  may  reasonably  be  expected  to  pay, 
for  those  services,  if  he  is  entitled  to  hospital  insurance 
benefits  in  that  month.  However,  where  workmen's 
compensation  pays  the  full  cost  of  extended  care  serv- 
ices, extended  care  service  days  will  not  be  charged 
against  the  patient's  100  days  of  extended  care  services 
in  a  spell  of  illness  until  the  first  day  for  which  payment 
may  be  made  under  the  hospital  insurance  program. 
Charging  of  days  will  not  begin  until  workmen's  com- 
pensation coverage  expires,  since  payment  can  then  be 
made  under  hospital  insurance  if  the  stay  continues 
or  there  is  a  subsequent  stay  not  covered  by  workmen's 
compensation. 

258.2  General  Procedures  in  Workmen's  Com- 
pensation Cases. — When  the  facility  is  told  that  the 
patient's  illness  or  injury  is  employment-related,  this 
will  be  indicated  on  the  billing  form,  and  the  employ- 
er's name  and  address  given. 

If  the  patient  has  already  received  a  workmen's  com- 
pensation payment  for  the  current  illness  or  injury  (e.g., 
he  was  a  patient  in  the  facility  before  the  current  admis- 
sion) the  facility  should  furnish  the  intermediary  any 
information  available  with  the  admission  notice,  since 
it  is  possible  that  a  subsequent  facility  stay  for  the  same 
condition  may  also  be  compensable  under  workmen's 
compensation.  If  there  is  a  possibility  of  workmen's 
compensation  coverage,  the  facility  should  file  a  claim 
with  the  workmen's  compensation  carrier. 

Even  though  workmen's  compensation  payment  has 
been  or  probably  will  be  made,  the  facility  should  sub- 
mit a  bill  for  covered  health  insurance  services  to  the 
intermediary  or  to  the  Social  Security  Administration 
if  the  facility  deals  directly  with  the  Government. 

A.  Workmen's  Compensation  Has  Been  or  Is 
Being  Paid. — If  at  the  time  the  patient's  bill  is  sub- 


mitted, workmen's  compensation  payment  has  been  or 
is  being  made  which  fully  covers  the  cost  of  the  items 
and  services  furnished,  no  payment  under  the  health 
insurance  program  may  be  made. 

A  lump  sum  compromise  awarded  as  payment  of  a 
workmen's  compensation  claim  may  include  an  amount 
for  medical,  hospital,  and  posthospital  expenses.  The 
payment  under  health  insurance  in  such  cases  is  based 
on  the  intermediary's  judgment  as  to  what  could  rea- 
sonably have  been  expected  to  be  paid  for  these  services 
under  workmen's  compensation  had  the  individual  pur- 
sued his  rights  rather  than  accepting  the  amount  of  the 
compromise  settlement. 

The  facility  will  be  notified  by  the  intermediary  of 
the  extent  to  which  its  bill  was  covered  by  workmen's 
compensation. 

B.  Workmen's  Compensation  is  Reasonably 
Expected. — If,  at  the  time  the  facility  submits  its  bill, 
workmen's  compensation  has  not  been  or  is  not  being 
paid,  the  intermediary  will  determine  whether  work- 
men's compensation  can  reasonably  be  expected  to  pay 
for  the  items  and  services  covered  by  the  bill.  Should 
the  intermediary  determine  that  there  is  a  reasonable 
expectation  that  workmen's  compensation  payment  will 
be  made  for  the  patient's  care,  the  facility  will  be  noti- 
fied that  health  insurance  payments  may  not  be  made 
due  to  the  expectation  of  workmen's  compensation  cov- 
erage. The  individual  will  also  be  notified  of  the  in- 
termediary's decision.  In  the  event  that  workmen's 
compensation  does  not  ultimately  pay  for  the  services, 
the  claim  under  health  insurance  may  be  reopened. 

C.  Workmen's  Compensation  is  Question- 
able.— Should  the  intermediary  determine  that  work- 
men's compensation  payments  cannot  reasonably  be  ex- 
pected, payment  under  health  insurance  may  be  made 
to  the  facility  on  condition  that  such  payment  will  be 
refunded  in  the  event  workmen's  compensation  later 
pays  for  the  services.  However,  conditional  payment 
will  not  be  made  unless  there  is  a  real  question  as  to 
whether  payment  will  be  made  by  workmen's  compen- 
sation. The  mere  fact  that  the  employer  or  workmen's 
compensation  carrier  is  contesting  liability  would  not 
in  itself  be  a  sufficient  basis  to  warrant  conditional 
payment. 

258.3  Overpayments. — If  the  facility  receives 
workmen's  compensation  payments  after  having  re- 
ceived health  insurance  payments  for  the  same  items 
and  services,  the  program  must  be  reimbursed  for  such 
overpayment.  The  facility  may  arrange  with  the  inter- 
mediary to  accomplish  this  by  direct  refund  or  adjust- 
ment of  future  program  payments  to  the  facility. 


260.  UTILIZATION  REVIEW  PLAN 

A  participating  extended  care  facility  is  required  to 
have  in  effect  a  plan  for  utilization  review  which  ap- 
plies to  the  inpatient  services  the  facility  furnishes  to 
patients  entitled  to  benefits  under  the  health  insurance 
program.  The  plan  must  provide  for  review  on  a  sam- 
ple or  other  basis,  of  admissions,  duration  of  stays,  and 
professional  services  furnished;  and  review  of  each  case 
of  continuous  extended  duration  while  the  patient  is  in 
the  facility.  The  detailed  requirements  for  an  accept- 
able utilization  review  plan  are  set  out  in  §  XVIII  of 
the  "Conditions  of  Participation  for  Extended  Care  Fa- 
cilities" (HIM-3).  Payments  made  to  physicians 
serving  on  extended  care  facility  utilization  review 
committees  will  be  considered  as  an  allowable  cost 
without  regard  to  whether  the  facility's  plan  is  applica- 
ble solely  to  medicare  beneficiaries  or  to  all  patients  of 
the  facility. 

260.1  Definition  of  Extended  Stay — Benefici- 
ary Admitted  Before  January  1,  1967. — The  rules 
for  the  review  of  extended-stay  cases  are  explained  in 
§  XVIII  of  the  "Conditions  of  Participation  for  Ex- 
tended Care  Facilities"  (HIM-3). 

Generally,  in  determining  when  a  case  is  subject  to 
review  as  an  extended  stay  case,  the  counting  of  days 
begins  with  the  date  of  admission.  However,  a  pa- 
tient who  is  entitled  to  benefits  as  of  January  1,  1967, 
i.e.,  is  age  65  and  has  met  the  prior  hospitalization  and 
transfer  requirements,  is  considered  to  have  been  ad- 
mitted on  January  1,  1967,  if  he  is  in  a  participating 
facility  on  that  date. 

260.2  Further  Inpatient  Stay  Not  Medically 

Necessary. — If  in  the  review  of  an  extended-stay  case 
the  physician  members  of  the  utilization  review  com- 
mittee decide,  after  opportunity  for  consultation  is 
given  the  attending  physician,  and  after  considering  the 
availability  and  appropriateness  of  outside  facilities 
and  services,  that  further  inpatient  stay  is  not  medically 
necessary,  notification  in  writing  of  this  decision  must 
be  given  within  48  hours  to  the  institution,  the  attend- 
ing physician,  and  the  patient.  However,  where  the 
committee  approves  a  request  by  the  attending  physi- 
cian that  he  be  permitted  to  notify  the  patient  of  the 
committee's  decision,  such  notice  will  constitute  proper 
notification  to  the  patient.  Payment  cannot  be  made 
for  more  than  3  days  of  extended  care  services  after 
the  date  the  notice  is  received  by  the  facility. 

260.3  Failure  To  Make  Timely  Review  of 
Cases. — If  the  Social  Security  Administration  deter- 
mines on  the  basis  of  information  obtained  by  a  State 
agency  or  by  an  intermediary  during  the  course  of  its 


ongoing  review  of  utilization  practices,  that  a  facility 
has  substantially  failed  to  make  timely  review  of  long- 
stay  cases,  it  may,  in  lieu  of  terminating  its  agreement 
with  the  facility,  limit  payment  to  the  institution  to  no 
more  than  20  consecutive  days  of  extended  care  serv- 
ices furnished  a  beneficiary.  This  limitation  would  be 
applicable  to  beneficiaries  admitted  to  the  institution 
after  an  effective  date  specified  in  the  written  notice  of 
the  imposition  of  the  restriction  to  be  given  to  the  facil- 
ity, the  public,  and  the  hospital  with  which  the  facility 
has  a  transfer  agreement. 

The  limitation  will  be  removed  when  it  is  determined 
that  timely  review  of  long-stay  cases  has  been  restored 
and  there  is  reasonable  assurance  that  the  deficiency 
will  not  recur. 

Appeals  of  Payment  Determinations 

270.  EXTENDED  CARE  FACILITY  PROTEST 
OF  PAYMENT  DETERMINATION 

The  extended  care  facility  and  its  intermediary  should 
attempt  to  resolve  mutually  any  differences  involving 
payment  for  services  that  arise  from  the  application 
of  the  cost  formula  or  the  amount  payable  in  a  specific 
case.  While  no  appeal  is  available  for  facilities  or 
other  providers  from  intermediary  determinations  in- 
volving payments,  provider  complaints  and  protests 
will  be  considered  in  Social  Security  Administration  re- 
view of  the  intermediary's  application  of  the  cost  formu- 
la or  its  compliance  with  the  other  terms  of  its  agree- 
ment with  the  Government. 

273.  BENEFICIARY  PROTESTS  AND  AP- 
PEALS OF  PAYMENT  DETERMINA- 
TIONS 

A.  Hospital  Insurance  Program. — An  individual 
dissatisfied  with  any  determination  of  the  amount  of 
benefits  payable  on  his  behalf  under  hospital  insurance 
may  have  his  claim  reconsidered  by  the  Social  Security 
Administration.  If  he  is  not  satisfied  with  the  recon- 
sideration determination  and  the  amount  in  controversy 
is  $100  or  more,  he  may  request  a  hearing  by  the  So- 
cial Security  Administration.  If  the  amount  in  con- 
troversy is  $1,000  or  more  and  he  is  dissatisfied  with 
the  hearing  decision,  the  individual  may  initiate  action 
for  Federal  court  review  of  the  claim. 

B.  Medical  Insurance  Program. — An  individual 
dissatisfied  with  denial  of  a  request  for  payment  of  med- 
ical insurance  benefits,  or  with  the  amount  of  medical 
insurance  benefits  paid,  or  with  the  promptness  with 
which  his  request  for  payment  is  acted  upon  is  en- 
titled to  an  opportunity  for  a  review  by,  and  if  still 
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dissatisfied,  to  a  fair  hearing  by  the  medical  insurance 
intermediary. 

A  patient  dissatisfied  with  a  payment  for  the  services 
of  a  facility-based  physician  is  entitled  to  a  review  by 
and,  if  still  dissatisfied,  to  a  fair  hearing  by  the  medi- 
cal insurance  intermediary  to  whom  the  bill  for  the 
physician's  services  was  submitted  for  payment. 

C.  Patient  protests  concerning  charges  for  items 
or  services  furnished  by  the  extended  care  facility 
should  be  handled,  if  simply  amenable  to  explanation 


or  correction,  by  the  facility.  If  the  patient  wishes  to 
protest  the  health  insurance  determination  on  his  re- 
quest for  payment  or  the  promptness  of  payment,  he 
should  be  referred  to  his  social  security  district  office. 
The  district  office  can  offer  assistance  to  the  benefici- 
ary in  determining  his  appeal  rights  and  can  answer 
specific  questions  about  the  appeal  procedures.  The 
district  office  can  also  assist  the  individual  in  com- 
pleting the  necessary  forms  for  requesting  reconsidera- 
tion or  hearing. 
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300.  SUMMARY    OF    ADMISSION  PROCE- 
DURES 

Upon  the  admission  of  a  medicare  beneficiary,  or  as 
soon  thereafter  as  practicable,  the  participating  ex- 
tended care  facility  should : 

a.  Obtain  the  patient's  signed  request  for  payment. 
(See§§250ff.) 

b.  Complete  the  admission  notice  (see  §§  303  and 
303.1)  and  send  the  information  to  the  intermediary,  or 
to  the  social  security  district  office  if  the  facility  deals 
directly  with  the  Social  Security  Administration. 

c.  Obtain  the  physician's  certification  concerning  the 
need  for  extended  care  services.     (See  §§  252ff.) 

In  reply  to  the  facility's  admission  notice,  the  inter- 
mediary will  send  a  report  of  eligibility.  This  will 
show  the  patient's  remaining  days  of  eligibility  and 
other  data  needed  to  complete  the  billing  form.  If  the 
facility  deals  directly  with  the  Social  Security  Admin- 
istration, a  Reply  to  the  Notice  of  Admission  (Form 
SSA-1568)  will  be  sent  from  the  Bureau  of  Health 
Insurance,  Direct  Reimbursement  Branch,  Baltimore, 
Maryland. 

Detailed  instructions  for  completing  the  admission 
notice  are  given  in  the  following  sections. 

301.  3-DAY  HOSPITAL  STAY  AND  14-DAY 
TRANSFER  REQUIREMENTS 

As  explained  in  §  211,  a  beneficiary  must  meet  the 
prior  hospital  stay  and  transfer  requirements  to  have 
extended  care  facility  benefits  paid  on  his  behalf.  The 
intermediary  will  determine  at  the  time  it  forwards 
the  report  of  eligibility  to  the  extended  care  facility 
whether  these  requirements  are  met.  The  intermediary 
will  rely  on  the  information  given  in  items  5,  9,  and  11 
of  the  Extended  Care  Admission  and  Billing  (  Form 
SSA-1478 ) ,  whenever  possible. 

The  prior-stay  hospital  will  usually  send  a  patient 
transfer  form  to  the  extended  care  facility,  in  accord- 
ance with  their  transfer  agreement.  When  the  facility 
has  in  its  files  a  transfer  form  showing  the  hospital 
admission  and  discharge  dates,  or  a  written  record  of  a 
telephone  conversation  with  the  transferring  hospital  in 
which  this  information  was  given,  it  should  record 


these  dates  in  item  5  of  the  form  SSA-1478.  Other- 
wise, this  item  should  be  left  blank  to  alert  the  inter- 
mediary to  take  necessary  action  to  verify  the  prior- 
stay  information. 

In  item  9  of  the  form  SSA-1478,  the  facility  should 
enter  the  actual  date  of  admission  to  the  facility,  even 
though  this  was  before  January  1,  1967.  Extended 
care  facility  benefits  may  be  payable  on  behalf  of  bene- 
ficiaries effective  January  1,  1967,  even  though  they 
were  admitted  to  the  facility  before  that  date.  (See 
§  211.3.)  Full  details  concerning  the  prior  hospital 
stay  dates  and  extended  care  facility  stay  or  stays  after 
June  30,  1966,  and  prior  to  January  1,  1967,  should  be 
given,  so  that  the  intermediary  can  determine  whether 
the  3-day  stay  and  14-day  transfer  requirements  were 
met.  If  additional  space  is  required,  attach  a  state- 
ment to  the  admission  notice. 

In  item  11,  the  first  entry  should  be  the  name  and  ad- 
dress of  the  3-day  prior  stay  hospital.  If  an  interven- 
ing extended  care  facility  stay  or  stays,  or  an  interven- 
ing hospital  stay  of  less  than  3  days,  occurred  between 
the  hospital  discharge  and  the  current  extended  care 
facility  admission,  the  names  and  addresses  of  such  in- 
tervening facilities  or  hospitals,  participating  or  non- 
participating,  should  also  be  entered  in  item  11,  or  on  a 
statement  attached  to  the  admission  notice.  (See 
§  303.2.) 

302.  OBTAINING  THE  HEALTH  INSURANCE 
CLAIM  NUMBER 

It  is  very  important  that  the  patient's  health  insur- 
ance claim  number  be  accurately  recorded  on  the  ad- 
mission and  billing  forms  because  the  case  cannot  be 
processed  if  this  number  is  missing  or  incorrect. 

The  Social  Security  Administration  maintains  in 
Baltimore,  Maryland,  the  records  of  all  persons  entitled 
to  health  insurance.  After  entitlement  is  estabbished, 
each  beneficiary  is  issued  a  health  insurance  card  by  the 
central  office  of  the  Social  Security  Administration  (or 
in  some  cases  by  the  Railroad  Retirement  Board)  for 
use  in  obtaining  hospital  insurance  benefits,  medical 
insurance  benefits,  or  both.  The  health  insurance  claim 
number  on  the  card  is  essential  for  locating  the  patient's 
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record  when  a  claim  for  benefit  payment  is  made.  No 
admission  notice  or  billing  form  should  be  for- 
warded without  the  correct  claim  number.  Ex- 
hibit 1  of  this  chapter  shows  the  health  insurance  cards 
and  briefly  explains  the  numbering  system  as  an  aid  in 
recognizing  valid  numbers. 

Usually,  the  patient's  health  insurance  claim  number 
will  be  shown  on  the  hospital  transfer  form.  If  it  is 
not,  the  facility  should  ask  the  patient  for  his  health 
insurance  card,  Temporary  Eligibility  Notice  (see 
§  302.3) ,  or  other  notice  the  patient  has  received  from 
the  Social  Security  Administration  or  an  intermediary 
which  shows  his  health  insurance  claim  number.  If  the 
patient  cannot  furnish  his  claim  number,  the  facility 
should  get  in  touch  with  the  transferring  hospital,  if  it 
is  a  participating  hospital,  for  the  claim  number  shown 
on  the  hospital's  billing  form. 

If  the  patient's  health  insurance  claim  number  cannot 
be  obtained  from  the  above  sources,  the  facility  should 
request  it  from  the  SSA  district  office.  (In  addition  to 
determining  correct  claim  numbers,  the  district  office 
can  help  a  beneficiary  replace  a  lost  health  insurance 
card.) 

302.1  Information  Required  By  SSA  District 
Office. — If  the  patient's  social  security  account  num- 
ber is  available,  the  district  office  will  usually  require  no 
additional  information  to  locate  the  claim  number  or 
determine  that  the  patient  has  not  established  health 
insurance  entitlement. 

If  the  patient  has  ever  been  employed  or  self-em- 
ployed, or  sought  employment,  or  filed  Federal  In- 
come Tax  Returns,  he  should  have  a  social  security 
card.  This  card  contains  his  social  security  account 
number  which  consists  of  9  digits,  000-00-0000,  but 
does  not  have  the  letter  prefix  or  suffix  which  dis- 
tinguishes the  health  insurance  claim  number.  (See 
Exhibit  1.) 

A  social  security  account  number  is  not  suffi- 
cient for  processing  a  claim. 

If  the  account  number  is  not  available,  the  follow- 
ing information  should  be  furnished: 

a.  The  patient's  name  and  statement  as  to  whether 
or  not  he  ever  applied  for  social  security  monthly  bene- 
fits, railroad  retirement  benefits,  or  for  hospital  in- 
surance benefits ; 

b.  If  the  patient  says  he  applied,  the  name  of  the 
person  on  whose  social  security  account  the  application 
was  based,  e.g.,  his  own  account  or  the  account  of  a 
husband  or  a  wife; 

c.  The  patient's  father's  full  name,  mother's  maiden 
name,  and  the  patient's  date  and  place  of  birth; 

d.  Patient's  address. 


If  the  facility  cannot  give  all  the  identifying  informa- 
tion required  from  the  beneficiary,  it  should  furnish 
as  much  as  it  has  to  the  SSA  district  office. 

302.2  The  SSA  District  Office  Reply.— The  SSA 
district  office  will  respond  as  soon  as  possible.  If  the 
claim  number  is  not  available,  the  district  office  will 
inform  the  facility  of  the  action  it  is  taking,  i.e.,  that 
a  claim  number  has  been  requested  from  SSA  central 
records,  or  that  it  is  developing  an  application,  or  an 
application  is  pending. 

If  an  application  for  hospital  insurance  benefits  is 
taken  as  a  result  of  the  request  to  the  district  office  for  a 
claim  number,  or  is  pending  when  the  facility  requests 
a  claim  number,  the  district  office  will  inform  the  facil- 
ity when  processing  is  completed  and  give  the  facility 
the  claim  number.  The  facility  may  then  send  the 
notice  of  admission  information  to  the  intermediary 
(or  to  the  district  office  if  the  facility  deals  directly 
with  SSA) . 

302.3  Temporary  Eligibility  Notice. — -The  social 
security  district  office  may  under  certain  circumstances 
issue  a  temporary  health  insurance  eligibility  notice, 
pending  the  issuance  of  a  health  insurance  card,  when 
the  beneficiary  is  in  need  of  medical  services.  (See 
Exhibit  2.)  The  patient's  name  and  health  insurance 
claim  number  on  the  temporary  eligibility  notice  should 
be  entered  on  the  admission  notice.  The  intermediary 
will  use  that  information  for  checking  the  Social  Se- 
curity Administration  central  record  and  for  replying 
to  the  extended  care  facility  about  the  patient's  days  of 
eligibility  and  deductible  status. 

302.4  Intermediary  Requests  for  Verification 
of  Health  Insurance  Claim  Number. — If  the  name 
and  health  insurance  claim  number  shown  on  the  ad- 
mission notice  do  not  agree  with  the  information  shown 
on  the  SSA  central  beneficiary  record,  the  admission 
notice  will  be  rejected  and  returned  to  the  intermediary. 
The  intermediary  will  then  ask  the  extended  care  facil- 
ity to  check  its  records,  and  check  with  the  patient  if 
that  is  feasible,  for  correct  name  and  claim  number 
information. 

If  unable  to  get  corrected  information  from  these 
sources,  the  facility  should  inform  the  social  security 
district  office  that  an  admission  notice  was  rejected 
because  of  incorrect  name  and  claim  number  informa- 
tion. The  district  office  will  investigate  and  give  the 
correct  name  and  claim  number  to  the  facility,  or  con- 
firm that  the  individual  is  not  entitled  to  health  insur- 
ance and  has  no  claim  number,  if  that  is  the  case.  The 
facility  should  report  the  information  received  from 
the  district  office  to  the  intermediary. 
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303.  ADMISSION  NOTICE 

A  participating  hospital  can  receive  payments  for  a 
specified  number  of  days  under  the  hospital  insurance 
program  for  inpatient  services  furnished  a  beneficiary 
in  good  faith  during  the  period  preceding  receipt  of 
the  intermediary's  report  of  eligibility,  even  though  that 
report  shows  that  as  of  the  time  of  its  receipt  by  the 
hospital  the  beneficiary's  entitlement  to  inpatient  hos- 
pital services  has  been  exhausted  for  the  current  spell 
of  illness.  HOWEVER.  THERE  IS  NO  SUCH  GUAR- 
ANTEE OF  PAYMENT  PROVISION  IN  THE  LAW 
FOR  EXTENDED  CARE  FACILITIES.  It  is  impor- 
tant that  the  extended  care  facility  admission  notice 
be  sent  as  soon  as  possible,  so  that  a  speedy  report  on 
the  patient's  eligibility  may  be  given  to  the  facility. 

The  admission  notice  (see  Exhibit  3)  data  sent  to 
the  intermediary  should  include  the  information  called 
for  in  items  1  through  14  of  the  form  SSA-1478;  ex- 
cept that  where  item  12  applies,  its  completion  may  be 
delayed  until  the  bill  is  submitted.  The  bottom  two 
copies  of  the  form  SSA-1478  are  the  admission  notice 
copies.  Depending  on  the  arrangements  made  with  the 
intermediary  or  the  social  security  district  office,  the 
facility  may  send  the  admission  notice  copies  of  the 
billing  form  by  mail  or  messenger,  or  may  submit  the 
information  from  these  forms  by  wire  or  telephone. 

303. 1  Completing  Admission  Notices. — The  hos- 
pital transfer  form  should  show  the  patient's  name  and 
address;  health  insurance  claim  number;  dates  of  hos- 
pital stay;  welfare  agency  name,  address,  and  case  num- 
ber, if  applicable ;  and  a  notation  indicating  workmen's 
compensation,  if  any.  The  facility  should  rely  on  this 
information  in  completing  items  1,  2,  3,  5,  10,  11,  and 
14  of  the  form  SSA-1478.  (Additional  information 
from  the  patient  or  hospital  may  be  required  to  com- 
plete items  10  and  11.) 

All  entries  on  the  form  should  be  typed.  Show 
month,  day,  and  year  entries  in  6-digit  numbers,  e.g., 
07/09/67. 

303.2  Explanation  of  Admission  Notice  En- 
tries 

Item  1 .  Patient's  Name. — The  patient's  name  should 
be  the  same  as  that  shown  on  the  hospital  transfer  form 
or  on  his  health  insurance  card,  with  the  last  name 
first. 

Item  2.  Health  Insurance  Claim  Number. — -Enter 
the  health  insurance  claim  number  as  shown  on  the 
hospital  transfer  form,  the  patient's  health  insurance 
card,  utilization  notices,  the  temporary  eligibility  notice, 
or  as  reported  by  the  social  security  district  office. 
Item  3.  Patient's  Address. — Enter  the  patient's  mail- 
ing address. 


/ tern  4.  Attending  Physician.— Enter  the  name  of  the 
physician  who  is  expected  to  certify  the  medical  neces- 
sity of  the  extended  care  facility  stay. 

Item  5.  Dates  of  Prior  Hospital  Stay. — Enter  the 
dates  of  stay  in  the  hospital  from  which  the  patient 
was  most  recently  discharged  after  a  stay  of  at  least 
3  days.  If  the  facility  does  not  have  in  its  files 
a  hospital  transfer  form  showing  these  dates,  or  a 
written  report  of  a  telephone  conversation  with  the  hos- 
pital in  which  these  dates  were  furnished,  then  the 
facility  should  not  complete  item  5.  If  item  5  is  not 
completed  attach  an  explanation  to  the  admission 
notice.  The  transferring  hospital's  name  and  address 
should  be  shown  in  item  11,  and  the  intermediary  will 
verify  the  prior-stay  dates  and  enter  them  on  the  billing 
form. 

Items  6  and  7.  Provider  Identification  and  Pro- 
vider Number. — Enter  the  name  and  address  of  the 
extended  care  facility  and  the  assigned  health  insur- 
ance provider  number.  This  information  may  be  pre- 
printed or  stamped  on  all  copies  of  the  form,  if 
desired. 

Item  8.  Medical  Record  Number. — Enter  the  num- 
ber, if  any,  used  by  the  facility  to  identify  the  patient's 
medical  record. 

Item  9.  Date  of  Admission. — Enter  the  date  of  the 
current  admission  in  6-digit  numbers;  e.g.,  09/07/67. 
Show  the  actual  date  of  admission  even  though  this 
was  before  January  1,  1967. 

Item  10.  Payment  Source. — Indicate  who  will  pay 
for  any  services  to  the  patient  which  will  not  be  paid 
for  by  the  health  insurance  program.  More  than  one 
source  may  be  checked,  if  applicable.  If  State  public 
welfare  agency  payments  will  be  made,  show  the  name 
and  address  of  the  agency  and  the  patient's  case  num- 
ber, if  known. 

Item.  11.  Names  and  Addresses  of  Prior-Stay  In- 
stitutions.— Enter  first  the  name  and  address  of  the 
hospital  from  which  the  patient  was  most  recently  dis- 
charged, after  a  stay  of  at  least  3  days.  The  first  entry 
in  item  11  should  always  be  the  name  and  address  of 
the  hospital  to  which  item  5  refers. 

Next  enter  the  name  and  address  of  any  extended 
care  facility  the  patient  entered  in  the  period  between 
his  discharge  from  the  hospital  item  5  refers  to,  and 
his  current  facility  admission.  Also,  enter  the  name 
and  address  of  any  hospital  the  patient  may  have  en- 
tered in  this  period  for  a  stay  of  less  than  3  days. 

The  last  entries  in  item  11  should  be  the  names  and 
addresses  of  any  hospital  or  extended  care  facility  (not 
already  listed)  from  which  the  patient  was  discharged 
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in  the  60-day  period  before  the  date  of  admission  to 
the  prior-stay  hospital  in  item  5.  This  information  is 
needed  by  the  intermediary  to  determine  the  number  of 
inpatient  extended  care  facility  benefit  days  for  which 
the  patient  is  eligible  in  the  current  spell  of  illness. 

Prior-stay  institutions  should  be  listed  in  this  item 
regardless  of  whether  they  are  participating  in  the 
health  insurance  program. 

Item  12.  If  the  Patient  Received  Accommodations 
Other  Than  Semi-private,  Explain  the  Reason 
Why. — This  item  needs  to  be  completed  only  if  the 
patient  is  being  assigned  to  accommodations  other  than 
semi-private.  If  item  12  is  not  completed  at  the  time 
of  admission,  and  other  than  semi-private  accommoda- 
tions are  furnished  at  a  later  date,  item  12  should  be 
completed  when  the  bill  is  submitted. 

If  the  patient  is  furnished  private  accommodations, 
check  the  appropriate  block  indicating  the  reason  for 
this  (patient's  request,  medical  necessity,  other  reason) . 
If  the  "medical  necessity"  or  "other  reason"  block  is 
checked,  type  a  brief  explanation  in  this  item. 

If  private  accommodations  were  medically  necessary, 
the  program  will  pay  the  reasonable  cost  of  these  ac- 
commodations. If  a  private  room  was  furnished  at  the 
patient's  request,  the  program  will  cover  only  the  cost 
of  a  semi-private  room,  and  the  patient  is  responsible 
for  the  difference  between  the  customary  private  room 
charges,  and  the  most  prevalent  customary  semi-private 
room  charges  at  the  time  of  admission.  If  the  patient 
was  furnished  a  private  room  and  this  was  not  at  his 
request  nor  medically  necessary,  the  program  will  pay 
only  the  cost  of  the  most  prevalent  semi-private  accom- 
modations at  that  time;  and  the  patient  may  not  be 
charged  any  additional  amount.  (See  §  212.2. A 
and  B.) 

If  the  patient  requested  a  private  room,  show  the 
most  prevalent  charge  for  semi-private  accommodations 
in  item  12. 

If  the  patient  is  furnished  ward  accommodations, 
check  the  appropriate  block  indicating  whether  this 
was  done  at  the  patient's  request  or  for  another  reason. 
If  the  "other  reason"  block  is  checked,  type  a  brief  ex- 
planation in  this  item.  Then  enter,  in  the  space  pro- 
vided, the  amount  representing  the  most  prevalent 
charge  for  semi-private  accommodations  in  the  facil- 
ity at  the  time  of  admission.  If  the  patient  is  assigned 
to  a  ward,  and  this  was  not  at  his  request  nor  for  a 
reason  which  the  intermediary  determines  is  consistent 
with  program  purposes,  reimbursement  to  the  facility 
will  be  based  on  the  cost  of  semi-private  accommoda- 
tions minus  the  difference  between  the  customary  semi- 
private  charges  at  the  most  prevalent  rate  and  custom- 
ary ward  charges.    (See  §  212. C.) 


To  determine  the  most  prevalent  charge  for  semi- 
private  accommodations: 

(1)  Type  of  accommodation. 

(2)  Total  rooms  of  each  type  for  each  different 
room  rate. 

(3)  Total  beds  found  in  each  type  for  each  room 
rate. 

(4)  Rate  you  charge  daily  for  the  type  of  room. 

(5)  Your  most  prevalent  charge  for  semi-private 
accommodations  is  that  single  rate  that  you  charge 
for  the  largest  entry  appearing  under  your  "total  beds" 
column. 

Example : 


(1) 

Type  of 
accommodation 

(2) 

Total  rooms 
of  this  type 

(3) 

Total  beds 
col.  (1)  X 
col.  (2) 

(4) 

Rate  per 
day 

2  beds  

10 

20 

$14.00 

2  beds  

8 

16 

15.00 

3  beds  

2 

6 

12. 00 

4  beds  

1 

4 

9. 00 

Note:  $14.00  is  the  most  prevalent  semi-private  charge. 


Item  13.  Patient's  Certification  and  Payment  Re- 
quest.— Have  the  patient  or  his  authorized  representa- 
tive read  the  statement  on  the  form  or  the  statement 
in  the  facility's  admission  record  if  the  facility  uses  the 
alternate  signature  procedure  (see  §  250.2).  If  the 
facility  obtains  the  signature  on  its  own  form,  the  sig- 
nature line  of  the  original  of  form  SSA-1478  should  be 
stamped  to  indicate  that  the  "Patient's  request  for  pay- 
ment is  on  file."  If  the  signature  is  obtained  on  form 
SSA-1478,  it  is  sufficient  if  it  is  legible  on  the  original 
only. 

If  the  patient  cannot  sign  his  name  because  of  his 
physical  or  mental  condition,  another  person  may  sign 
on  his  behalf;  e.g.,  John  J.  Jones  by  Jack  A.  Smith. 
In  certain  situations,  a  facility  representative  may  sign 
on  behalf  of  the  patient.  (See  §  251  for  who  may  file 
a  payment  request.) 

Briefly  explain  the  reason  why  the  patient  did  not  sign 
the  form  himself  and  show  the  relationship  of  the  signer 
to  the  patient.  This  explanation  should  be  retained 
in  the  facility's  file  if  the  signature  is  obtained,  on  the 
facility's  own  record.  If  the  signature  is  on  form 
SSA-1478,  the  explanation  should  accompany  or  be 
included  on  the  billing  form. 

The  statement  should  be  read  to  the  patient  who  signs 
by  mark.  The  signature  by  mark  should  be  witnessed 
by  a  person  who  knows  the  patient.    Enter  the  name 
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and  address  of  any  person  witnessing  the  signature  by- 
mark. 

Item  14.  Admitting  Diagnoses. — Enter  the  primary 
and  secondary  diagnoses.  The  physician's  certifica- 
tion will  indicate  that  inpatient  extended  care  services 
are  required  for  a  condition  for  which  the  patient  was 
receiving  inpatient  hospital  services.  Use  standard 
nomenclature  from  "Standard  Nomenclature  of  Dis- 
eases and  Operations,"  "Current  Medical  Terminology, 
Surgical  Section,"  and  "Current  Procedural  Terminol- 
ogy-" 

Check  the  appropriate  block  indicating  whether  a 
workmen's  compensation  claim  is  involved.  (See 
§  258.) 

304.  REPLY  TO  NOTICE  OF  ADMISSION 

The  bottom  portions  of  the  admission  copies  of  form 
SSA-1478  are  designed  to  provide  eligibility  informa- 
tion in  response  to  the  extended  care  facility  admis- 
sion notices.  (See  Exhibit  3. )  The  intermediary  may 
use  the  form  for  this  purpose,  or  may  give  the  eligibil- 
ity information  to  the  facility  by  wire  or  telephone,  de- 
pending upon  the  arrangements  made  between  the 
facility  and  the  intermediary.  The  direct-dealing  ex- 
tended care  facility  will  receive  a  form  reply  (form 
SSA-1568)  to  the  Notice  of  Admission  from  Bureau 
of  Health  Insurance,  Direct  Reimbursement  Branch, 
Baltimore,  Maryland. 

Whether  the  reply  is  given  by  mail,  telephone,  or 
wire  to  the  facility,  it  will  contain  the  following  eligibil- 
ity information  called  for  on  the  "Report  of  Eligibility" 
portion  of  the  admission  notice : 

A.  Effective  Date — Hospital  Insurance. — The 
month  and  year  of  the  patient's  entitlement  to  hospital 
insurance  benefits  (Part  A)  will  be  shown.  If  not 
entitled,  the  entry  will  so  indicate. 

B.  Effective  Date — Medical  Insurance. — This 
will  show  the  month  and  year  of  the  patient's  entitle- 
ment to  medical  insurance  (Part  Bj.  The  entry  will 
so  indicate  if  the  patient  is  not  entitled  to  Part  B  bene- 
fits. 

C.  ECF  Days  Remaining. — The  number  of  ex- 
tended care  facility  days  for  which  payment  can  be 
made  in  full  for  the  current  spell  of  illness  will  be  shown 
in  the  "Full"  block.  The  number  of  days  remaining, 
for  which  the  patient  must  pay  the  coinsurance  amount, 
will  be  shown  in  the  "Coinsurance"  block.  "None"  will 
be  shown  where  applicable. 

D.  Pints  Remaining — Blood  Deductible. — This 
item  is  for  informational  purposes. 

E.  3— Day  Hospital  Stay  Requirement. — The  in- 
termediary will  complete  this  item  to  show  whether 
this  requirement  is  "Met"  or  "Not  Met." 


F.  14-Day  Transfer  Requirement. — The  inter- 
mediary will  complete  this  item  to  show  whether  the 
14-day  requirement  is  "Met"  or  "Not  Met." 

G.  HHA  Visits  Remaining — Hospital  Insur- 
ance and  Medical  Insurance. — The  number  of  home 
health  visits  remaining  under  Part  A  will  be  shown. 
Remaining  home  health  visits  under  Part  B  will  not  be 
routinely  shown  m  replying  to  extended  care  facility 
Notices  of  Admission. 

H.  Medical  Plan  Deductible. — The  status  of  this 
deductible  will  be  indicated  by  a  checkmark  in  the  block 
designated  "Met"  or  "Not  Met."  If  the  deductible  is 
not  met,  the  amount  remaining  to  be  met  will  not  be 
shown.  If  the  reply  shows  the  deductible  is  "Not  Met," 
and  Part  B  services  have  been  furnished,  the  extended 
care  facility  should  ask  the  patient  whether  he  has  had 
any  previous  Part  B  expenses  which  could  be  counted 
toward  the  deductible.  (See  §  115.3.)  The  facil- 
ity should  try  to  determine  whether  the  patient  has 
satisfied  the  Part  B  deductible  before  charging  him  this 
amount. 

The  intermediary  will  determine  the  patient's  exact 
Part  B  deductible  status  upon  receipt  of  the  facility's 
bill. 

I.  Open  Item  Information. — The  information  in 
this  block  will  be  completed  by  the  intermediary  when 
verifying  reports  of  "extended  care  facility  open  items" 
(admissions  recorded  in  SSA  central  records,  but  not 
closed  out  by  processing  of  a  bill). 

Where  there  Is  an  extended  care  facilit  open  item 
reported  from  the  SSA  central  record,  this  '  pen  item" 
must  be  processed  before  the  current  bill  can  be  proc- 
essed. The  intermediary  (or  the  SSA  Direct  Reim- 
bursement Branch  in  the  case  of  a  direct-dealing  pro- 
vider) will  get  in  touch  with  the  "open  item"  provider 
to  verify  the  stay,  the  date  of  the  prior  discharge,  and 
status  of  the  bill.  The  intermediary  will  use  the  prior 
stay  information  to  compute  the  remaining  days  of 
eligibility. 

Remarks. — Any  necessary  explanation  of  eligibility 
information  will  be  shown.  This  will  include  correc- 
tions in  the  name  or  health  insurance  claim  number  re- 
ported by  the  facility.  When  changes  of  this  sort  are 
reported,  the  name  and  claim  number  information  on 
the  billing  form  should  be  changed  accordingly. 

If  name  and  claim  number  information  were  not 
matched,  the  intermediary  will  request  the  facility  to 
verify  the  claim  number.     (See  §  302.4.) 

305.  RETROACTIVE  ENTITLEMENT 

It  may  happen  that  an  individual  over  65  years  of 
age  does  not  establish  his  entitlement  to  hospital  in- 
surance benefits  until  after  his  discharge  from  an  ex- 
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tended  care  facility.  In  such  a  case,  payment  may  be 
made  for  extended  care  service  furnished  in  a  retroac- 
tive period  of  up  to  12  months,  but  not  before  January 
1,  1967.  When  a  beneficiary  inquires  about  retroac- 
tive entitlement,  he  will  usually  have  a  Social  Security 
Administration  notice  which  prompted  his  inquiry. 
In  these  cases,  the  facility  should  follow  the  Notice  of 
Admission  procedure  to  verify  the  patient's  eligibility. 
When  this  is  verified,  the  facility  should  refund  to  the 
patient  any  payments  he  made  for  services  which  are 
covered  by  the  program,  and  submit  a  bill  to  the  in- 
termediary. 

306.  INITIATING  NOTICES  OF  ADMISSION 
WHERE  NO  PAYMENT  WILL  BE  MADE 

§  405  explains  that  extended  care  facilities  will  sub- 
mit billing  forms  even  when  no  payments  under  the 
program  may  be  made.  In  most  such  cases,  Notices  of 
Admission  will  have  been  initiated  as  a  normal  course 
of  procedure  to  determine  the  patient's  eligibility. 
However,  there  will  be  some  situations  where,  at  ad- 
mission, the  individual  states  that  benefits  have 
been  exhausted  in  the  current  spell  of  illness.  The  ex- 
tended care  facility  should  nevertheless  initiate  a  Notice 
of  Admission.    This  notice  will  serve  to  verify  that  the 


patient  has  in  fact  no  remaining  eligibility,  and  also 
help  to  keep  the  beneficiary's  utilization  record  current. 

Notices  of  Admission  should  also  be  sent  even  though 
workmen's  compensation  has  paid  or  can  be  expected 
to  pay  the  entire  bill,  the  services  are  not  covered,  the 
3-day  hospital  stay  and  14-day  transfer  requirement 
are  not  met,  or  the  patient  refuses  to  request  payment. 

Where  the  patient  refuses  to  request  payment  and 
does  not  furnish  his  health  insurance  claim  number, 
the  facility  should  get  in  touch  with  the  SSA  district 
office  for  assistance  in  obtaining  this  number.  If  the 
patient  refuses  to  request  payment  which  could  other- 
wise be  made  on  his  behalf,  his  utilization  record  must 
nevertheless  be  charged  for  covered  extended  care  serv- 
ices furnished  him. 

After  the  report  of  eligibility  is  received  in  such  no- 
payment  cases,  billing  forms  should  be  forwarded,  to 
keep  the  patient's  utilization  record  current,  in  accord- 
ance with  §  405. 

399.  EXHIBITS 

Exhibit  1.  Health  Insurance  Cards  and  Claim  Num- 
bers 

Exhibit  2.  Temporary  Eligibility  Notice 
Exhibit  3.  Extended  Care  Admission  and  Billing 
(Admission  Copy) — Form  SSA-1478 
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EXHIBIT  I 


HEALTH  INSURANCE  CARDS 


Health 

C2y)  Insurance 

SOCIAL 

NAME  OF  BENEFICIARY 

JANE  Q.  DOE 

CLAIM  NUMBER 

000-00-OO^A  M 

IS  ENTITLED  MO  JM  M 

HOSPITAL  TfmA 
MEDICAL  INsMJfy 

SIGN  A 
HERE  V 

SECURITY  ACT 

SEX 

FEMALE 

EFFECTIVE  DATE 

BO/  ^  7-1-66 

Front 


1.  Carry  your  card  with  you  when  you  are  away  from  home. 

2.  Let  your  hospital  or  doctor  see  your  card  when  you  require 
hospital,  medical  or  health  services  under  "Medicare." 

3.  Get  in  touch  with  your  social  security  office  if  you  have 
questions  about  your  rights  under  "Medicare." 

4.  Your  card  is  good  wherever  you  live  in  the  United  States. 

WARNING:  Issued  for  the  sole  use  of  the  holder  designated 
hereon.  Intentional  misuse  of  this  cord  is  unlawful  and  will 
make  the  offender  liable  to  penalty. 


MOPERTY  OF  UNITED  STATES  GOVERNMENT. 
IF  FOUND  DROP  IN  NEAREST  U.S.  MAIl  BOX* 


Return  To: 


SOCIAL  SECURITY  ADMINISTRATION 
Baltimore,  Maryland  21235 


FORM  SSA-19&4  17-461 


Health  ffiro  Insurance 


RAILROAD    RETIREMENT  BOARD 

NAME  OF  BENEFICIARY 

JOHN  C.  DOE 

CLAIM  NUMBER 

A-000-00-00 

IS  ENTITLED  TO 

HOSPITAL  INS 
MEDICAL  INSURANCE 


Front 


1.  Carry  your  card  with  you  when  you  are  away  from  home. 

2.  Let  your  hospital  or  doctor  see  your  card  when  you  require 
hospital,  medical  or  health  services  under  "Medicare". 

3.  Get  in  touch  with  your  Railroad  Retirement  Board  office  if 
you  have  questions  about  your  rights  under  "Medicare." 

4.  Your  card  is  good  wherever  you  live  in  the  United  States. 
For  benefits  in  Canada,  write  to  the  Railroad  Retirement 
Board. 

WARNING:  Issued  for  the  sole  use  of  the  holder  designated  hereon. 
Intentional  misuse  of  this  card  Is  unlawful  and  will  make  the  offender 
liable  to  penalty. 

PROPERTY  OF  UNITED  STATES  GOVERNMENT. 
IF  FOUND  DROP  IN  NEAREST  U.S.  MAIL  BOX 
Refurn  to:     RAILROAD  RETIREMENT  BOARD 

844  Rush  Street,  Chicago,  Illinois  6061 1 


Form  G-43  (2-o6) 


Back 


Back 


HEALTH  INSURANCE  CLAIM  NUMBERS 

Most  HI  claim  numbers  are  9  digits  with  a  letter  or  letter  and  numeral  suffix;  e.g. ,  000-00-OOOOB  or  Bl. 
They  may  also  be  6-or-3-digit  numbers  with  lettered  prefixes;  e.g. ,  AOOOOOO,  A-000-00-0000;  or  WD-OOOOOO, 
WD-OOO-00-0000.   Numbers  with  one  or  more  letter  prefixes  identify  Railroad  Retirement  Board  annuitants. 

Possible  suffixes  are: 

A,  B,  Bl,  B2,  B3,  B4,  B5,  B6,  or  B9 
CI,  C2,  C3,  C4,  C5,  C6,  C7,  C8,  or  C9 

D,  Dl,  D2,  D3,  D4,  D5,  D6,  or  D7 

E,  El,  E2,  or  E3 

Fl,  F2,  F3,  F4,  F5,  F6,  F7,  or  F8 

HB,  HB1,  HB2,  HB3,  HB4,  HB5,  HB6,  or  HB9 

HC1,  HC2,  HC3,  HC4,  HC5,  HC6,  HC7,  HC8,  or  HC9 

Jl,  J2,  J3,  J4       (For  subscripts  "3"  and  "4"  there  can  be  no 

entitlement  to  hospital  insurance  benefits. 
Kl,  K2,  K3,  K4       Supplementary  medical  insurance  entitlement 

may  exist  for  all  J  and  K  suffixes. ) 

M,  Ml,  and  T        (Suffix  letter  "T"  indicates  entilement  to  hospital  or 
hospital  and  medical  insurance;  letters  M  and  Ml 
indicate  that  the  patient  is  eligible  for  supplementary 
medical  insurance  benefits  but  not  for  hospital 
insurance  benefits. ) 


EXHIBIT  2 


TEMPORARY  NOTICE  OF  ELIGIBILITY 


District  Office  Address: 


Date: 


Dear  : 

Based  on  the  information  you  have  given  to  the  Social  Security  Administration 

you  will  be  eligible  for  hospital  insurance  benefits  beginning  (mo. )  

(yr. )   and  for  supplementary  medical  insurance  benefits  beginning 

(mo. )   (yr. )  .    Your  eligibility  will  continue  for 

60  days  from  the  date  ^hown  at  the  top  of  this  notice  unless  you  are  notified 
otherwise  during  the  60-day  period. 

To  obtain  medical  services  before  you  receive  your  card,  show  this  letter  to 
your  hospital  or  doctor  but  keep  the  letter  with  you.    This  temporary  notice 
of  eligibility  is  to  be  used  only  by  the  person  to  whom  it  is  addressed. 
Misuse  is  unlawful  and  will  make  the  offender  liable  to  a  penalty. 

This  letter  should  be  destroyed  as  soon  as  you  receive  your  health  insurance 
card  or  other  notice  concerning  your  eligibility. 

Sincerely  yours, 


Robert  M.  Ball 

Commissioner  of  Social  Security 


IMPORTANT 

When  services  are  provided  on  the  basis  of  this  notice,  all  bills  or 
correspondence  with  an  intermediary  or  the  Social  Security  Administration 
should  show  the  patient's  social  security  claim  number. 


-a 


EXHIBIT  3 


EXTENDED  CARE  ADMISSION  AND  BILLING 


o 
o 


a 


DEPABTUENT 


HEALTH,  EDUCATION,  i 


EXTENDED  CARE  ADMISSION  AND  BILLING 
HOSPITAL  INSURANCE  BENEFITS  -  SOCIAL  SECURITY  ACT 


orm  Approved 

udRet  Bureau  No.  72-R765 


»ddress  (Street  i 


,  City,  State,  Zip  Code) 


3.  PATI  EN 


A  EC  OF  ATTENDING  PHYSICI 


5.  DATES  OF  PRIOR 
HOSPI  T  A  l_  STAY 

ADMISSION  DISCHARGE 

6.  EXTENDED  CARE  FACILITY  NAME  AND  ADDRESS 

7.  PROVIDER  NUMBER 

6.  MEDICAL  RECORD  NO. 

9.  DATE  OF  THIS  ADMISSION 

10.  PAYMENT  SOURCE  FOR  CHARGES  TO  PATIENT 

,  .  SELF  OR            .  .   BLUE  CROSS        .  ,  PUBLIC  AGENCY 

'  1  FAMILY            1  1  BLUE  SHIELD  1 — '(Give  name) 

,  1  PRIVATE           |  ,   EMPLOYER           i      i  OTHER 

1  1  INSURANCE      1  '  OR  UNION  1 — '(Explain) 

II.  N  AMES  AND  ADDRESSES  OF  ALL  HOSPITALS  AND  EXTENDED  CARE  FACILITIES  FROM  WHICH  PATI  EN  T  WAS  DISCHARGED  IN  PAST  00  DAYS. 
(If  this  ECF,  give  dates  of  stay). 


12.  REASON   FOR  OTHER  THAN  SEMLPRIVATE  ACCOMMODATE 


NS!       □  PATIENT'S  REQUEST         Q  MEDICAL  NECESSITY       □OTHER  REASON 
(Describe)  (Specify) 


Most  Prevalent 
Semi-Private  Rate  $_ 


13.  PATIENT'S  CERTIFICATION,  AUTHORIZATION  TO  RELEASE  INFORMATION,  AND  PAYMENT  REQUEST.   I  certify  that  the  information 
given  by  me  in  applying  for  payment  under  Title  XVIII  of  the  Social  Security  Act  is  correct.   I  authorize  release  of  all  records  required  to 
act  on  this  request.  I  request  that  payment  of  authorized  benefits  be  made  on  my  behalf. 

signature  (Patient  or  authorized  representative)  (Signature  by  mark  must  be  i 


ssed) 


.  ADMITTING  DIAGNOSES 

(a)  Primary 


(b)  Secondary 


EMPLOYMENT  RELATED        fj^]  YES 


□  no 


DO  NOT  USE  THIS 
SPACE 


REPORT  OF  ELIGIBILITY 


A.  Effective-Date— Hospital  Insurance 

I.  Open  Item  Information 
1.  Intermediary 

B.  Effective  Date— Medical  Insurance 

C.  ECF  days  remaining 

FULL  (COINSURANCE 

1 
1 

D.  Pints  remaining  blood  deductible 

E.  3  day  hospital  stay  requirement 

|     ]  MET                      Q  NOT  MET 

2.  Provider 

F.  14  days  transfer  requirement 

MET                      Q  NOT  MET 

G.  HHA  visits  remaining 

! 
1 

H.  Medical  plan  deductible                      |_J  met               j_J  not  met 

REMARKS 

3.  Date  Admitted 

4.  Dace  Discharged 

form  SSA-1478  iio- 


ADMISS10N  COPY 
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Chapter  IV 


BILLING  PROCEDURES 

Sectio 

Summary  of  Billing  Procedures   400 

List  of  Authorized  Signatories   401 

Completion  of  Billing  Items  on  Form  SSA-1478   402 

Disposition  of  Copies  of  Completed  Forms  SSA-1478   402 

Provider  Billing  For  Patient  Services  By  Physician  (Form  SSA-1554)   404 

Completing  Items  on  Form  SSA-1554   404 

Disposition  of  Form  SSA-1554   404 

Description  of  "Item-by -Item"  and  Optional  Methods  for  Physicians'  Com- 
ponents   404 

Submitting  Billing  Forms  in  No-Payment  Cases   405 

Procedures  for  Submitting  Corrected  Bills   406 


DEPARTMENT  OF  HEAL  TM,  E DUC  A  HON.  AND  *  t  L  FARE 

SOCIAL  SeCUftiTY  4DM1NUT  HA  TIOH 


EXTENDED  CARE  ADMISSION  AND  BILLING 
HOSPITAL  INSURANCE  BENEFITS  -  SOCIAL  SECURITY  ACT 


Form  Approved 

Budget  Bureau  No.  72-R765 


1.   PATIENT'S  LAST  NAME 


FIRST  N  AM  E 


3.  patient's  address  (Street  number.  City,  State,  Zip  Cotle) 


2.  HEALTH  INSURANCE  CLAIM  NUMBER 


4.  NAME  OF   ATTENDING  PHYSICIAN 


9.   DATE  OF   THIS  ADMISSION 


10.    PAYMENT   SOURCE   FOR   CHARGES  TO  PATIENT 


□  i 


-— .  BLUE  CROSS 
L_J    BLUE  SHIELD 


INSURANCE 


|  1  PUBLIC  AGENCY 

' — *(Give  name) 

I  1  OTHER 

1 — 1  (Explain) 


It.  NAMES  AND  ADDRESSES  OF   ALL   HOSPITALS   AND  EXTENDED  CARE  FACILITIES  FROM  WHICH  PATIENT  WAS  DISCHARGED  IN  PAST  00  DAYS. 

(If  thts  ECFt  give  dates  of  stay). 


I  3.  REASON   FOR  OTHER   THAN  SEMI-PRIVATE  ACCOMMODATIONS:  |— — j  PATIENT'S  REQUEST  MEDICAL  NECESSITY       DOIHER  REASON 

(Describe)  (Specify) 


Most  Prevalent 
Semi-Private  Rate  $ 


13.  PATIENT'S  CERTIFICATION,  AUTHORIZATION  TO  RELEASE  INFORMATION,  AND  PAYMENT  REQUEST.  I  certify  that  the  informati 
given  by  me  in  applying  for  payment  under  Title  XVIII  of  the  Social  Security  Act  is  correct.  I  authorize  release  of  all  records  required  to 
act  on  this  request.   I  request  that  payment  of  authorized  benefits  be  made  on  my  behalf. 


SIGNATURE  (Patient  or  authorized  representative)  (Signature  by  mark  must  be  witnessed) 

DATE 

-—                 .TTilr^  r.. 

14.   ADMITTING  DIAGNOSES                                                EMPLOYMENT   RELATED         Q  yES                  Q  NO 

(a)  Primary 

(b)  Secondary 

DO  NOT  USE  THIS 
SPACE 

15.  DISCHARGE  OR  CURRENT  DIAGNOSES 

(a)  Primary 

(b)  Secondary 

16.  STATEMENT  OF  SERVICES  RENDERED 

TOTAL 
INPATIENT 
CHARGES 

NON- 
COVERED 
CHARGES 

20.  STATEMENT  COVERS  PERIOD 
FROM ,                         JTHRU    .  i 

2  1.   LEAVE  DAYS 

ACCOMMODATIONS 

DAYS 

RATE 

A.  1-Bed 

22  .  DATE  UR 
NOTICE 
RECEIVED 

23.  DATE  BENEFITS 
EXHAUSTED 

24.  TOTAL  DAYS 

B.  2-3-4  Bed 

C.  5  or  more  beds 

D.  Physical  Therapy 

25. 

□  DISCHARGED       QdIED      □  |^^nt 

25.  DATE  DISCHARGED 
OR  DIED 

E.  Occupational  Therapy 

F.  Speech  Therapy 

27.  COMPUTATION  OF  INTERIM  PAYMENT 

Reimbursement  Amount  S 

G.  Pharmacy 

H.  Other  (Describe) 

I.  TOTALS 

$ 

17.  Coinsurance            Days@  S 

18.  Part  B  Services  Furnished  to  other  than  Inpatients 

CHARGES  I 

INTERMEDIARY  USE 

$ 

VERIFIED  PRIOR  STAY  DATES 

28.                         beginning;  thru 
qualifying  1 
hospital          !       1       1  ; 

__.  ,  1  ,  1  

PROVIDER  NUMBER 

TOTALS 

28a.  OTHER 

19.  Part  B  Charges  paid  by  Patient  $ 

29.  SEMI-PRIVATE  DIFFERENTIAL  J 

32.  I  certify  that  the  required  Physician's  certification  and  recertifications 
are  on  file. 

30.   PART   B  DE- 
DUCT! BLE 

s 

30a.  COINSUR  ANC  E 

s 

31.  REFUNDTO  PATIENT 
$ 

SIGNATURE  OF   EXTENDEOCARE  FACILITY  REPRESENTATIVE 

DATE  FWD. 

33.    APPROVED  BY 

DATE 

FORM  SSA-1473  I  10-60) 
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Chapter  IV 


BILLING  PROCEDURES 


400.  SUMMARY  OF  BILLING  PROCEDURES 

The  Extended  Care  Admission  and  Billing  Form 
SSA-1478  was  designed  for  extended  care  facility  bill- 
ing for  services  reimbursable  under  the  program  on  a 
reasonable  cost  basis.  A  facility  should  use  Form 
SSA-1554,  Provider  Billing  For  Patient  Services  By 
Physicians,  to  bill  for  reasonable  charge  reimburse- 
ment for  facility-based  physician  services  to  patients. 
(See  §  215  for  definition. )  The  Form  SSA-1478  will 
be  processed  by  the  Part  A  intermediary,  and  the  Form 
SSA-1554  will  be  processed  by  the  Part  B  intermediary. 

The  upper  section  of  the  SSA-1478  (items  1  through 
14)  should  be  completed  on  all  six  copies  at  the  time 
of  admission.  The  lower  or  billing  section  of  the 
form  (items  15  Lhrough  32)  should  be  completed  when 
the  patient  is  discharged  or  when  his  benefits  are 
exhausted,  whichever  occurs  first.  (It  is  not  necessary 
to  submit  a  billing  form  each  time  a  patient  has  a  leave 
of  absence.  )  The  benefit  status  data  needed  to  com- 
plete the  form  will  be  given  in  the  SSA  reply  to  the 
notice  of  admission.  The  billing  copies  of  the  form 
should  then  be  sent  to  the  intermediary  (or  to  the  Social 
Security  Administration  if  the  facility  deals  direct). 

The  bill  may  also  be  submitted  on  an  interim  basis, 
for  example,  every  30  days.  The  admission  notice  need 
not  be  completed  for  subsequent  billings  for  the  same 
extended  care  facility  stay,  and  the  patient's  signature 
is  not  needed  for  such  subsequent  billings. 

A  billing  form  should  be  submitted,  even  though  no 
benefits  may  be  payable,  to  enable  the  Social  Security 
Administration  to  keep  the  patient's  utilization  record 
current  (see  §405),  and  to  close  out  the  admission 
notice  sent  in  "no-payment"  cases. 

401.  LIST  OF  AUTHORIZED  SIGNATORIES 

Each  extended  care  facility  should  submit  to  its  Part 
A  intermediary  a  listing  of  officials  it  has  authorized 
to  sign  and  certify  bills  and  supporting  statements. 
The  listing  should  be  kept  current. 

402.  COMPLETION  OF  BILLING  ITEMS  ON 
FORM  SSA-1478 

Item  15.  Discharge  or  Current  Diagnoses. — If  this 
is  an  interim  bill  the  current  diagnoses  should  be  shown. 


The  primary  diagnosis  should  appear  first.  Then  list 
any  secondary  diagnoses.  Standard  nomenclature 
should  be  used  (refer  to  "Standard  Nomenclature  of 
Diseases  and  Operations,"  "Current  Medical  Terminol- 
ogy," and  "Current  Procedural  Terminology"). 
Item  16.  Statement  of  Services  Rendered. — Enter 
all  charges  by  each  department  for  the  period  covered 
by  the  current  billing.  Where  the  facility  has  more 
departments  than  those  shown  on  the  form,  combine 
the  charges,  where  appropriate.  Any  charge  which 
cannot  be  applied  to  one  of  the  items  shown  should  be 
described  in  item  16H — "Other." 

Enter  all  charges — covered  and  noncovered — in  the 
"Total  Inpatient  Charges"  column.  Charges  for  non- 
covered  services  and  items,  except  for  the  services  of 
facility-based  physicians,  should  be  itemized  in  the 
"Noncovered  Charges"  column.  Charges  for  all  non- 
covered  days  which  fall  within  the  period  described  in 
item  20  (on  a  bill  covering  both  covered  and  noncov- 
ered days,  or  noncovered  days  only)  should  also  be 
shown  in  the  "Noncovered  Charges"  column.  If  it  is 
necessary  to  explain  an  item,  a  statement  may  be  at- 
tached. Any  statement  attached  should  show  the  pa- 
tient's name  and  claim  number.  Only  one  copy  is 
needed.  (Details  concerning  coverage  are  contained 
in  Chapter  II.  See  §  405  on  submitting  bills  for  non- 
covered  days.) 

If  the  facility  and  the  intermediary  agree,  the  facility 
may  use  machine-produced  ledger  sheets  to  report  serv- 
ices and  charges.  The  ledger  sheets  submitted  should 
show  total  charges  for  each  department.  Hotel-type 
billings  which  summarize  by  day  but  not  by  department 
are  not  acceptable. 

Where  ledger  sheets  are  submitted  in  lieu  of  item  16, 
each  ledger  sheet  attached  should  show  the  patient's 
name  and  claim  number. 

Unless  the  days,  rate,  and  type  of  accommodation  are 
clearly  shown  on  the  machine  bill,  the  accommodation 
entries  on  the  form  SSA-1478  should  be  completed. 
The  facility  should  complete  item  12  on  the  billing  form, 
where  applicable.  The  facility  should  also  complete 
items  17,  18,  and  19,  unless  the  coinsurance,  Part  B 
services  and  charges,  and  Part  B  charges  paid  by  the 


patient  are  clearly  shown  on  the  attached  machine  bill. 
Item  16A.  1-Bed  Accommodation. — Where  a  pa- 
tient needed  a  private  room  for  medical  reasons,  ex- 
plain the  medical  necessity  in  item  12.  The  medical 
necessity  should  be  described  by  tbe  doctor  in  the 
patient  s  medical  record  or  other  document  retained 
by  the  facility.  Enter  the  customary  charge  for  a  1-bed 
accommodation  in  the  "Rate"  column  and  complete 
the  "Total  Inpatient  Charges'"  column. 

If  the  patient  requested  a  1-bed  accommodation,  pay- 
ment cannot  be  made  for  more  than  the  cost  of  semi- 
private  accommodations.  The  patient  is  responsible 
for  the  difference  between  the  customary  private  room 
charges  and  the  most  prevalent  semiprivate  room 
charges  at  the  time  of  admission.  The  charge  for  the 
1-bed  accommodation  should  be  entered  in  the  "Rate" 
column,  and  the  product  of  this  rate  times  the  number  of 
days  should  be  shown  in  the  "Total  Inpatient  Charges" 
column.  Show  the  total  charges  to  the  patient  in  the 
"Noncovered  Charges"  column. 

Check  the  "Patient's  Request"  block  in  item  12,  and 
enter  the  most  prevalent  semiprivate  rate  in  the  space 
provided  in  item  12.  (See  §  303.2,  Item  12,  for  com- 
putation of  the  most  prevalent  rate.) 

If  private  accommodations  were  furnished  and  this 
was  not  medically  necessary  nor  at  the  patient's  re- 
quest, the  facility  should  check  the  "Other  Reason" 
block  and  give  a  brief  explanation  in  item  12.  In  this 
case  the  program  will  cover  only  the  cost  of  semiprivate 
accommodations  and  no  charge  may  be  made  to  the 
patient.  The  facility  should  use  line  16. B  and  the 
semiprivate  rate  should  be  shown  in  the  "Rate"  column, 
even  though  private  accommodations  were  actually 
furnished.  The  "Total  Inpatient  Charges"  column 
should  show  the  total  charges  for  semiprivate  accommo- 
dations. Since  no  additional  charge  can  be  made  to 
the  patient  in  this  situation,  no  entry  should  be  made  in 
the  "Noncovered  Charges"  column. 
Item  16B.  2-3-4-Bed  Accommodation. — If  the  pa- 
tient occupied  semiprivate  accommodations,  show  the 
number  of  days,  the  semiprivate  rate,  and  the  total 
charges. 

Item    16C.  5-Or-More-Bed    Accommodation. — If 

the  patient  is  in  an  accommodation  of  5-or-more  beds, 
show  the  number  of  days,  the  ward  rate,  and  the  total 
charges. 

Item  12  must  be  completed  to  explain  the  reasons  for 
this  accommodation.  If  the  patient  did  not  request 
the  ward  accommodations,  the  amount  representing  the 
most  prevalent  customary  charge  for  semiprivate  ac- 
commodations at  the  time  of  admission  should  be  shown 


in  the  space  provided  in  item  12.  (See  §  303.2,  Item 
12.) 

If  the  ward  accommodation  was  not  requested  by  the 
patient  nor  provided  for  a  reason  consistent  with  the 
purposes  of  the  health  insurance  program,  the  inter- 
mediary will  subtract  the  total  ward  charges  from 
the  total  semiprivate  charges  as  determined  by  using 
the  rate  entered  in  item  12,  and  enter  the  difference 
in  item  29,  "Semi-Private  Differential."  Payment  to  the 
extended  care  facility  must  be  reduced  at  the  end- 
of-the-year  settlement  by  the  amount  of  such  differ- 
entials.   (See  §  212.2C.) 

Items  16D  Through  H.  Enter  all  charges  for  supplies  or 
services — covered  or  noncovered — in  the  "Total  In- 
patient Charges"  column.  Show  charges  for  noncov- 
ered services  and  items  in  the  "Noncovered  Charges" 
column.  When  there  is  insufficient  space  to  describe  all 
services  performed  in  item  16H  (Other),  a  separate 
attachment  for  such  services  and  charges  may  be  used. 
Continuation  sheets  should  not  be  used. 

Where  items  and  services,  which  are  in  excess  of  or 
more  expensive  than  those  covered  by  the  program,  are 
requested  by  the  patient  the  difference  between  the 
amount  customarily  charged  for  the  items  or  services 
requested,  and  the  amount  customarily  charged  for  the 
items  or  services  covered  by  the  program,  should  be 
shown  as  noncovered  charges. 

Item  161.  Totals. — Enter  the  total  inpatient  charges 
and  the  total  noncovered  charges. 

Item  17.  Coinsurance. — Enter  the  $5  daily  coinsur- 
ance charge,  if  applicable,  and  the  number  of  days  cov- 
ered by  this  bill  which  fall  in  the  coinsurance  period 
(which  begins  with  the  21st  inpatient  extended  care 
facility  day  in  a  spell  of  illness) .  Multiply  the  number 
of  days  by  $5  and  show  that  amount  in  the  money 
column. 

Item  18.  Part  B  Services  Furnished  to  Other  than 
Inpatients. — Enter  Part  B  services,  such  as  transpor- 
tation furnished  in  an  extended  care  facility  ambulance, 
in  this  item.  If  facility-based  physician  charges  are 
ordinarily  included  in  total  charges  to  the  patient,  these 
charges  should  be  included  in  item  16.  They  should 
not  appear  in  item  18. 

Item  19.  Part  B  Charges  Paid  by  Patient.— Enter 
here  any  Part  B  deductible  and/or  coinsurance  amount 
paid  by  the  patient.  ( See  §115.3.  )  The  facility  should 
try  to  learn  from  the  patient  whether  he  had  any 
previous  Part  B  services  which  could  count  toward  the 
Part  B  deductible  before  collecting  that  amount  from 
the  patient.  If  the  deductible  is  met,  the  patient  is 
responsible  for  the  20  percent  coinsurance  amount.  The 
intermediary  will  refund  directly  to  the  patient  any 
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Part  B  deductible  overcollection  made  by  the  facility. 
Item  20.  Statement  Covers  Period. — Enter  the  be- 
ginning and  ending  dates  of  the  period  covered  by  this 
statement.  The  beginning  date  of  this  period  should 
be  no  earlier  than  January  1,  1967,  even  though  the  ad- 
mission date  in  item  9  may  be  earlier  than  that. 

Where  the  patient  is  still  in  the  facility,  show  the  last 
day  of  the  period  being  reported  on  the  bill,  whether 
or  not  this  last  day  was  a  day  of  covered  service.  Other- 
wise, show  the  date  of  discharge  or  death.  (See  §  405 
for  information  on  completing  the  form  after  benefits 
have  been  exhausted.) 

Item  21.  Leave  Days. — Enter  the  number  of  days  on 
which  the  patient  was  not  present  in  the  extended  care 
facility  at  midnight  and  for  which  the  facility  is  not 
being  reimbursed.  Attach  a  brief  explanation  to  the 
billing  form. 

It  is  not  necessary  to  complete  a  notice  of  admission 
and  billing  form  each  time  a  leave  of  absence  occurs. 
Item  22.  Date  VR  JSotice  Received. — Enter  the  date 
the  extended  care  facility  received  the  notice  from  the 
Utilization  Review  Committee  (or  the  group  responsi- 
ble for  the  review  of  utilization)  that  further  stay  by 
the  patient  is  not  medically  necessary. 
Item  23.  Date  Benefits  Exhausted. — Enter  the  date 
on  which  the  patient's  benefits  were  exhausted,  if  this 
occurred  before  the  beneficiary's  discharge  or  death 
and  during  the  period  described  in  item  20.  Make  no 
entry  in  this  space  when  the  Reply  to  the  Notice  of  Ad- 
mission showed  no  days  remaining. 
Item  24.  Total  Days. — Enter  here  the  total  days  of 
covered  extended  care  facility  care  for  the  period  shown 
in  item  20.  Count  the  day  of  admission,  but  do  not 
count  the  day  of  discharge.  Do  not  count  days  for 
which  payment  cannot  be  made  because  benefits  were 
exhausted,  a  workmen's  compensation  payment  was 
made  or  expected  (attach  an  explanation),  or  because 
a  utilization  review  notice  was  received  stating  that  ex- 
tended care  facility  care  was  no  longer  necessary. 
(Payment  may  be  made  for  3  benefit  days  after  the  day 
such  notice  was  received.)  Do  not  count  "leave  of  ab- 
sence" days. 

Items  25  and  26.  Discharge  Information. — If  the 
patient  is  still  in  the  extended  care  facility  when  the 
billing  is  submitted,  check  "Still  Patient."  Otherwise, 
check  "Discharged"  or  "Died"  in  item  25.  Show  the 
date  of  discharge  or  death  in  item  26. 
Item  27.  Computation  of  Interim  Payment. — Pay- 
ments to  the  facility  under  the  hospital  insurance  plan 
are  based  on  the  reasonable  cost  of  service  provided. 
The  precise  reasonable  cost  of  services  cannot  be  de- 
termined until  the  end  of  the  year  when  final  cost  fig- 


ures are  known.  However  an  interim  settlement  will 
be  made  on  the  basis  of  each  bill.  This  interim  settle- 
ment method  will  be  worked  out  by  the  intermediary 
and  the  extended  care  facility.  If  the  facility  wishes 
to  make  a  computation  for  its  own  records,  it  should 
do  so  on  the  Extended  Care  Facility  copy  of  the  form 
or  on  a  separate  sheet.  It  can  estimate  the  cost  of 
covered  services  by  the  approved  method  and  subtract 
any  applicable  deductible  and  coinsurance  to  arrive 
at  the  reimbursement  amount. 

A  separate  computation  should  be  made  for  any  Part 
B  services  furnished. 

Items  28  Through  31.  For  intermediary  use. 
Item  32.  Extended  Care  Facility  Certification  and 
Signature  Line. — An  extended  care  facility  represen- 
ative  should  make  sure  that  the  required  physician's 
certification  and  recertification  are  on  file.  The  repre- 
sentative should  then  sign  and  date  the  form  before  it  is 
submitted  to  the  intermediary. 

Item  33.  Approved  By  and  Date. — For  intermediary 
use. 

402.1  Disposition  of  Copies  of  Completed 
Forms  SSA— 1478. — Retain  the  copy  marked  "Ex- 
tended Care  Facility  Copy."  The  following  remaining 
copies  should  be  submitted  to  the  intermediary  (or  to 
the  Bureau  of  Health  Insurance,  Direct  Reimburse- 
ment Branch,  Baltimore,  Maryland,  in  a  direct-dealing 
situation)  : 

a.  The  original  copy,  which  will  be  maintained  in 
the  intermediary's  (orSSA's)  files. 

b.  The  copy  marked  "Social  Security  Copy." 

c.  The  copy  marked  "Carrier  Copy,"  for  the  Part  B 
intermediary  to  associate  with  any  related  physicians' 
bills. 

404.  PROVIDER  BILLING  FOR  PATIENT 
SERVICES  BY  PHYSICIAN  (FOR  SSA- 
1554) 

A.  This  form  is  used  to  bill  for  facility-based  phy- 
sicians' services  to  patients  (see  §  215)  where: 

1.  The  beneficiary  assigns  payment  to  the  physician, 

2.  The  physician  agrees  that  the  reasonable  charge, 
as  determined  by  the  intermediary,  will  be  the  full 
charge  for  services  rendered  and, 

3.  The  physician  has  authorized  the  extended  care 
facility  to  accept  the  assignment  and  collect  the  pay- 
ment on  his  behalf. 

The  form  should  be  attached  to  the  extended  care 
facility  bill  for  the  stay  or  services  to  which  the  phy- 
sicians' charges  apply.  It  should  be  forwarded  with 
the  SSA-1478  to  your  regular  intermediary  for  pro- 
vider services.    Your  intermediary  will  forward  it  to 
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the  carrier  for  physicians'  services  with  his  copy  of  the 
regular  billing  form. 

Do  not  use  Form  SSA-1554  to  report  the  services  of 
a  physician  who  wishes  the  medical  insurance  payment 
to  be  made  directly  to  himself.  Inform  that  physician 
that  he  and  the  patient  may  complete  a  medical  insur- 
ance benefits  claims  form  (Request  for  Payment,  Form 
SSA-1490)  for  that  purpose.  A  patient  who  has  been 
billed  directly  by  a  physician  may  also  use  this  form 
to  claim  medical  insurance  payments  from  the  carrier. 

B.  The  following  is  a  sample  of  an  authorization  for 
use  by  providers  in  connection  with  provider  billing  for 
facility-based  physicians'  services.  A  one-time  execu- 
tion of  this  authorization  is  all  that  is  necessary  by  each 
physician.  The  authorization  should  be  retained  in  the 
provider's  files. 

"I  hereby  authorize  the  (name  of  institution)  or  any 
of  its  duly  authorized  administrators  to  accept  on  my 
behalf  any  assignment  made  by  any  individual  who 
receives  medical  treatment  from  me  at  the  (name  of  in- 
stitution) of  the  amount  payable  to  such  individual 
under  Part  B  of  Title  XVIII  of  the  Social  Security  Act 
and  to  receive  on  my  behalf  any  payments  which  may 
be  made  pursuant  to  such  assignment.  It  is  under- 
stood and  agreed  that  the  reasonable  charge  which  will 
serve  as  the  basis  for  payment  in  accordance  with  the 
terms  of  such  assignment  shall  be  the  full  charge  for 
the  services." 

An  additional  statement  should  also  include  the  in- 
dividual arrangements  agreed  upon  by  the  provider  and 
the  physician  governing  the  conditions  of  withdrawing 
the  authorization. 

404.1  Completing  Items  on  Form  SSA- 
1554.— 

Item  1.  Patient  Identification. — The  patient's  name 
should  be  the  same  as  that  shown  on  his  health  in- 
surance card  with  the  last  name  first. 
Item  2.  Health  Insurance  Claim  Number.- — Enter 
the  health  insurance  claim  number  shown  on  the  pa- 
tient's health  insurance  card  or  related  extended  care 
facility  billing  form. 

Item  3.  Patient's  Address. — Show  the  address  of  the 
person  who  is  assigning  benefits,  whether  this  is  the 
patient  or  someone  acting  on  his  behalf. 
Items  4  and  5.  Date  of  Birth  and  Sex. — Complete 
the  "Date  of  Birth"  and  "Sex"  blocks.  If  the  date 
of  birth  is  unknown,  the  facility  should  transmit  the  bill 
without  the  date  of  birth.  If  only  the  year  of  birth  is 
known,  but  not  the  month  or  day,  show  the  year.  While 
the  date  of  birth  is  useful  as  identification  and  should 
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be  shown  when  available,  a  billing  may  be  processed 
without  the  date  of  birth. 

Items  6  and  7.  Provider  Identification. — Enter  the 
name  and  address  of  the  facility  and  the  assigned  health 
insurance  provider  number.  These  entries  may  be 
stamped  or  preprinted. 

Item  8.  Medical  Record  Number. — Show  the  pa- 
tient's medical  record  number  if  one  is  assigned  by 
the  provider. 

Item  9.  Authorization  and  Signature. — Have  the 
patient  or  his  authorized  representative  read  the  state- 
ment on  the  form  or  the  statement  in  the  facility  ad- 
mission record  if  the  facility  uses  the  alternate  signa- 
ture procedure  (see  §250.2).  If  the  facility  obtains 
the  signature  on  its  own  form,  the  signature  line  of 
Form  SSA-1554  should  be  stamped  to  indicate  that 
the  "Patient's  request  for  payment  is  on  file." 

If  the  patient  cannot  sign  his  name  because  of  his 
physical  or  mental  condition,  another  person  may  sign 
on  his  behalf;  e.g.,  John  J.  Jones  by  Jack  A.  Smith.  In 
certain  situations,  an  extended  care  facility  representa- 
tive may  sign  on  behalf  of  the  patient.  (See  §  251  for 
who  may  file  a  payment  request. ) 

Briefly  explain  the  reason  why  the  patient  did  not 
sign  the  form  himself  and  show  the  relationship  of 
the  signer  to  the  patient.  This  explanation  should  be 
retained  in  the  facility's  file  if  the  signature  is  obtained 
on  the  facility's  own  record.  If  the  signature  is  on 
Form  SSA-1554,  the  explanation  should  accompany 
or  be  included  on  the  billing  form. 

The  statement  should  be  read  to  the  patient  who 
signs  by  mark.  The  signature  by  mark  should  be  wit- 
nessed by  a  person  who  knows  the  patient.  Enter  the 
name  and  address  of  any  person  witnessing  the  signa- 
ture by  mark. 

Item  10 A.  Date  of  Service. — Show  the  date  for  each 
service  when  the  "item-by-item"  method  is  used  to  bill 
for  physician  charges.  Inclusive  dates  may  be  shown 
only  where  the  provider  and  physician  arrange  to  use 
the  "optional"  method  to  bill  such  charges  (see 
§404.3). 

Item  10B.  Name  of  Physician. — Show  the  name  of 
the  physician  for  whom  the  facility  is  billing  for  serv- 
ices. Upon  arrangement  with  the  intermediary,  billing 
may  be  in  the  name  of  the  facility  department  head. 
This  item  should  be  omitted  when  billing  for  services 
by  the  "optional"  method  (see  §404.3). 
Item  10C.  Place  of  Service. — Enter  code:  "ECF." 
Item  10D.  Surgical  or  Medical  Procedures. — Ex- 
cept where  the  "optional"  method  is  used  in  determining 
physicians'  charges,  give  the  medical  laboratory,  and 
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X-ray  procedures  performed  for  each  date  during  the 
billing  period.  The  procedures  should  be  clearly 
identified  by  the  use  of  standard  nomenclature. 

Where  the  "optional"  method  is  used,  services  are 
identified  on  a  departmental  basis  in  item  10E  and  this 
space  is  left  blank.  (See  §  404.3.) 
Item  10E.  Department. — Enter  the  name  of  the  de- 
partment associated  with  the  physician's  services;  e.g., 
X-ray,  or  laboratory. 

Items  10F  and  10G.  Total  Charge  and  Percentage 
of  Total  Charge. — If  the  provider  and  the  physician 
agree  to  bill  for  physician  charges  using  the  "optional" 
method,  enter  in  item  10F  the  provider's  total  charges 
where  the  charges  are  combined  charges  for  extended 
care  facility  and  physician  services  shown  in  item  10E. 
Show  in  item  10G  the  approved  percentage  of  the  total 
departmental  charge  entered  in  item  10F.  Items  10F 
and  10G  are  used  only  where  the  "optional"  method 
has  been  agreed  upon  by  the  extended  care  facility  and 
physician  and  approved  by  the  intermediaries  (see 
§  404.3). 

Details  as  to  distinguishing  the  physician  charge 
from  costs  which  are  reimbursable  to  the  extended  care 
facility  under  the  hospital  plan  are  contained  in  the 
provider  reimbursement  principles. 
Item  10H.  Charge  for  Physicians'  Services. — Enter 
the  money  amount  attributable  to  physicians'  services. 
Total  ail  physicians'  charges  and  enter  the  amount  in 
the  "Totals"  block.  Show  any  part  of  the  $50  deduct- 
ible and  coinsurance  paid  by  the  patient  and  subtract 
the  amount  paid  from  the  total  charges. 
Item  11.  Diagnosis  and  Concurrent  Conditions. — 
Show  the  most  significant  of  the  conditions  first  in  en- 
tering diagnoses.  Use  recognized  nomenclature  such 
as  that  contained  in  "Current  Medical  Terminology, 
Standard  Nomenclature  of  Diseases  and  Operations," 
and  the  American  Psychiatric  Associations'  "Diagnostic 
and  Statistical  Manual,"  etc.  Show  any  concurrent 
conditions  associated  with  the  primary  diagnosis. 
Item  12.  Employment  Related. — Indicate  whether 
the  condition  is  employment  related.  If  the  condition 
is  or  may  be  employment  related,  give  the  name  and 
address  of  the  employer,  if  known.  Payment  may  be 
made  subject  to  reimbursement  if  a  workmen's  com- 
pensation claim  is  pending  and  no  settlement  is  fore- 
seeable.   (See  §§  258ff.) 

Item  13.  Provider  Certification  Signature,  and 
Date. — The  signature  of  the  facility  representative 
serves  as  a  request  for  payment  on  behalf  of  physicians. 
The  signature  is  also  a  certification  that  proper  authori- 
zations are  on  file  and  are  still  in  effect. 
404.2    Disposition  of  Form  SSA-1554.— Since 


this  form  has  only  a  single  copy,  the  facility  may  wish  to 
make  a  carbon  copy  when  preparing  the  form,  for  its 
own  files.  The  original  should  be  attached  to  the  ex- 
tended care  facility  bill  and  forwarded  to  the  interme- 
diary for  provider  services.  Where  no  extended  care 
facility  bill  is  being  submitted,  send  the  form  direct  to 
the  intermediary  for  physicians'  services. 
404.3  Description  of  "Item-by-Item"  and  "Op- 
tional" Methods  for  Physicians'  Components. — 
When  the  "item-by-item"  method  is  used,  the  facility 
and  physicians  determine  a  schedule  of  separate  identi- 
fiable charges  for  each  procedure.  This  schedule  is 
filed  with  the  Part  A  and  Part  B  intermediaries  after 
agreement  is  reached  with  them  regarding  the  appro- 
priateness of  all  charges.    (See  §  215.) 

A  detailed  reporting  of  the  surgical  or  medical  pro- 
cedures is  required  to  enable  intermediaries  to  approve 
and  make  payment  for  physician  services  under  supple- 
mentary medical  insurance  (PartB)  in  accordance  with 
the  schedule  of  charges  established  by  the  provider  and 
physician.  Under  this  method  of  determining  the  phy- 
sician's charge,  an  itemization  of  services  is  necessary. 

Under  the  optional  method,  the  charges  for  services 
of  a  provider-based  physician  are  determined  by  apply- 
ing a  single  uniform  percentage  of  the  combined  charge 
for  facility  and  physician  services.  The  percentage  es- 
tablished by  the  facility  and  the  physician  must  be  ap- 
proved by  and  filed  with  the  intermediaries  and  will 
be  used  in  determining  the  charge  for  physician  serv- 
ices. 

Where  the  optional  method  is  followed,  it  will  not  be 
necessary  for  providers  to  identify  the  surgical  or  medi- 
cal procedure  in  item  10D  of  the  Provider  Billing  for 
Patient  Services  by  Physicians.  It  will  be  sufficient 
to  indicate  the  department  by  name,  i.e.,  laboratory, 
radiology,  etc.,  in  item  10E.  The  total  combined  de- 
partmental charge  for  each  department  and  the  ap- 
plicable single  uniform  percentage  must  be  entered  in 
columns  10F  and  10G. 

405.  SUBMITTING  BILLING  FORMS  IN  NO- 
PAYMENT  CASES 

The  SSA  maintains  a  record  of  inpatient  hospital 
and  extended  care  facility  benefits  paid  for  each  bene- 
ficiary. To  determine  whether  a  new  spell  of  illness  has 
begun  after  such  payment  has  been  made,  the  Social 
Security  Administration  must  know  whether  there  has 
been  a  period  of  60  consecutive  days,  following  the  last 
day  of  covered  extended  care  facility  or  hospital  in- 
patient services,  during  which  the  beneficiary  was  not 
an  inpatient  of  any  hospital  or  extended  care  facility, 
participating  or  nonparticipating.   For  this  reason  once 
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a  spell  of  illness  has  begun,  all  subsequent  hospital  and 
extended  care  facility  stays  must  be  reported  to  the 
Social  Security  Administration,  regardless  of  whether 
hospital  insurance  benefits  are  payable  for  such  stays. 

Information  obtained  by  the  extended  care  facility 
from  the  patient  and  entered  in  item  11  of  the  form 
SSA-1478  will  alert  the  intermediary  to  prior  stays 
in  both  participating  and  nonparticipating  institutions 
and  the  need  for  updating  the  patient's  utilization  rec- 
ord. In  addition  to  this,  however,  all  particpating  ex- 
tended care  facilities  should  submit  billing  forms  re- 
porting extended  care  facility  stays  by  beneficiaries, 
even  though  no  payment  can  be  made  to  the  ex- 
tended care  facility,  to  help  assure  that  accurate  and 
current  beneficiary  utilization  records  are  maintained. 

Specifically,  the  extended  care  facility  should  submit 
a  billing  form : 

— for  the  period  from  the  date  benefits  were  ex- 
hausted until  the  patient's  discharge  or  death ; 
— for  an  inpatient  extended  care  facility  stay  for 
which  payment  is  made  or  can  be  expected  by  a 
workmen's  compensation  plan ; 
— for  an  inpatient  extended  care  facility  stay  when 
the  3-day  prior  hospital  stay  or  14-day  transfer  re- 
quirements were  not  met,  or  when  the  services  were 
not  covered  for  some  other  reason ; 
— for  the  period  beginning  with  the  fourth  day  after 
a  utilization  review  notice  (concerning  the  lack 
of  medical  need  for  further  extended  care  facility 


services)  is  received,  and  ending  with  the  date 
of  discharge  or  death. 

— where  the  patient  has  refused  to  sign  a  request  that 
payment  be  made  on  his  behalf.    (See  §  306.) 

When  an  extended  care  facility  submits  a  billing 
form  in  one  of  these  cases  where  no  payment  can  be 
made,  only  the  following  items  on  the  billing  form 
should  be  completed:  Items  1  through  3,  5  through  7,  9 
through  11,  14,  15,  161,  18,  20,  25,  and  32. 

Billing  forms  should  be  submitted  in  no-payment 
cases  every  60  days  until  the  patient's  discharge  or 
death.  However,  where  both  noncovered  and  covered 
days  are  reported  on  the  bill,  all  the  items  must  be 
completed.  When  noncovered  days  are  included  in  the 
period  covered  by  the  bill,  the  extended  care  facility 
should  include  a  brief  explanation  (except  in  a  "bene- 
fits exhausted"  case)  on  an  attachment  to  the  billing 
form. 

406.  PROCEDURES  FOR  SUBMITTING  COR- 
RECTED BILLS 

The  extended  care  facility  may  discover  that  a  bill 
already  submitted  is  incorrect.  To  correct  a  previously 
submitted  bill,  the  extended  care  facility  should  re- 
produce a  copy  of  it  and  make  the  necessary  correc- 
tions in  the  appropriate  items.  The  corrected  copy 
should  be  marked  "Debit-Adjust"  in  the  upper  right 
margin,  and  the  copy  should  be  sent  to  the  intermedi- 
ary. A  corrected  bill  need  not  be  submitted  where 
total  inpatient  charges  are  not  changed  by  more  than 
$10  or  the  interim  cost  reimbursement  by  more  than  $1. 
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Accreditation  of  hospitals,  203,  203.1 
Administration  of  program,  130ff. 

ADMISSIONS: 

benefits  exhausted,  306 

claim  number  unavailable,  302,  302.2 

claim  number  verification,  302.4 

health  insurance  card,  302 

no  payment  will  be  made,  306 

notice,  300,  300ff.,  306 

prior  hospital  stay,  211,  301,  303.1,  303.2  (Items  5  and  11), 

304  (Items  E  and  I) 
reply  to  notice  of  admission,  304 
request  for  payment,  251 
retroactive  entitlement,  120,  305 
signature  of  patient,  250,  251 
SSA  district  office  contacts,  302,  304,  306 
summary  of  procedures,  300 
temporary  eligibility  notice,  302.3 

transfer  requirement,  211,  301,  303.1,  303.2  (Items  5  and 
11),  304  (ItemF) 
Advisory  groups,  131 

Age  65  requirement,  120,  122,  211,  220  (example  1) ,  260.1 
Ambulance  service,  115.1B.7,  213,  252.1, 402  (Item  18) 
Appeals  of  payment  determinations,  270,  273 
Appliances,  coverage  as  extended  care  service,  212.6 
Arrangements  for  services,  110.2,  206,  210,  212.3 
Artificial  limbs,  115.1B.9 


B 


Bed  and  board,  212.2 
Benefit  days,  definition,  222 


BILLING: 

accommodations,  212.2D,  303.2   (Item  12),  402  (Items 

16A-16C) 
ambulance  service,  402  (Item  18) 
arrangements  for  services,  206 
benefits  exhausted,  400,  402  (Item  23),  405 
computation  of  interim  payment,  402  (Item  27) 
correcting  bills,  406 
deposition  of  forms,  402.1,  404.2 

facility-based  physicians'  services,  215,  400,  402  (Item  16), 
404-404.2 


BILLING— Continued 
forms,  250.1,  402,  404 
incorrect  money  collections,  255 
inpatient  services,  402 
leave  of  absence,  402  (Items  21,  24) 
non-covered  charges,  402  (Item  16) 
no-payment  cases,  405 
officials  authorized  to  sign  bills,  401 
Part  B  charges  paid  by  patient,  402  (Item  19) 
Part  B  services  402  (Item  18) 
prior  stay  bills,  304  (Item  I) 
refunds,  255 

request  for  payment,  250 
retroactive  entitlement,  305 

services  in  excess  of  or  more  expensive  than,  212,  402 

(Item  16D) 
summary  of  procedures,  400 

when  bills  are  to  be  submitted,  305,  306,  400,  402  (Item  24), 
405 

workmen's  compensation  cases,  258,  258.2,  306,  405 
Biologicals  (See  Drugs) 
Blood  deductible,  110.2,  304.D 


Canadian  hospitals,  240.4 

CARRIERS,  MEDICAL  INSURANCE : 
billing  form  copy,  402.1 

facility-based  physicians,  carrier  responsibility,  215,  404 
function,  137 
hearing,  Part  B,  273B 
Casts,  115.1.B.5 

CERTIFICATION  BY  PHYSICIANS: 
admission  before  Jan.  1,  1967,  252.6 
ambulance  service,  252.1 
delayed,  252.4 
disposition  of,  252.5 
form  of,  252.1 

provider  responsibility,  402  (Item  32) 
recertification,  252.2,  252.3 
requirement,  252 

services  counting  toward  maximums,  224 
Chest  X-rays,  240.2 
Christian  Science  Sanatorium,  202 
Civil  Rights  Act  of  1964, 102,  205 
Civil  service  annuitants  (entitlement) ,  120.B,  122.1 
Claim  number  (See  health  insurance  claim  number) 

COINSURANCE  AMOUNT: 

affected  by  workmen's  compensation,  258.1 
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COINSURANCE  AMOUNT— Continued 
billing,  402 (Item  17) 
days  remaining,  304.C 
extended  care  services,  226 
hospital  outpatient  diagnostic  services,  110.3 
incorrectly  collected,  255 

under  supplementary  medical  insurance,  115.3 
Conditions  of  participation,  102,  104,  130.2,  131.2,  132,  201.k, 

260,  260.1 
Confidentiality  of  records,  104 
Consultation  services  by  State  agencies,  132 
Corrected  bills,  406 
Cosmetic  surgery,  240.10 

COVERED  SERVICES: 

counting  toward  maximums,  224 

extended  care  services,  110.1,  212,  212.1-212.9,  213 

facility-based  physicians,  215 

home  health  services,  110.4 

hospital  insurance,  110 

inpatient  hospital  services,  110.2 

outpatient  hospital  diagnostic  services,  110.3 

requirements — general,  210 

supplementary  medical  insurance,  115 
Custodial  care,  212,  240.9 
Customary  charges,  accommodations,  212.2D 

D 

Death,  entitlement  for  month  of,  120A,  122.3D 
DEDUCTIBLE: 

blood,  110.2,  304.D 

effect  of  workmen's  compensation,  258.1 
inpatient  hospital  services,  110.2 
outpatient  hospital  diagnostic  services,  110.3 
incorrect  collection,  255 

supplementary  medical  insurance,  115.3,  304.H,  402  (Item 
19) 

Delayed  certifications,  252.4 
Dental  care,  115.1.B.1,  240.12 

Diagnostic  services  and  tests,  110.2,  110.3,  115.1.B.3,  212.8  (as 

extended  care  service) 
Direct  dealing  extended  care  facilities,  135,  300,  304 
Disclosure  of  information,  104 
Discrimination  prohibited,  102,  205,  212.2C 
Disposition  of  billing  forms,  402.1,  404.2 
Distinct  part  of  an  institution,  201,  201.1,  203.1 

DRUGS: 

furnished  by  extended  care  facility,  201.h,  212.5 
furnished  by  hospitals,  110.2,  110.3 
furnished  in  physician's  office,  115.1.B.2 
Durable  medical  equipment,  115.1.B.6 

E 

EMERGENCY  SERVICES: 

extended  care  facility  provides  for  having  physician  avail- 
able, 201 
effect  on  spell  of  illness,  220 
nonparticipating  provider,  203.2 
Employment  related  condition,  258,  303.2   (Item  14),  404.1 
(Item  12) 

ENTITLEMENT: 

hospital  insurance,  120 

supplementary  medical  insurance,  122 
Equipment,  as  covered  extended  care  service,  212.6 


EXCLUSIONS  FROM  COVERAGE: 

general  exclusions,  240ff. 

medical  necessity  lacking,  260.2 

workmen's  compensation,  258 
Exhaustion  of  benefits,  306,  402  (Item  23) ,  405 

EXHIBITS: 

Extended  Care  Admission  and  Billing,  SSA-1478,  399,  402 
Health  Insurance  Cards  and  Claim  Numbers,  399 
Provider  Billing  for  Patient  Services  by  Physicians,  SSA- 
1554,  404 

Temporary  Notice  of  Eligibility,  399 

EXTENDED  CARE  ADMISSION  AND  BILLING,  SSA-  1478: 
admission  notice,  303-303.2 
billing  form,  400,  402-402.1 
exhibits,  399,  402 
request  for  payment,  250.1 

EXTENDED  CARE  FACILITIES: 
benefit  days,  222 

Christian  Science  Sanatorium,  202 
defined,  201 

defined  for  spell  of  illness,  220 
discrimination  prohibited  in,  102 
distinct  part,  201.1 
executing  request  for  payment,  251 
officials  authorized  to  sign  bills,  401 
participating  provider,  205 

prior  hospitalization  and  transfer  requirements,  211,  301, 

303.2  (Items  5  and  11) ,  304.E,  405 
protest  of  payment  determination,  270 
transfer  agreement,  201.2 
Extended-stay  cases,  260.1 

F 

FACILITY-BASED  PHYSICIANS: 

appeal  of  payment  determination,  273.B 
authorization  for  provider  billing,  404 
billing,  400,  402  (Item  16)  ,  404-404.2 
coverage,  215 

form  SSA-1554,  exhibit,  404 

intermediary  responsibilities,  215 

reimbursement  basis,  215 

request  for  payment,  250.1,  250.2 

services  differentiated,  215 
Federal  court  review  of  payment  determination,  273. A 
Federal  Employees  Compensation  Act,  as  workmen's  com- 
pensation plan,  258 
Federal  Hospital  Insurance  Trust  Fund,  140 
Federal  provider  of  services,  240.15 
Federal-State  agreement,  122-122.3 

Federal  Supplementary  Medical  Insurance  Trust  Fund,  142 
Financing  hospital  insurance  program,  140 
Financing  supplementary  medical  insurance  program,  142 
Foreign  hospitals,  203.2,  240.4 

FORM: 

SSA-1478,  Extended  Care  Admission  and  Billing  (See  title 
of  form) 

SSA-1490,  Request  for  Payment  (See  title  of  form) 
SSA-1554,  Provider  Billing  for  Patient  Services  by  Physi- 
cians ( See  title  of  form ) 


ii 


FORM— Continued 

SSA-1568,  Reply  to  Notice  of  Admission   (See  title  of 
form) 
Free  services,  240.2 

G 

Guarantee  of  payment  not  applicable,  303 

H 

Health  Insurance  Benefits  Advisory  Council,  131.1 
Health  insurance  cards,  302,  302.3,  399 

Health  insurance  claim  number,  104,  302,  302.2,  302.3,  302.4, 

303.2  (Item 2),  306, 399, 404.1  (Item 2) 
Hearing  aids,  240.7 
Hearings,  273 

HOME  HEALTH  AGENCIES: 

discrimination  prohibited  in,  102 

participating  provider,  205 

posthospital  home  health  servces,  110.4 

visits  remaining,  304.G 
Home  health  services  covered  under  supplementary  medical 

insurance,  115.1,  304.G 
Homes  for  members  of  religious  orders,  240.2. D.4 
Homes  for  the  aged,  240.2.D 

HOSPITAL  INSURANCE : 
entitlement,  120 

extended  care  facility  services,  200ff. 
financing,  140 

home  health  services,  posthospital,  110.4 
inpatient  hospital  services,  110.2 
intermediaries,  135 

outpatient  hospital  diagnostic  services,  110.3 
payment  determination  protested,  273.A 
retroactivity,  120.A 

HOSPITALS: 

Christian  Science  Sanatorium  as,  202 
defined,  203 

defined  for  spell  of  illness,  220 
distinct  part,  203.1 
emergency  services,  203.2 
foreign,  203.1,  240.4 
nonparticipating,  203.2 
participating,  205 
prior  stay,  211.1 
psychiatric,  203.1 
State  or  locally  operated,  240.3 
transfer  agreements  with,  201.2 
transfer  requirements,  211.2 
tuberculosis,  203.1 

I 

Indigents,  240.2.B,  240.3.B 
Inpatient,  defined,  212,  402  (Item  21) 

INPATIENT  EXTENDED  CARE  SERVICES: 
accommodations,  212.2 
appliances,  212.6 
bed  and  board,  212.2 
benefit  days,  222 
benefits  exhausted,  306 
biologicals,  212.5 

certification  of  medical  necessity,  224(2) ,  252.1 


INPATIENT  EXTENDED  CARE  SERVICES— Continued 
Christian  Science  Sanatorium  services  as,  202 
coinsurance,  226 

covered  services,  110.1,  212,  212.1-212.9,  213 
defined,  212 

diagnostic  services  by  hospital  under  arrangements,  212.8 
drugs,  212.5 
equipment,  212.6 

failure  to  timely  review  long-stay  cases,  260.3 

filing  for  payment,  250.1. A 

guarantee  of  payment,  not  applicable,  303 

intern  services,  212.7 

maximum  benefit  days,  224 

medical  social  services,  212.4 

medically  unnecessary,  260.2 

nursing,  212.1 

occupational  therapy,  212.3 

other  services,  212.9 

physical  therapy,  212.3 

recertification  of  medical  necessity,  252.2 

residents,  212.7 

speech  therapy,  212.3 

supplies,  212.6 

therapeutic  services  by  hospital  under  arrangements,  212.8 
Inpatient  hospital  services,  110.2 

INTERMEDIARIES,  HOSPITAL  INSURANCE:    (See  also 
Carriers) 

agreements  with,  135 

certification  and  recertification  by  physicians,  audit  respon- 
sibility, 252.5 

facility-based  physicians,  billing  responsibilities,  215,  404 

function,  general,  135 

hearings,  Part  B,  273.B 

nomination,  135 

refunds,  255,  402  (Item  19) 

reply  to  admission  notice,  300,  301,  304 

request  for  payment,  duties  in  connection  with,  250ff. 

utilization  review  function,  260.3 

verification  of  claim  number,  302.4 

workmen's  compensation  determination,  258.2 
Interns  and  residents-in-training,  110.2,  110.3C,  212.7 
Introduction,  100 

L 

Leave  of  absence,  402  (Item  21) ,  405" 
Legal  obligation  to  pay  lacking,  240.2 

Longshoremen's  and  Harbor  Workers'  Compensation  Act,  as 
workmen's  compensation  plan,  258 

M 

Maximum  days  of  extended  care,  224 
Medical  equipment  rental,  115.1.B.6 

Medical  insurance  (See  supplementary  medical  insurance) 

MEDICAL  NECESSITY: 

exclusion  of  services  for  lack  of,  240.1,  240.6 
physician  certification  and  recertification,  252ff. 

Medical  records,  104 

Medical  social  services,  212.4 

Money  incorrectly  collected,  205,  255.A,  255.1 

Money  set  aside,  255.1.B 


iii 


N 

National  Medical  Review  Committee,  131.2 
No-payment  cases,  306, 405 

Noncompliance  with  requirements  of  Civil  Rights  Act,  102 

Noncovered  services,  240ff. 

Nonparticipating  hospitals,  203.2 

Nonprofit  homes,  240.2.D.2 

Notice  of  admission,  300,  303ff.,  306 

Nursing  home  as  extended  care  facility,  201 

Nursing  services,  110.4,  201,  212.1.  252.1 

O 

Obligation  to  pay,  240.2 

Obligation  to  provide  at  public  expense,  240.14 
Occupational  therapist,  212.3.C 
Osteopathic  practitioner  as  a  physician,  115.1. B 
Osteopathy,  doctor  of,  as  a  physician,  115.1.B 
Outpatient  hospital  diagnostic  services,  110.3 
Outpatient  hospital  services  under  Part  B,  115.1 
Overpayments  involving  workmen's  compensation,  258.3 

P 

Patient  protests  payment  determination,  273.C 

Patient's  payment  request,  250,  300 

Payment  not  made,  306 

Personal  comfort  items,  240.1,  240.6 

Physical  examinations,  routine,  excluded,  240.7 

Physical  therapist,  212.3.A 

PHYSICIAN: 

certification  and  recertification,  252ff. 
definition,  115.1.B 
facility-based,  215 

services  under  medical  insurance,  115.1.B 

utilization  review  committee  determination  notice,  260.2 
Posthospital  home  health  services,  110.4 
Premiums,  supplementary  medical  insurance,  122.1 
Prior-stay  institutions,  211.1,  301,  303.2  (Item  11) 
Prior  hospitalization  requirement,  211,  301,  304.E 
Prison  hospital  services  excluded,  240.3.A 
Private  duty  nurse  or  attendant,  212.1 
Proprietary  or  profit-making  home,  240.2 
Prosthetic  devices  excluded,  240.7 
Protest  of  payment  determination,  270 
Provider-based  physicians  (See  facility-based  physicians) 

PROVIDER  BILLING  FOR  PATIENT  SERVICES  BY  PHY- 
SICIAN, SSA-1554 
billing  form,  400,  404-404.3 
exhibit,  404 

request  for  payment,  250.1 

PROVIDERS: 

agreements  with  Social  Security  Administration,  205 
Christian  Science  Sanatorium,  202 
defined,  205 

disclosure  of  information,  104 
discrimination  prohibited,  102 
extended  care  facilities,  201 
home  health  agencies,  110.4 
hospitals,  203,  203.1 

reimbursement  on  cost  basis  under  hospital  and  medical 
insurance,  110,  115.2,  215 


Psychiatric  hospitals,  203.1,  240.3 

Public  assistance  recipients,  122,  122.1,  132.D,  251,  303.2  (Item 
10) 

Public  expense  items  excluded,  240.14 
Public  Health  Service,  130.2 

R 

Railroad  retirement  beneficiaries,  120.A,  240.4,  302 
Reasonable  charge  basis,  110.3, 115.2, 215,  404 
Reasonable  cost  basis,  110, 135,  210,  212.2 

RECERTIFICATION  BY  PHYSICIAN  AS  TO  MEDICAL 
NECESSITY: 

admission  before  January  1, 1967,  252.6 
content,  252.2 
delayed,  252.4 
disposition,  252.5 

provider  responsibility,  402  (Item  32) 
requirement,  252 
timing,  252.3 
Records,  disclosure  of,  104 

Refunds  to  patients  by  extended  care  facilities,  255ff. 

Refusal  to  sign  request  for  payment,  251,  306, 405 

Rehabilitation  services,  201.a 

Relative  of  patient,  exclusion  of  charges  by,  240.11 

Religious  orders,  240.2.A,  240.2.C 

Rental  of  durable  medical  equipment,  115.1. B.6 

Reply  to  notice  of  admission,  304 

Reply  to  Notice  of  Admission,  SSA-1568,  300, 304 

Representative  of  patient  requesting  payment,  250,  251 

Request  for  payment,  250-251 

Request  for  Payment,  SSA-1490,  404 

Residency  requirement,  120.B 

Residents-in-training    (See  interns  and  residents-in-training) 
Retroactive  entitlement,  120.B,  305 
Routine  physical  checkups  excluded,  240.7 
Routing  billing  forms,  402.1,  404.2 

S 

Services  and  supplies  incident  to  physicians'  services,  115.1 
Services  provided  outside  United  States  generally  excluded, 
240.4 

Signature,  patient,  250,  250.1.B,  251 

Signatories,  extended  care  facilities,  401 

Social  security  account  number,  use  of  in  admissions,  302.1 

Social  Security  Administration,  130.1 

SOCIAL  SECURITY  DISTRICT  OFFICE: 

admission  notice  transmission,  direct-dealing  facilities,  303 
appeals  assistance  to  patients,. 273.C 
claim  number  assistance,  302.1-302.4 
health  insurance  cards,  302 

refusal  to  request  payment,  assistance  to  facility,  306 
temporary  eligibility  notice,  302.3 
Speech  therapist,  212.3.B 

SPELL  OF  ILLNESS: 

coinsurance  amount  relating  to,  226 
defined, 220 
examples  of,  220 

extended  care  benefit  days  related  to,  222 
maximum  number  of  benefit  days,  224 
workmen's  compensation,  effect  on,  258.1 


iv 


Splints,  115.1.B.5 

State  agencies,  104, 130.1-130.3, 132 

SUPPLEMENTARY  MEDICAL  INSURANCE: 
ambulance  service,  115.1.B.7,  213,  402  (Item  18) 
artificial  limbs,  115.1.B.9 
beginning  of  coverage,  122.2 
biologicals,  115.1.B.2 
carryover  deductible,  115.3 
casts,  115.1.B.5 

certification  (See  Certification  by  physicians) 

coinsurance,  115.3 

covered  items  and  services,  115.1 

death,  month  of,  122.3.D 

deductible,  115.3 

defined,  115ff. 

diagnostic  tests,  115.1.B.3 

drugs,  115.B.2 

end  of  coverage,  122.3 

enrollment,  122 

exclusions  from  coverage,  240ff. 
facility-based  physicians'  services,  215 
Federal  employment,  effect  on  enrollment,  122.A 
financing  program,  142 
home  health  services,  115.1,  304.G 
incident  to  physician  services,  115.B.2 
laboratory  tests,  115.B.3 
medical  and  other  health  services,  115.1.B 
outpatient  hospital  services  and  supplies,  115.1.B.2 
payment  determination  protested,  273.B 
physician  services,  115.1.B.1 
premiums,  122.1 
prosthetic  devices,  115.1. B.8 
radium  therapy,  115.1.B.4 
radioactive  isotope  therapy,  115.1.B.4 
reasonable  charge  basis,  115.2 
rental  of  medical  equipment,  115.1.B.6 
services  and  supplies,  115.1.B.2 
splints,  115.1.B.5 
surgical  dressings,  115.1.B.5 
termination  events,  122.3 
x-ray,  diagnostic,  115.1.B.3 
x-ray  therapy,  115.1.B.4 
Supplies,  appliances,  and  equipment  as  extended  care  services, 
212.6 

Surgical  dressings  115.1.B.5 


T 

Teeth,  removal,  filling  and  replacement  not  covered,  240.12 
Temporary  Notice  of  Eligibility,  302.3,  399 
Termination  of  coverage,  120.A,  122.3 

Third  party  liability  to  patient,  no  effect  on  coverage,  240.2.C 

Transfer  agreement,  201,  201.2, 210,  211,  212.8,  260.3 

Transfer  form,  301,  303.1 

Transfer  requirement,  211,  211.2,  301,  304.F 

Transitional  entitlement  provision,  120.B 

Tuberculosis  hospital,  203.1,  240.3 

U 

Union  homes,  240.2.D.3 
Unnecessary  services,  240.1,  240.6 

UTILIZATION  REVIEW: 

admission  before  January  1,  1967,  260.1 
bills  in  no-payment  cases,  405 
cost  of,  260 

extended  stay  defined,  260.1 

failure  to  make  timely  review  of  cases,  260.3 

further  stay  not  necessary,  260.2 

notice,  from  committee,  date  received,  402  (Item  22) 
plan,  260 

V 

Veterans'  Home  and  Hospital,  240.3 
Vow  of  poverty  no  bar  to  coverage,  240.2 

W 

Welfare  administration,  130.3 

Welfare  agency,  source  of  payment  on  behalf  of  patient,  303.2 
(Item  10) 

WORKMEN'S  COMPENSATION: 
benefits,  effect  on,  258.1 
individual  responsible  to  file,  258 
no  payment  cases,  306,  405 
overpayments,  258.3 

payment  precluded  to  the  extent  of,  240.13 
plan  defined,  258 
procedures,  general,  258.2 

reasonably  expected,  intermediary  determination,  258.2 
refund  necessitated  by,  255.B 
spell  of  illness  effect  on,  258.1 

work  related  illness  or  injury  indication  on  forms,  303.1, 
303.2  (Item  14-SSA-1478) ,  404.1  (Item  12-SSA-1554) 

X 

X-ray,  115.1.B.4,  240.2 
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FOREWORD 


This  manual  is  for  official  use  only.    It  is  intended  to  be 
used  in  the  administration  of  the  health  insurance  program  by 
personnel  of  intermediary  organizations*    The  contents  of  the 
manual  should  not  be  released.    The  intermediary  may  excerpt 
language  concerning  provisions  of  the  law  in  communications 
with  the  public,  but  the  manual  should  not  be  cited  as  a 
reference* 

The  manual  is  designed  to  be  revi sable  to  accommodate  new 
pages  as  further  interpretations  of  the  law  and  changes  in 
procedures  are  made.    Accordingly,  revised  sections,  pages, 
or  chapters  will  be  issued  as  the  need  presents  itself* 


ARTHUR  E*  HESS,  Director 
Vx^  Bureau  of  Health  Insurance 
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Entitlement 

3001.    HOSPITAL  INSURANCE  BENEFITS  ENTITLEMENT 
An  individual  is  automatically  entitled  to  hospital  insurance 
protection  beginning  with  the  first  day  of  the  month  he  attains 
age  65  if  he  has  applied  for  and  been  determined  to  be  entitled 
to  monthly  social  security  benefits  whether  or  not  he  is  actually 
receiving  benefit  payments.    Automatic  entitlement  also  extends 
to  qualified  beneficiaries  under  the  Railroad  Retirement  Act. 
(For  social  security  purposes,  a  person  attains  age  65  on  the  day 
before  his  65th  birthday.    Example:    If  birth  date  is  August  1, 
attainment  date  is  July  31>  and  HIB  entitlement  date  is  July  1.) 

A  social  security  applicant  who  applies  for  monthly  benefits  after 
he  has  reached  age  65  is  entitled  to  retroactive  hospital  insurance 
benefits  beginning  with  the  first  month  in  which  he  had  attained 
age  65  and  met  all  the  requirements  for  monthly  benefits,  but  not 
for  more  than  12  months  before  the  month  in  which  he  filed  his 
application.    No  benefits  are  payable  for  hospital  or  home  health 
services  rendered  before  July  1966,  and  no  benefits  are  payable 
for  extended  care  services  rendered  before  January  1967* 

Entitlement  to  hospital  insurance  benefits  ends  with  the  month  the 
individual  ceases  to  be  entitled  to  social  security  monthly  benefits 
or  ceases  to  be  a  qualified  railroad  beneficiary  (for  example,  a 
woman  whose  wife's  benefits  are  terminated  by  divorce).    A  person 
who  ceases  to  be  a  social  security  or  railroad  retirement  beneficiary 
but  who  meets  the  requirements  of  the  special  transitional  pro- 
vision described  below  nay  reinstate  his  hospital  insurance  by 
filing  a  proper  application  under  the  transitional  provision. 

In  the  event  that  an  individual's  entitlement  to  monthly  benefits 
ends  because  of  death,  no  monthly  benefits  are  payable  for  that 
month.    However,  his  hospital  insurance  continues  for  the  month  of 
his  death. 

3001.1    Transitional  Provision.— A  special  transitional  provision 
in  the  law  permits  persons  65  years  of  age  and  over,  who  lack 
social  security  entitlement  or  railroad  retirement  qualification, 
to  obtain  hospital  insurance  protection  upon  filing  application. 
Such  an  individual  must  be  a  resident  of  the  United  States  and 
either  a  citizen  or  an  alien  lawfully  admitted  for  permanent 
residence  who  has  resided  in  the  United  States  continuously  for  5 
years.    He  may  not  be  an  active  or  retired  Federal  employee  who 
is  or  could  have  been  covered  by  the  Federal  Employees  Health 
Benefit  Act  of  1959 •    He  may  not  be  a  member  of  a  Communist 
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organization  nor  have  been  convicted  of  a  crime  against  the 
security  of  the  United  States. 

To  obtain  coverage  under  the  transitional  provisions,  a  person 
attaining  age  65  after  1967  must  have  three  quarters  of  coverage 
for  each  year  elapsing  between  1965  and  the  year  in  which  he 
attains  age  65. 

Hospital  insurance  protection  under  the  transitional  provision 
can  also  be  retroactive  for  as  many  as  12  months  before  the  month 
of  application,  provided  the  individual  meets  all  the  other 
requirements  during  the  period  of  retroactivity. 

3003.     SUPPLEMENTARY  MEDICAL  INSURANCE  BENEFITS 

A.  Enrollment ♦ --To  obtain  supplementary  medical  insurance 
coverage  an  individual  must  enroll  in  the  plan  and 

pay  the  required  premium.    He  is  eligible  to  enroll  if  he  is 
entitled  to  hospital  insurance  benefits  or  is  65  years  of  age 
and  otherwise  meets  the  requirements  for  hospital  insurance 
coverage  under  the  transitional  provision  of  the  law.  Active 
or  retired  Federal  employees  (or  their  spouses)  are  eligible  to 
enroll  whether  or  not  covered  under  the  Federal  Employee's 
Health  Benefit  Act.    (For  social  security  purposes  an  individual 
attains  age  65  on  the  day  before  his  65th  birthday.) 

By  agreement,  States  may  enroll  in  the  supplementary  medical 
insurance  plan  eligible  individuals  who  are  receiving  money 
payments  under  certain  public  assistance  programs.  Persons 
entitled  to  monthly  social  security  or  railroad  retirement 
benefits  may  be  included  at  the  option  of  the  State. 

B.  Enrollment  Periods  ♦  —Enrollment  is  possible  only  during 
specified  enrollment  periods. 

1.  During  the  initial  general  enrollment  period  an 
opportunity  to  enroll  was  afforded  to  all  persons  age  65  and 
otherwise  eligible  before  3/1/66.    This  enrollment  period  ended 
5/31/66.    (An  individual  who  was  eligible  to  enroll  during  this 
period  but  failed  to  do  so  before  6/1/66,  may,  for  good  cause, 
enroll  any  time  before  10/1/66.) 

2.  For  persons  who  first  become  eligible  on  or  after 
3/1/66,  the  initial  enrollment  period  is  of  7  months*  duration. 
It  begins  3  full  calendar  months  before  and  ends  3  full  calendar 
months  after  the  month  in  which  the  individual  first  meets  all 
the  requirements  for  enrollment. 
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3.    General  enrollment  periods  occur  October  1  through 
December  31  of  each  odd- numbered  year  beginning  with  1967»  These 
afford  enrollment  opportunities  to  those  who  failed  to  enroll 
during  their  initial  enrollment  periods  and  to  those  whose  enroll- 
ment has  terminated. 

k.    States  which  desire  to  enroll  eligible  individuals 
receiving  public  assistance  must  request  coverage  before  January 
1968,  and  enter  into  an  agreement  with  the  Government. 

An  individual  who  fails  to  enroll  for  supplementary  medical 
insurance  within  the  3-year  period  after  the  close  of  his  initial 
enrollment  period  is  precluded  from  enrolling  in  the  supplementary 
medical  insurance  plan. 

An  individual  whose  enrollment  has  terminated  may  reenroll  only 
once  and  this  must  occur  in  a  general  enrollment  period  which 
begins  within  3  years  after  the  termination  of  his  prior  enrollment. 

Payment  may  be  made  for  covered  services  if  the  individual  was 
enrolled  at  the  time  the  services  were  furnished,  even  though  at 
the  time  the  request  for  payment  is  filed  with  the  intermediary 
his  enrollment  had  been  terminated. 

3OO3.I    Premiums .  —Initially  the  premium  is  $3  per  month.    The  law 
permits  the  Secretary  of  Health,  Education,  and  Welfare  to  adjust 
the  premium  amount  if  medical  costs  rise.    No  increase  in  the 
premium  is  permitted  before  1968,  and  increases  thereafter  can  be 
made  not  more  often  than  every  2  years.    To  take  into  account  the 
higher  cost  of  insuring  older  individuals,  premiums  payable  by  a 
person  who  enrolls  later  than  the  first  enrollment  period  open  to 
him,  or  who  reenrolls  after  his  initial  enrollment  was  terminated, 
are  increased  by  10  percent  for  each  full  12  months  he  could  have 
been  but  was  not  enrolled.    A  grace  period  has  been  provided  for 
payment  of  premiums.    This  period  extends  for  2  months  after  the 
month  in  which  the  premium  is  due. 

Social  security  and  railroad  retirement  beneficiaries,  and  civil 
service  annuitants  (except  those  enrolled  by  the  State  as  public 
assistance  recipients)  who  elect  to  enroll  under  this  plan  will 
have  the  premium  withheld  from  their  monthly  checks.    The  State 
pays  the  premium  for  the  public  assistance  recipients  it  enrolls 
including  those  who  are  social  security  or  railroad  retirement 
beneficiaries  or  civil  service  annuitants.    Other  enrollees  must 
make  premium  payments  directly  to  the  Social  Security  Administra- 
tion.   Enrollees  who  make  direct  premium  payment  will  generally 
be  billed  quarterly.    However,  State  or  local  government 
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organizations,  employers,  unions  or  other  organizations  may  desire 
to  pay  premiums  for  their  members  who  would  otherwise  be  paying 
their  premiums  by  direct  remittance.    If  the  organization's 
enrollee-group  includes  at  lease  100  members,  a  single  bill  for 
the  group  may  be  rendered  monthly  or  quarterly  at  the  election  of 
the  organization  provided  each  member  of  the  group  has  authorized 
this  method  of  payment. 

3003.2    Beginning  of  Coverage 

A.  Enrollment  during  the  initial  general  enrollment  period- 
coverage  begins  7/ 1/66.    An  individual  who  attained  age  65  prior 
to  March  1966,  and  who,  on  establishing  good  cause  for  failure  to 
enroll  timely,  enrolls  between  June  1,  1966,  and  September  30, 
1966,  will  have  coverage  beginning  the  1st  day  of  the  6th  month 
after  the  month  in  which  he  enrolls. 

B.  Enrollment  during  the  individual's  initial  enrollment 
period— coverage  begins : 

1.  1st  day  of  the  month  in  which  the  individual  becomes  65, 
if  he  enrolls  before  the  month  that  he  becomes  65. 

2.  1st  day  of  the  month  following  the  month  that  he  becomes 
65>  if  he  enrolls  in  the  month  that  he  becomes  65. 

3.  1st  day  of  the  2nd  month  after  the  month  of  enrollment, 
if  he  enrolls  in  the  month  after  he  became  65. 

k.    1st  day  of  the  3rd  month  after  the  month  of  enrollment, 
if  he  enrolls  more  than  one  month  after  the  month  in  which  he 
became  65.    (However,  individuals  who  become  age  65  in  March  1966, 
and  enroll  in  May  1966,  will  have  coverage  effective  July  1,  1966.) 

C.  Enrollment  during  one  of  the  general  enrollment  periods- 
coverage  begins  the  following  July  1st. 

D.  Enrollment  by  a  State  of  its  welfare  recipients— coverage 
begins  on  the  latest  of  the  following,  but  not  later  than 
January  1,  1968: 

1.  July  1,  1966; 

2.  1st  day  of  the  3rd  month  after  the  month  of  the  agreement 
with  the  State; 

3.  1st  day  of  the  first  month  in  which  the  individual  is 
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both  eligible  and  a  member  of  the  group; 

k.    the  date  specified  in  the  agreement. 
3OO3 . 3    Coverage  Ends 

A.  An  individual  whose  medical  insurance  premiums  are  being 
deducted  may  notify  the  Administration  in  writing,  during  a 
general  enrollment  period  that  he  no  longer  wishes  to  participate 
in  the  supplementary  medical  insurance  plan.    In  this  case  his 
coverage  period  is  terminated  effective  with  the  close  of  the 
year  in  which  his  notice  is  submitted  to  the  Administration. 

B.  Enrollment  under  the  supplementary  medical  insurance  plan 
is  terminated  because  of  nonpayment  of  premiums.    Termination  of 
the  coverage  period  is  effective  as  of  the  end  of  the  grace  period 
(see  C.  above)  provided  for  payment  of  his  premiums. 

C.  In  the  case  of  an  individual  enrolled  under  a  Federal-State 
agreement,  his  coverage  period  ends  on  whichever  of  the  following 
first  occurs: 

1.  The  end  of  the  month  in  which  he  becomes  ineligible  (as 
determined  by  the  State)  for  welfare  money  payments  of  a  kind 
specified  in  the  agreement;  or 

2.  The  end  of  the  month  before  the  first  month  for  which  he 
becomes  entitled  to  monthly  social  security  or  railroad  retirement 
benefits,  unless  the  State  exercises  its  option  to  enroll  its 
welfare  recipients  who  are  entitled  to  such  benefits. 

3.  A  social  security  or  railroad  retirement  beneficiary  who 
was  enrolled  under  a  State  agreement  and  thereafter  ceases  to  be  a 
public  assistance  recipient  may  terminate  his  enrollment  during 
the  3~month  period  after  the  month  he  leaves  the  public  assistance 
rolls . 

If  an  individual's  coverage  under  a  Federal-State  enrollment 
agreement  is  terminated,  his  coverage  continues  without  inter- 
ruption if  he  is  a  social  security  or  railroad  retirement 
beneficiary  or  makes  other  arrangements  for  continued  payment 
of  premiums. 

D.  An  individual  will  have  coverage  through  the  month  in  which 
he  dies. 
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Provider  and  Related  Definitions 
3005.    PARTICIPATING  PROVIDERS  OF  SERVICES 

Providers  of  services  are  Hospitals,  Extended  Care  Facilities,  and 
Home  Health  Agencies. 

Payment  may  ordinarily  be  made  only  to  a  participating  provider 
for  covered  services  furnished  by  the  provider  or  by  others  under 
arrangements  with  the  provider.    A  participating  provider  is  an 
institution,  facility,  or  agency  which  has  been  approved  by  the 
Social  Security  Administration  as  a  provider  of  services;  and 
has  entered  into  an  agreement  with  the  Administration  which 
provides  that  it  will  not  charge  any  patient  or  other  person  for 
covered  items  and  services,  except  deductibles  and  coinsurance 
amounts;  will  return  any  money  incorrectly  collected;  and  will 
provide  services  on  a  nondiscriminatory  basis  in  compliance  with 
Title  VI  of  the  Civil  Rights  Act  of  1964. 

3007.  UNDER  ARRANGEMENTS 

Arrangements  made  by  a  provider  with  others  for  the  furnishing  of 
items  or  services  must  be  such  that  receipt  of  payment  by  the 
provider  for  the  services  (whether  in  its  own  right  or  as  agent) 
discharges  the  liability  of  the  beneficiary  or  any  other  person 
to  pay  for  the  services. 

The  furnishing  of  items  and  services  under  arrangements  is  subject 
to  additional  special  requirements  depending  on  the  type  of  provider 
making  the  arrangements. 

Inpatient  hospital  services  (see  §§  3101  A,  3101.5  and  3101.6). 
Outpatient  hospital  diagnostic  services  (see  §  3Hlff«). 
Hospital  services  under  medical  insurance  (see  §  3H5«2). 
Home  health  services  (see  §  3025.2). 

3008.  TERMINATION  OF  PROVIDER  PARTICIPATION 

A  provider  may  terminate  its  agreement  with  the  Administration  by 
providing  the  Administration  and  the  public  with  notice  of  its 
intention  to  terminate  the  agreement.    Written  notice  of  the 
intention  to  terminate  must  be  filed  with  the  Administration  6 
months  before  the  proposed  date  of  termination.    The  Administration 
may,  however,  where  it  determines  it  to  be  appropriate,  accept  a 
notice  of  termination  filed  less  than  6  months  before  the  proposed 
date  of  termination. 
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A  provider's  agreement  may  be  terminated  by  the  Secretary  if  it 
is  determined: 

A.  that  the  provider  is  not  complying  substantially  with  the 
provisions  of  its  agreement  or  with  the  provisions  of  the  health 
insurance  law  or  regulations;  or 

B.  that  the  provider's  services  no  longer  substantially  meet 
the  legal  requirements;  or 

C.  that  the  provider  has  failed  to  provide  information  which 
the  Secretary  finds  necessary  to  determine  what  payments  are  or 
were  due  or  has  refused  to  permit  examination  of  its  fiscal  records 
to  verify  information  provided. 

3008.1    Effect  of  Termination  on  Provider  Services. — The  termina- 
tion of  an  agreement  bars  the  coverage  of: 

1.  inpatient  hospital  services  (including  inpatient 
tuberculosis  and  psychiatric  hospital  services)  and  posthospital 
extended  care  furnished  to  any  individual  who  is  admitted  to  the 
institution  on  or  after  the  effective  date  of  termination. 

2.  home  health  services  furnished  under  a  plan  which  is 
established  on  or  after  the  effective  date  of  termination;  or,  if 
the  plan  was  established  before  the  effective  date  of  termination, 
services  furnished  under  the  plan  to  the  individual  after  the 
calendar  year  in  which  the  termination  is  effective. 

3.  any  other  items  or  services  (e.g.,  outpatient  diagnostic 
services)  furnished  on  or  after  the  effective  date  of  termination. 

3010.    HOSPITAL  DEFINED 

A  hospital  (other  than  tuberculosis    or  psychiatric)  means  an 
institution  which: 

A.  is  primarily  engaged  in  providing,  by  or  under  the 
supervision    of  physicians  to  inpatients 

1.  diagnostic  and  therapeutic  services  for  medical 
diagnosis,  treatment,  and  care  of  injured,  disabled,  or  sick 
persons ^  or 

2.  rehabilitation  services  for  the  rehabilitation  of 
injured,  disabled,  or  sick  persons 

B.  maintains  clinical  records  on  all  patients; 
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C.  has  bylaws  in  effect  with  respect  to  its  staff  of  physicians; 

D.  has  a  requirement  that  every  patient  must  be  under  the  care 
of  a  physician; 

E.  provides  2U-hour  nursing  service  rendered  or  supervised  by 

a  registered  professional  nurse,  and  has  a  licensed  practical  nurse 
or  registered  professional  nurse  on  duty  at  all  times; 

F.  has  in  effect  a  hospital  utilization  review  plan; 

G.  is  licensed  ®r  is  approved  by  the  State  or  local  licensing 
agency  as  meeting  the  standards  established  for  such  licensing; 

H.  meets  other  health  and  safety  requirements  found  necessary 
by  the  Secretary  of  Health,  Education,  and  Welfare.  (These 
additional  requirements  may  not  be  higher  than  comparable  ones 
prescribed  for  accreditation  by  the  Joint  Commission  on  Accredita- 
tion of  Hospitals  with  exceptions  specified  in  the  law.) 

I.  is  not  primarily  for  the  care  and  treatment  of  mental 
diseases  or  tuberculosis. 

3012.    HOSPITAL  FOR  EMERGENCY  SERVICES 

A  nonparticipating  hospital  is  one  which  does  not  have  an  agreement 
in  effect  with  the  Secretary  whether  or  not  it  meets  the  conditions 
of  participation.    Such  a  hospital,  however,  may  receive  payment  for 
inpatient  hospital  services  or  outpatient  hospital  diagnostic 
services  furnished  by  it,  or  by  others  under  arrangements  with  it, 
under  the  following  conditions: 

A.  The  services  must  be  emergency  services; 

B.  They  must  be  covered  services  under  the  hospital  insurance 
plan; 

C.  The  hospital  must  meet  the  requirements  of  the  definition 
of  a  hospital,  psychiatric  hospital,  or  tuberculosis  hospital, 
except  those  relating  to  a  utilization  review  plan  and  the  health 
and  safety  conditions  prescribed  by  the  Secretary;  and 

D.  It  must  agree  on  an  individual  case  basis  not  to  charge  any 
patient  or  other  person  for  items  or  services  covered  by  hospital 
insurance  benefits  except  deductibles  and  coinsurance  amounts;  and 
return  any  money  incorrectly  collected. 
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Payment  for  emergency  inpatient  hospital  services  and  outpatient 
hospital  diagnostic  services  may  be  made  to  such  nonparticipating 
hospital  to  the  same  extent  as  payment  could  be  made  if  a 
participating  agreement  were  in  effect. 

3012.1  Definition  of  Emergency  Services. — Under  the  health 
insurance  program,  emergency  services  arm  those  outpatient 
hospital  diagnostic  services  and  inpatient  hospital  services 
which  are  necessary  to  prevent  the  death  or  serious  impairment 

of  the  health  of  the  individual,  and  which,  because  of  the  threat 
to  the  life  or  health  of  the  individual,  necessitates  the  use  of 
the  most  accessible  hospital  available  and  equipped  to  furnish 
such  services. 

The  determination  as  to  whether  the  services  furnished  meet  the 
definition  of  emergency  services  will  ordinarily  be  based  upon 
the  physician's  assessment  of  the  apparent  condition  of  the 
patient  at  the  time  of  his  arrival  at  the  hospital  or  upon  the 
physician's  judgment  as  to  his  condition  following  examination 
of  the  patient.    When  the  examination  and  diagnosis  of  the 
patient  is  undertaken  because  the  apparent  condition  of  the 
patient  is  such  that  failure  to  do  so  immediately  might  threaten 
his  life  or  result  in  serious  impairment  of  his  health,  the 
services  furnished  are  emergency  services.    Similarly,  when  in 
the  judgment  of  the  physician  attending  the  patient  at  the 
emergency  or  accident  room,  the  individual's  admission  as  an 
inpatient  is  required  to  prevent  the  death  or  serious  impair- 
ment of  the  patient's  health,  the  inpatient  services  furnished 
are  emergency  services. 

3012.2  Termination  of  Emergency  Services. — Since  payment  can  be 
made  to  a  nonparticipating  hospital  only  for  emergency  services, 
no  payment  can  be  made  to  such  an  institution  for  services 
rendered  after  the  emergency  has  ceased  to  exist.    An  emergency 
no  longer  exists  when  it  becomes  safe  from  a  medical  standpoint 

to  move  the  patient  to  a  participating  institution  or  to  discharge 
him,  whichever  occurs  first.    Since  only  a  physician  is  in  a  posi- 
tion to  determine  when,  from  a  medical  standpoint,  an  individual 
can  be  discharged  from  care  or  moved  to  a  participating  hospital, 
the  responsibility  for  determining  when  an  emergency  ends  rests 
with  the  physician. 

3012.3  Physician's  Supporting  Statements. — Claims  filed  by  a 
nonparticipating  hospital  for  payment  for  emergency  services 
must  be  accompanied  by  a  physician's  statement  describing  the 
nature  of  the  emergency  and  certifying  that  the  services  rendered 
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were  necessary  to  prevent  the  death  of  the  individual  or  the 
serious  impairment  of  his  health.    A  bare  statement  that  an 
emergency  existed  would  not  be  sufficient.    In  addition,  the 
statement  must  include  the  date  when,  in  the  physician's  judg- 
ment, the  emergency  ceased.    Most  emergencies  will  be  of 
relatively  short  duration  so  that  only  one  bill  will  be 
submitted  in  a  case.    Thus,  generally  only  one  physician's 
statement  will  be  necessary.    However,  in  the  rare  situation 
where  an  emergency  exists  over  an  extended  period,  requests  for 
payment  following  the  initial  one  must  be  accompanied  by  a 
physician's  statement  containing  sufficient  information  to 
clearly  indicate  that  the  emergency  situation  still  existed. 
A  bare  statement  that  the  emergency  continues  to  exist  would 
not  be  acceptable. 

3013.    EMERGENCY  INPATIENT  HOSPITAL  SERVICES  FURNISHED  OUTSIDE  THE 
UNITED  STATES 

To  be  reimbursable,  hospital  services  must  ordinarily  be  furnished 
within  the  United  States  (see  §  3150.U  for  definition  of  United 
States).    Payment  for  emergency  inpatient  hospital  services 
furnished  outside  the  United  States  may  be  made  if: 

A.  The  individual  was  physically  present  in  the  U.S.  at  the 
time  the  emergency  occurred;  and 

B.  The  foreign  hospital  was  closer  or  substantially  more 
accessible  than  the  nearest  hospital  within  the  U.S.  which  was 
adequately  equipped  to  deal  with,  and  available  for  the  treatment 
of  the  individual's  condition;  and 

C.  The  foreign  hospital  makes  the  agreements  regarding  payment 
on  a  case-by-case  basis  and  meets  the  other  requirements  necessary 
to  entitle  it  to  payment  for  emergency  services  as  a  nonpartici- 
pating  hospital.    See  §§  3012  ff . 

3015.  TUBERCULOSIS  HOSPITAL 

A  Tuberculosis  Hospital  is  an  institution  which  is  primarily 
engaged  in  providing  by  or  under  the  supervision  of  a  physician, 
medical  services  for  the  diagnosis  and  treatment  of  tuberculosis. 
To  be  eligible  for  participation  in  the  program,  it  must  be 
accredited  by  the  Joint  Commission  on  Accreditation  of  Hospitals, 
have  in  effect  a  utilization  review  plan,  and  comply  with  additional 
staffing  and  medical  record  requirements  necessary  to  carry  out  an 
active  program  of  treatment  and  intensive  care. 

3016.  PSYCHIATRIC  HOSPITAL 

A  Psychiatric  Hospital  is  an  institution  which  is  primarily  engaged 
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in  providing  by  or  under  the  supervision    of  a  physician, 
psychiatric  services  for  the  diagnosis  and  treatment  of  mentally 
ill  persons.    To  be  eligible  for  participation  in  the  program  as 
a  psychiatric  hospital,  it  must  be  accredited  by  the  Joint 
Commission  on  Accreditation  of  Hospitals,  have  in  effect  a 
utilization  review  plan,  and  comply  with  additional  staffing  and 
medical  record  requirements  necessary  to  carry  out  an  active 
program  of  treatment  and  intensive  care. 

3017.  PART  OF  A  TUBERCULOSIS  OR  A  PSYCHIATRIC  INSTITUTION  AS  A 
TUBERCULOSIS  OR  PSYCHIATRIC  HOSPITAL 

A  distinct  part  of  a  tuberculosis  or  psychiatric  institution 
can  be  considered  a  psychiatric  or  a  tuberculosis  hospital  if  that 
part  meets  the  conditions  of  participation  even  though  the  insti- 
tution of  which  it  is  part  does  not;  and  if  the  distinct  part  meets 
requirements  equivalent  to  the  accreditation  requirements  of  the 
JCAH,  it  could  qualify  under  the  program  even  though  the  institution 
is  not  accredited.    A  distinct  part  of  a  nonaccredited  hospital, 
where  such  hospital  does  not  meet  the  requirement  as  to  licensure 
or  approval,  must  itself  meet  such  a  requirement. 

A  distinct  part  of  a  psychiatric  or  tuberculosis  institution  will 
be  considered  to  meet  requirements  equivalent  to  the  accreditation 
requirements  of  the  JCAH  if  it  is  found  to  be  in  substantial 
compliance  with  Hospital  Conditions  of  Participation  I  through  XV. 

In  addition,  a  distinct  part  of  such  an  institution  would  have  to 
be  in  substantial  compliance  with  condition  XVI,  relating  to 
utilization  review,  and  either  conditions  XVII  and  XVIII  (psychiatric) 
or  conditions  XIX  and  XX  (tuberculosis)  relating  to  special  medical 
records  and  staffing. 

A  distinct  part  of  a  psychiatric  or  tuberculosis  hospital  desiring 
to  qualify  as  a  psychiatric  or  tuberculosis  hospital  will  be 
deemed  to  meet  JCAH  requirements  for  accreditation  if  the 
institution  of  which  it  is  a  part  is  accredited  by  JCAH. 

There  is  no  provision  for  a  psychiatric  or  tuberculosis  wing  of  a 
general  hospital  to  be  certified  as  a  psychiatric  or  tuberculosis 
hospital  "distinct  part."    The  distinct  part  provisions  apply  only 
to  psychiatric  and  tuberculosis  institutions  and  not  to  general 
hospitals . 

3018.  GENERAL  HOSPITAL  FACILITY  OF  TUBERCULOSIS  OR  PSYCHIATRIC 
HOSPITAL 

A  general  hospital  facility  within  a  psychiatric  or  tuberculosis 
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hospital  may  be  certified  as  a  general  hospital  independent  of 
the  institution  as  a  whole  provided  the  general  facility  is 
operated  separately  from  the  rest  of  the  institution.    The  general 
hospital  facility  would  be  regarded  as  a  separate  institution  for 
this  purpose  since  the  law  does  not  provide  for  certifying  a 
"distinct  part"  of  an  institution  as  a  general  hospital.  Services 
furnished  in  a  separately  certified  general  hospital  facility 
would  not  be  subject  to  any  of  the  benefit  limitations  applicable 
to  the  other  part  of  the  institution,  i.e.,  the  90-day  carryover 
in  the  case  of  psychiatric  and  tuberculosis  hospitals  and  the  190- 
day  lifetime  maximum  in  the  case  of  psychiatric  hospitals. 

3020.    EXTENDED  CARE  FACILITY 

An  extended  care  facility  is  one  which  provides  skilled  nursing 
care  and  related  services  for  patients  who  require  medical  or 
nursing  care;  or  rehabilitation  services  for  injured,  disabled, 
or  sick  persons.    It  may  be  either  a  separate  institution  (such 
as  a  nursing  home)  or  a  part  of  an  institution  (such  as  a  convales- 
cent wing  of  a  hospital).    It  must  be  licensed  or  approved  under 
State  or  local  law,  meet  the  health  and  safety  conditions  prescribed 
by  the  Secretary,  and  have  a  written  transfer  agreement  with  one  or 
more  participating  hospitals  providing  for  the  transfer  of  patients 
between  the  hospital  and  the  facility  and  for  the  interchange  of 
medical  and  other  information.    If  an  otherwise  qualified  extended 
care  facility  has  attempted  in  good  faith,  but  without  success,  to 
enter  into  a  transfer  agreement,  this  requirement  may  be  waived  by 
th©  State  agency.    An  extended  care  facility  primarily  for  the 
care  and  treatment  of  mental  disease  or  tuberculosis  is  excluded. 

3023.     CHRISTIAN  SCIENCE  SANATORIUM 

A  Christian  Science  sanatorium  operated  or  listed  and  certified 
by  the  First  Church  of  Christ,  Scientist,  Boston,  Massachusetts, 
may  qualify  as  both  a  hospital  and  extended  care  facility. 
Extended  care  in  such  an  institution  is,  however,  subject  to 
special  provisions  and  limitations  on  the  nature,  duration,  and 
extent  of  the  services  covered. 

An  individual  may  elect  to  treat  the  services  furnished  him  by  a 
Christian  Science  sanatorium  as  sanatorium  extended  care  services. 
If  the  individual  so  elects,  the  sanatorium  services  will  be 
considered  to  be  furnished  by  the  sanatorium  in  its  capacity 
as  an  extended  care  facility.    Payment  for  sanatorium  extended 
care  services  may  be  made  for  up  to  3°  days  only  in  each  spell  of 
illness,  instead  of  the  100  days  applicable  to  extended  care 
services  generally.    This  benefit  will  be  available  beginning 
January  1,  1967. 
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Payment  may  not  be  made  on  behalf  of  an  individual  for  sanatorium 
extended  care  services  furnished  him  after  he  has  been  furnished 
post-hospital  extended  care  services  during  the  same  spell  of 
illness  as  an  inpatient  of  a  qualified  extended  care  facility  which 
is  not  a  Christian  Science  sanatorium.    Similarly,  payment  may  not 
be  made  for  post-hospital  extended  care  services  furnished  to  an 
inpatient  of  an  extended  care  facility  which  is  not  a  Christian 
Science  sanatorium  after  he  has  been  furnished,  during  the  same 
spell  of  illness,  covered  sanatorium  extended  care  services. 

3025.     DEFINITION  OF  HOME  HEALTH  AGENCY 

A  home  health  agency  is  a  public  agency  or  private  organization, 
or  a  subdivision  of  such  an  agency  or  organization,  which  meets 
the  following  requirements: 

A.  It  is  primarily  engaged  in  providing  skilled  nursing  services 
and  other  therapeutic  services,  such  as  physical,  speech,  or 
occupational  therapy,  medical  social  services,  and  home  health 

aide  services.    A  public  or  voluntary  nonprofit  health  agency  may 
qualify  by: 

1.  furnishing  both  skilled  nursing  and  at  least  one  other 
therapeutic  service  directly  to  patient6,  or 

2.  furnishing  directly  either  skilled  nursing  services  or 

at  least  one  other  therapeutic  service  and  having  arrangements  with 
another  public  or  voluntary  nonprofit  agency  to  furnish  the  services 
which  it  does  not  provide  directly. 

A  proprietary  agency  can  qualify  only  by  providing  directly  both 
skilled  nursing  services  and  at  least  one  other  therapeutic  service. 

B.  It  has  policies  established  by  a  professional  group 
associated  with  the  agency  or  organization  (including  at  least 
one  physician  and  at  least  one  registered  professional  nurse)  to 
govern  the  services,  and  provides  for  supervision  of  such  services 
by  a  physician  or  a  registered  professional  nurse. 

C.  It  maintains  clinical  records  on  all  patients. 

D.  It  is  licensed  in  accordance  with  State  or  local  law  or 
is  approved  by  the  State  or  local  licensing  agency  as  meeting 

the  licensing  standards  (where  State  or  local  law  provides  for  the 
licensing  of  such  agencies  or  organizations). 

E.  It  meets  other  conditions  found  by  the  Secretary  of  Health, 
Education, and  Welfare  to  be  necessary  for  health  and  safety. 
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A  private  organization  which  is  not  exempt  from  Federal  income 
taxation  under  section  501  of  the  Internal  Revenue  Code  of  195**- 
(sometimes  referred  to  as  a  "proprietary"  organization)  must  be 
licensed  pursuant  to  State  law.    If  the  State  has  no  licensing 
law  for  such  organizations,  a  proprietary  agency  cannot  participate 
in  the  health  insurance  program. 

For  services  under  hospital  insurance,  the  term  "home  health 
agency"  does  not  include  any  agency  or  organization  which  is 
primarily  for  the  care  and  treatment  of  mental  disease.  There 
is  no  such  restriction  under  supplementary  medieal  insurance. 

3025.1  Subdivisions  of  Agencies. —When  the  subdivision  of  an 
agency,  such  as  the  home  care  department  of  a  hospital  or  the 
nursing  division  of  a  health  department,  wishes  to  participate 

as  a  home  health  agency,  the  subdivision  must  meet  the  conditions 
of  participation  and  must  maintain  records  in  such  a  way  that 
subdivision  activities  and  expenditures  attributable  to  services 
provided  under  the  health  insurance  program  are  identifiable. 

3025.2  Arrangements  by  Home  Health  Agencies 

A.    Arrangements  made  by  a  home  health  agency  with  others  to 
furnish  items  or  services  must  be  such  that  receipt  of  payment  by 
the  home  health  agency  for  the  services  (whether  in  its  own  right 
or  as  agent)  discharges  the  liability  of  the  beneficiary  or  any 
other  person  to  pay  for  the  services. 

Whether  the  services  and  items  are  furnished  by  the  home  health 
agency  itself  or  by  another  agency  under  arrangements  made  by  the 
home  health  agency,  both  must  agree  not  to  charge  the  patient  for 
covered  services  and  items  and  must  also  agree  to  return  money 
incorrectly  collected. 

There  are  3  situations  in  which  a  home  health  agency  may  have 
arrangments  with  another  health  organization  or  person  to  provide 
home  health  services  to  patients : 

1.  Where  an  agency  or  organization,  in  order  to  be  approved 
to  participate  in  the  program,  makes  arrangements  with  another 
agency  or  organization  to  provide  the  nursing  or  other  therapeutic 
services  which  it  cannot  provide  directly. 

2.  Where  an  agency  or  organization,  which  is  already 
approved  for  participation,  makes  arrangements  with  others  to 
provide  services  it  does  not  provide. 
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3.    Where  an  agency  or  organization,  which  is  already 
approved  for  participation,  makes  arrangements  with  a  hospital, 
extended  care  facility,  or  rehabilitation  center  for  services  on 
an  outpatient  basis  because  the  services  involve  the  use  of 
equipment  which  cannot  be  made  available  to  the  patient  in  his 
place  of  residence. 

B.  If  an  agency's  subdivision  (acting  in  its  capacity  as  a 
home  health  agency)  makes  an  arrangement  with  its  parent  agency 
for  the  provision  of  these  items  and/or  services,  there  need  not 
be  a  contract  or  formal  agreement.    If,  however,  the  arrangement 
is  made  between  the  home  health  agency  and  another  provider 
participating  in  the  health  insurance  program  (hospital,  extended 
care  facility,  or  home  health  agency),  there  must  be  a  written 
statement  regarding  the  services  to  be  provided  and  the  financial 
arrangements . 

C.  If  the  arrangements  are  with  an  agency  or  organization  which 
is  not  a  qualified  provider  of  services,  there  must  be  a  written 
contract  which  includes  all  of  the  following: 

1.  A  description  of  the  services  to  be  provided. 

2.  The  duration  of  the  agreement  and  how  frequently  it  is 
to  be  reviewed. 

3.  A  description  of  how  personnel  will  be  supervised. 

k.    A  statement  that  the  contracting  organization  will 
provide  its  services  in  accordance  with  the  plan  of  treatment 
established  by  the  patient's  physician  in  conjunction  with  the 
home  health  agency's  staff. 

5.  A  description  of  the  contracting  organization's  standards 
for  personnel,  including  qualifications,  functions,  supervision, 
and  inservice  training. 

6.  A  description  of  the  method  of  determining  reasonable 
costs  and  reimbursements  by  the  home  health  agency  for  the 
specific  services  to  be  provided  by  the  contracting  organization. 

7.  An  assurance  that  the  contracting  organization  will 
comply  with  Title  VI  of  the  Civil  Rights  Act. 

3025.3    Rehabilitation  Centers. — When  the  services  are  of  such  a 
nature  that  they  cannot  be  administered  at  the  patient's  residence 
and  are  administered  at  a  rehabilitation  center  which  is  not 
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participating  in  the  program  as  a  hospital,  extended  care  facility, 
or  home  health  agency,  the  rehabilitation  center  must  meet  certain 
standards.    The  physical  plant  and  equipment  of  such  a  rehabilita- 
tion center  must  meet  all  applicable  State  and  local  legal 
requirements  for  construction,  safety,  health,  and  design, 
including  safety,  sanitation  and  fire  regulations,  building 
codes,  and  ordinances. 
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Physician  Defined 

3030.  PHYSICIAN 

Physician  means  a  doctor  of  medicine  or  osteopathy  (including 
osteopathic  practitioner)  legally  authorized  to  practice  by  a  State 
in  which  he  performs  such  function  or  action.    A  doctor  of  dental 
surgery  or  dental  medicine  having  State  authorization  to  practice 
is  also  a  defined  physician  but  only  with  respect  to  surgery 
related  to  the  jaw  or  any  structure  contiguous  to  the  jaw,  or  the 
reduction  of  any  fracture  of  the  jaw  or  any  facial  bone.  (These 
services  must  be  such  services  as  may  be  performed  by  either  a 
qualified  physician  or  dentist,  and  exclude  routine  dental  care. ) 

The  services  performed  by  a  physician  within  these  definitions  are 
subject  to  any  limitations  imposed  by  the  State  on  the  scope  of 
practice. 

Spell  of  Illness 
3035.    SPELL  OF  ILLNESS  DEFINED 

A  spell  of  illness  is  a  period  of  consecutive  days  that  begins 
with  the  first  day  (not  included  in  a  previous  spell  of  illness) 
on  which  a  patient  is  furnished  inpatient  hospital  or  extended 
care  services  by  a  qualified  provider  in  a  month  for  which  the 
patient  is  entitled  to  hospital  insurance  benefits.    A  qualified 
provider  is  a  hospital  (including  a  psychiatric  or  tuberculosis 
hospital)  or  extended  care  facility  that  has  been  certified  as 
meeting  all  the  requirements  of  the  definition  of  such  an  institu- 
tion.   A  hospital  which  meets  the  requirements  in  §  3012  is  a 
qualified  hospital  for  purposes  of  beginning  a  spell  of  illness 
when  it  furnishes  the  patient  covered  inpatient  emergency  services. 
THUS,  GENERALLY,  THE  SPELL  OF  ILLNESS  BEGINS  WHEN  COVERED  INPATIENT 
SERVICES  ARE  INITIALLY  FURNISHED  TO  AN  ENTITLED  INDIVIDUAL. 

If  a  person  is  in  a  nonqualified  institution  on  the  first  day  of 
his  entitlement  under  Part  A  and  is  subsequently  transferred  to  a 
qualified  hospital  (general,  psychiatric  or  tuberculosis),  his 
spell  of  illness  would  begin  on  admission  to  the  qualified  hospital. 

The  spell  of  illness  ends  with  the  close  of  a  period  of  60  consecu- 
tive days  during  which  the  patient  was  neither  an  inpatient  of  a 
hospital  nor  an  inpatient  of  an  extended  care  facility.    To  deter- 
mine the  60  consecutive -day  period,  begin  counting  with  the  day 
following  the  day  on  which  -toe  individual  was  discharged.    It  is 
important  to  note  that  for  purposes  of  continuing  a  spell  of 
illness  the  hospital  or  extended  care  facility  in  which  the  stay 
occurs  need  not  meet  all  of  the  requirements  that  are  necessary 
for  starting  a  spell  of  illness."" 
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Inpatient  services  will  prolong  the  beneficiary's  spell  of  illness 
if  the  hospital  meets  the  initial  requirement  of  the  definitions 
in  IS  3010,  3015,  and  301 6.    That  is,  it  is  primarily  engaged  in 
providing,  by  or  under  the  supervision  of  physician (s),  to  inpatients 

(1)  diagnostic  and  therapeutic  services  for  medical  diagnosis, 
treatment,  and  care  of  injured,  disabled,  or  sick  persons,  or 
rehabilitation  services  for  injured,  disabled,  or  sick  personsj  or, 

(2)  psychiatric  services  for  the  diagnosis  and  treatment  of  mentally 
ill  personsj  or,  (3)  medical  services  for  the  diagnosis  and  treatment 
of  tuberculosis. 

Similarly,  inpatient  services  in  an  extended  care  facility  will 
prolong  a  beneficiary's  spell  of  illness  if  the  facility  (including 
one  primarily  for  the  care  and  treatment  of  mental  diseases  or 
tuberculosis)  meets  at  least  the  requirement  that  it  is  primarily 
engaged  in  providing  to  inpatients  skilled  nursing  care  and  related 
services  for  patients  who  require  medical  or  nursing  care,  or 
rehabilitation  services  for  injured,  disabled,  or  sick  persons. 

An  individual  may  be  discharged  from  and  readmitted  to  a  hospital 
or  extended  care  facility  several  times  during  a  spell  of  illness 
and  still  be  in  the  same  spell  if  60  days  have  not  elapsed  between 
discharge  and  readmission.    The  stay  need  not  be  for  related 
physical  or  mental  conditions.    As  long  as  a  person  continues  to 
be  entitled  to  hospital  insurance,  there  is  no  limit  to  the  number 
of  spells  of  illness  he  may  have. 

EXAMPLE  1:    X  was  born  8/9/02.    On  7/28/67,  X  entered  a  participating 
general  hospital.    After  he  had  been  in  the  hospital 
for  2  weeks  X  was  discharged  on  8/11/67 .    On  his  doctor's 
orders  X  entered  a  participating  nursing  home  on  8/lf>/67, 
and  remained  there  until  his  discharge  on  10/27/67. 
He  had  no  further  inpatient  stays  in  1967 .    X' s  spell 
of  illness  began  on  8/1/67,  the  first  day  of  the  month 
he  attained  age  65  and  was  entitled  to  hospital  insur- 
ance.   The  spell  of  illness  ended  12/26/67,  60  days 
after  his  last  discharge. 

EXAMPLE  2:    Y,  over  age  65,  entered  a  participating  general  hospital 
on  7/28/68  for  treatment  of  a  heart  condition.    He  was 
discharged  on  8/11/68.    On  8/20/68,  T  entered  a  non- 
participating  nursing  home,  which  provided  primarily 
skilled  nursing  care  and  related  services.    Y  remained 
in  this  facility  until  his  discharge  on  10/27/68. 
On  12/25/68,  Y  was  again  admitted  to  a  participating 
hospital  because  of  injuries  suffered  in  an  accident. 
He  was  discharged  on  1/13/69,  and  had  no  further 
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inpatient  stays  in  1969.    T1  s  spell  of  illness  began 
on  7/28/68.    His  stay  in  the  nursing  home  began  less 
than  60  days  after  his  hospital  discharge  and  the  spell 
was  continued  even  though  the  stay  was  not  covered. 
The  subsequent  hospital  stay  began  less  than  60  days 
after  the  nursing  home  discharge  and  continued  the 
spell  of  illness,  although  the  condition  treated  was 
unrelated  to  his  prior  stays.    The  spell  ended  on 
3/1V69. 
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Inpatient  Hospital  Services 
3101.     COVERED  INPATIENT  HOSPITAL  SERVICES 

Patients  covered  under  hospital  insurance  are  entitled  to  have 
payment  made  on  their  behalf  on  a  reasonable  cost  basis  for  in- 
patient hospital  services.    An  inpatient  is  a  person  who  has  been 
admitted  to  a  hospital  for  bed  occupancy  for  purposes  of  receiving 
inpatient  hospital  services.    A  person  is  considered  an  inpatient 
if  formally  admitted  as  an  inpatient  with  the  expectation  that  he 
will  remain  at  least  over  night  and  occupy  a  bed  even  though  it 
later  develops  that  he  can  be  discharged  and  does  not  actually  use 
a  hospital  bed  over  night. 

(If  a  patient  receives  items  or  services  in  excess  of,  or  more 
expensive  than,  those  for  which  payment  can  be  made,  payment  will 
be  made  only  for  the  reasonable  cost  of  the  covered  items  or  services. 
This  provision  applies  not  only  to  inpatient  services  but  to  all 
hospital  services  under  ^arts  A  and  3  of  the  program. ) 

The  following  inpatient  hospital  services  (including  psychiatric 
and  tuberculosis  hospital  services)  are  covered. 

3101.1  Bed  and  Board  in  a  Semiprivate  Room. — Hospital  insurance 
will  pay  for  semiprivate  accommodations  (two,  three,  or  four-bed 
accommodations)  unless  a  private  room  is  medically  necessary. 

A.  Private  rooms  (or  other  accommodations  more  expensive  than 
semiprivate)  will  ordinarily  be  considered  medically  necessary  only 
when  the  patient's  condition  requires  him  to  be  isolated  for  his 
own  health  or  that  of  others. 

The  term  isolation  can  apply  to  the  necessary  conditions  for  the 
treatment  of  a  number  of  physical  and  mental  impairments.  These 
include  communicable  diseases  such  as  tuberculosis,  typhoid  fever, 
smallpox,  and  cholera,  which  in  the  judgment  of  the  physician  re- 
quire isolation  of  the  patient  for  certain  periods.    Privacy  may 
also  be  necessary  for  patients  whose  symptoms  or  treatment  are 
likely  to  alarm  or  disturb  others  in  the  same  room. 

Payment  will  also  be  made  for  the  use  of  intensive  care  facilities 
where  medically  indicated. 

B.  When  accommodations  more  expensive  than  semiprivate  are 
furnished  for  reasons  other  than  medical  necessity,  e.g.,  the 
patient's  comfort,  payment  by  the  program  will  be  limited  to  the 
cost  of  semiprivate  accommodations.    The  hospital  may  not  charge 
the  patient  more  than  the  difference  between  the  customary  charges 
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for  the  accommodations  furnished  and  the  customary  charges  for 
semiprivate  accommodations  at  the  most  prevalent  rate  at  the  time 
of  admission.     See  C.  below  for  definition  of  "customary  charges." 

C.  When  accommodations  less  expensive  than  semiprivate  are 
furnished  at  the  patient's  request  or  for  a  reason  determined  to 
be  consistent  with  the  purposes  of  the  health  insurance  program, 
payment  may  be  made  for  the  reasonable  cost  of  the  accommodations 
furnished.    It  is  considered  to  be  consistent  with  the  program's 
purpose  to  furnish  bed  and  board  in  less  expensive  accommodations 
where  semiprivate  accommodations  are  not  available.    The  patient 
must  then  be  moved  to  semiprivate  accommodations  when  they  become 
available. 

It  will  not  be  considered  consistent  with  the  purposes  of  the  law 
to  assign  a  patient  ward  accommodations  on  the  basis  of  his  social 
or  economic  status,  his  national  origin,  race,  or  religion,  his 
entitlement  to  have  payment  made  under  the  Health  Insurance  for 
the  Aged  Act,  or  any  other  discriminatory  reason  when  the  patient 
has  not  requested  such  assignment. 

In  some  cases,  a  patient  may  be  placed  in  accommodations  less 
expensive  than  semiprivate  neither  at  his  request  nor  for  a  reason 
consistent  with  the  program' s  purposes.    In  determining  the  payment 
to  be  made,  the  reasonable  cost  of  semiprivate  accommodations  will 
be  reduced  by  the  difference  between  the  institution' s  customary 
charges  for  semiprivate  accommodations  at  the  most  prevalent  rate 
at  the  time  of  admission  and  for  the  accommodations  furnished. 
("Customary  charges"  means  amounts  which  the  hospital  is  uniformly 
charging  patients  currently  for  specific  services  and  accommoda- 
tions, with  specified  and  limited  exceptions,  e.g.,  a  lower  charge 
as  a  fringe  benefit  to  employees  of  a  hospital  and  their  close 
relatives. ) 

D.  Payment  may  be  made  to  hospitals  which  have  only  ward 
accommodations  or  only  private  accommodations  on  the  basis  of  the 
reasonable  cost  of  the  accommodations  furnished. 

3101 . 2    Nursing  and  Other  Services. — Nursing  and  other  related 
services,  use  of  hospital  facilities,  and  medical  social  services 
ordinarily  furnished  by  the  hospital  for  the  care  and  treatment 
of  inpatients. 

NOTE;    The  services  of  a  private-duty  nurse  or  other  private-duty 
attendant  are  not  covered.    Private-duty  nurses  or  private- 
duty  attendants  are  registered  professional  nurses, 
licensed  practical  nurses,  or  any  other  trained  attendant 
whose  services  are  rendered  to  and  restricted  to  a 
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particular  patient  pursuant  to  an  arrangement  for  the  pro- 
vision of  such  services  between  that  patient  and  the  private- 
duty  nurse  or  attendant. 

3101.3    Drugs,  Supplies,  Appliances. — Drugs,  biologicals,  supplies 
appliances,  and  equipment  for  use  in  the  hospital,  which  are 
ordinarily  furnished  by  the  hospital  for  the  care  and  treatment 
of  inpatients. 

A.    Drugs  and  Biological s. — Two  basic  requirements  must  be  met 
in  order  for  a  drug  or  biological  furnished  by  a  hospital  to  be 
included  as  a  covered  hospital  service.    The  drug  or  biological 
must  represent  a  cost  to  the  institution  in  rendering  services  to 
the  beneficiaryj  and  the  drug  or  biological  must  either  be  included, 
or  approved  for  inclusion  in  the  U.S.  Pharmacopoeia,  the  National 
Formulary,  the  U.S.  Homeopathic  Pharmacopoeia,  or  New  Drugs  or 
Accepted  Dental  Remedies  (except  for  those  unfavorably  evaluated) . 
Those  drugs  and  biologicals  approved  by  the  pharmacy  and  drug 
therapeutics  committee,  or  equivalent  committee,  of  the  medical 
staff  of  the  hospital  furnishing  them  for  use  in  the  hospital 
are  also  covered. 

1.    Drugs  Covered  by  the  Drug  Compendia. — Coverage  will  be 
provided  only  for  those  drugs  and  biologicals  included,  or  approved 
for  inclusion,  in  the  latest  official  edition  of  the  above  compendia. 
The  latest  official  editions  are:     (1)  U.S.  Pharmacopoeia,  17th 
Revision,  official  from  September  1,  1965,  (2)  the  National  Formu- 
lary, 12th  Edition,  official  from  September  1,  1965,  (3)  U.S. 
Homeopathic  Pharmacopoeia,  7th  Revised  Edition,  196U,  (h)  New 
Drugs,  1966,  and  (5)  Accepted  Dental  Remedies,  1966. 

There  are  no  plans  for  an  official  Government  list  of  drugs  and 
biologicals  included,  or  approved  for  inclusion,  in  the  compendia 
named  in  the  Act.    The  exclusion  from  coverage  of  drugs  and  bio- 
logicals unfavorably  evaluated  in  New  Drugs  and  Accepted  Dental 
Remedies  will  apply  to  those  drugs  and  biologicals  which  have 
been  unfavorably  evaluated  for  all  medicinal  uses.    If  a  drug  or 
biological  has  been  unfavorably  evaluated  for  one  or  more,  but 
not  all,  medicinal  uses,  the  exclusion  applies  only  where  the 
drug  has  been  unfavorably  evaluated  for  the  medicinal  use  to  which 
it  is  being  put. 

Drugs  and  biologicals  will  be  considered  "approved  for  inclusion" 
in  any  of  these  drug  compendia  if  approved  under  the  procedure 
established  for  that  purpose  by  the  professional  organization 
responsible  for  revision  of  the  compendium. 
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2.  Approval  by  Pharmacy  and  Drug  Therapeutics  Committee. — 
Drugs  and  biologicals  which  are  not  included,  or  approved  for  in- 
clusion, in  one  of  the  designated  compendia  are  covered  as 
inpatient  hospital  services  if  approved  for  use  in  the  hospital 
by  a  pharmacy  and  drug  therapeutics  committee  (or  an  equivalent 
committee)-- that  is,  a  committee  of  the  medical  staff  which  con- 
fers with  the  hospital  pharmacist  in  the  formulation  of  policies 
pertaining  to  drugs.    Such  drugs  anc1  biologicals  are  covered  only 
if  the  committee  develops  and  maintains  a  formulary  or  list  of 
drugs  accepted  for  use  in  the  hospital.     The  committee  need  not 
function  exclusively  as  a  pharmacy  and  drug  therapeutics  committee 
but  may  also  carry  on  other  medical  staff  functions. 

Drugs  and  biologicals  will  be  considered  approved  for  use  in  the 
hospital  if  selected  for  inclusion  in  the  hospital  drug  list  or 
formulary  under  the  procedure  of  the  committee  established  for. 
that  purpose.    Express  approval  is  required;  the  fact  that  a  drug 
or  biological  has  not  been  specifically  determined  to  be  unaccept- 
able for  use  in  the  hospital  will  not  constitute  approval  for  use 
in  the  hospital. 

Drugs  and  biologicals  will  be  covered  if  approved  for  general  use 
in  the  hospital,  or  if  approved  for  use  by  a  particular  patient 
or  group  of  patients.    If  the  pharmacy  and  drug  therapeutics  com- 
mittee gives  approval  for  use  of  an  investigational  drug  in  the 
hospital,  the  drug  will  be  covered  to  the  extent  that  its  cost  is 
not  met  by  funds  provided  for  research. 

3.  Combination  Drugs. --Covered  drugs  and  biologicals  include 
combination  drugs  on  condition  that  either  the  combination  itself 

or  all  of  the  therapeutic  ingredients  of  the  combination  are  included 
or  approved  for  inclusion,  in  any  of  the  designated  drug  compendia. 
In  addition,  since  any  drug  or  biological  approved  for  use  in  the 
hospital  by  the  pharmacy  and  drug  therapeutics  committee  (or  equi- 
valent committee)  is  covered,  any  combination  drug  so  approved  is 
also  covered. 

U.    Drugs  Specially  Ordered  for  Inpatients. — Covered  drugs 
and  biologicals  are  not  limited  to  those  routinely  stocked  in  the 
pharmacy  or  drug  room  from  which  prescriptions  are  dispensed.  A 
drug  or  biological  not  stocked  by  the  hospital  but  which  the 
hospital  obtains  specially  for  the  patient  from  an  outside  source 
would  also  be  covered  under  the  circumstances  described  in  the 
following  paragraph. 
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Since  some  small  hospitals  do  not  maintain  a  pharmacy  or  a  drug 
room  from  which  prescriptions  are  dispensed,  drugs  and  biologicals 
are  in  such  cases  obtained  from  an  outside  source  such  as  a  commer- 
cial pharmacy,  and  are  generally  obtained  on  an  individual  need 
basis.     For  such  drugs  and  biologicals  to  be  covered,  they  must 
represent  a  cost  to  the  hospital;  that  is,  the  hospital  rather 
than  the  patient  must  be  responsible  for  making  payment  for  the 
drug  to  the  party  from  which  it  is  obtained.    Whether  a  drug  is 
covered  under  such  circumstances  depends  upon  the  financial 
arrangements  with  respect  to  the  individual  transaction;  it  is 
not  required  that  the  same  practice  be  followed  with  respect  to  all 
of  the  hospital's  patients.    For  example,  the  fact  that  medical 
vendor  payments  under  a  public  assistance  program  for  drugs 
furnished  to  a  hospitalized  welfare  patient  go  to  the  commercial 
pharmacy  rather  than  the  hospital  (which  in  this  case  does  not 
incur  a  cost  for  the  drug)  does  not  preclude  coverage  of  the  same 
drugs  which  are  purchased  directly  by  the  hospital  for  the  use  of 
other  patients  who  are  health  insurance  beneficiaries. 

Although  a  hospital  has  a  pharmacy  and  drug  therapeutics  committee 
(or  equivalent  committee)  of  the  medical  staff  which  develops  and 
maintains  a  list  or  formulary  of  drugs  accepted  for  use  in  the 
hospital,  drugs  and  biologicals  not  included  in  the  committee's 
drug  list  or  formulary  may,  under  certain  circumstances,  also  be 
covered.     If  the  hospital  has  a  policy  which  permits  drugs  that  are 
not  included  in  the  drug  list  or  formulary  to  be  furnished  to  a 
patient  at  the  special  request  of  a  physician,  the  drug  would  be 
covered.    However,  drugs  and  biologicals  furnished  under  this 
special  procedure  would,  in  order  to  be  covered,  have  to  be  in- 
cluded, or  approved  for  inclusion,  in  one  of  the  designated  drug 
compendia,     (in  addition,  a  combination  drug,  or  all  of  its  thera- 
peutic ingredients,  would  have  to  be  included,  or  approved  for 
inclusion,  in  one  of  the  compendia.) 

3>.    Drugs  for  Use  Outside  the  Hospital.  —  Drugs  and  biologicals 
furnished  by  a  hospital  to  an  inpatient  for  use  outside  the  hospital 
are,  in  general,  not  covered  as  inpatient  hospital  services.  How- 
ever, in  any  case  in  which  the  drug  or  biological  is  provided  to 
an  inpatient  as  part  of  the  overall  procedure  deemed  medically 
necessary  to  permit  or  facilitate  the  patient' s  departure  from  the 
hospital,  and  a  supply  of  the  drug  or  biological  is  required  until 
such  time  as  the  patient  can  provide  himself  or  be  provided  with 
an  ongoing  supply  of  such  drugs  or  biologicals,  the  drugs  or  bio- 
logicals would  be  covered  as  an  inpatient  hospital  service. 


B.  Supplies,  Appliances,  and  Equipment. — Supplies,  appliances, 
and  equipment  used  for  the  care  and  treatment  of  the  beneficiary 
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solely  during  his  inpatient  stay*  in  the  hospital  are  covered 
inpatient  hospital  services.    In  addition,  under  certain  circum- 
stances, supplies,  appliances,  and  equipment  used  during  the  bene- 
ficiary's inpatient  stay  are  covered  even  though  they  leave  the 
hospital  with  the  patient  when  he  is  discharged.    However,  such 
coverage  is  limited  to  circumstances  in  which  it  would  be  unreason- 
able or  impossible  from  a  medical  standpoint  to  limit  the  patient's 
use  of  the  item  to  the  periods  during  which  the  individual  is  an 
inpatient.    Examples  of  items  covered  under  this  rule  are  cardiac 
valves  and  cardiac  pacemakers  which  are  permanently  installed  in 
or  attached  to  the  patient's  body  while  he  is  an  inpatient  of  the 
hospital;  and  items,  such  as  tracheostomy  or  drainage  tubes,  which 
are  temporarily  installed  in  or  attached  to  the  patient's  body 
while  he  is  receiving  care  and  treatment  as  an  inpatient  and  which 
are  also  necessary  to  permit  or  facilitate  the  patient's  release 
from  the  hospital. 

Supplies,  appliances,  and  equipment  furnished  to  an  inpatient  for 
use  only  outside  the  hospital  would  not,  in  general,  be  covered  as 
inpatient  hospital  services.    However,  a  temporary  or  disposable 
item  provided  to  an  inpatient  as  part  of  the  overall  procedure 
deemed  medically  necessary  to  permit  or  facilitate  the  patient's 
departure  from  the  hospital,  that  is  required  until  such  time  as 
the  patient  can  provide  himself  or  be  provided  with  an  ongoing 
supply  of  such  item  would  be  covered  as  an  inpatient  hospital 
service.    In  order  for  supplies,  appliances,  and  equipment  to  be 
covered  as  inpatient  hospital  services,  they  must  be  a  medically 
necessary  part  of  the  services  rendered  to  the  beneficiary. 

3101. h    Other  Diagnostic  or  Therapeutic  Items  or  Services. — Other 
diagnostic  or  therapeutic  items  or  services  ordinarily  furnished 
inpatients  by  hospitals  or  by  others  under  arrangements  with  hospi- 
tals are  covered  as  inpatient  hospital  services  if  they  are  a 
medically  necessary  part  of  the  services  rendered  to  a  beneficiary. 
This  category  of  covered  services  encompasses  items  and  services 
not  otherwise  specifically  listed  as  covered  inpatient  hospital 
services.    With  respect  to  items  that  leave  the  hospital  with  the 
patient  when  he  is  discharged,  the  rules  for  determining  whether 
the  item  is  covered  are  the  same  as  the  rules  set  forth  above  with 
respect  to  supplies,  appliances,  and  equipment.    It  is  not  required 
that  the  hospital  itself  furnish  "other  diagnostic  or  therapeutic 
items  or  services;"  they  are  covered  when  furnished  either  by  the 
hospital  or  by  others  under  arrangements  made  with  them  by  the 
hospital. 

3101.5    Independent  Laboratory  Defined. — An  independent  laboratory 
is  one  which  is  independent  both  of  the  attending  physician's 
office  and  of  a  hospital  which  is  participating  in  the  program  as 
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a  provider  of  services.    A  laboratory  operating  under  the  direction 
of  a  physician  who  holds  himself  out  to  the  general  public  or  other 
physicians  as  being  available  primarily  for  the  performance  of 
diagnostic  x-ray  or  other  laboratory  services  for  other  physicians 
and  a  laboratory  which  is  part  of  a  nonparticipating  hospital  are 
considered  to  be  independent  laboratories.    The  laboratory  which 
a  physician  or  group  of  physicians  maintains  for  performing  diagnostic 
tests  in  connection  with  his  or  their  own  practice  or  an  out-of- 
hospital  laboratory  which  is  operated  by  or  under  the  supervision 
of  a  participating  hospital  or  its  organized  medical  staff  would 
not  be  considered  to  be  an  independent  laboratory. 

Whether  a  laboratory  operated  under  a  lease  arrangement  is  an 
independent  laboratory  depends  upon  the  facts  of  the  particular 
case.     The  test  is  whether  it  may  be  found  to  be  operated  by  or 
under  the  supervision  of  the  hospital  or  its  organized  medical 
staff. 

3101 . 6  Independent  Laboratory  Services  Furnished  Inpatients  Under 
Arrangements  with  the  Hospital. --Diagnostic  x-ray,  or  anatomical 
or  clinical  pathology  services  furnished  to  an  inpatient  by  an 
independent  laboratory  under  arrangements  with  the  hospital  are 
reimbursable  under  hospital  insurance  provided  the  laboratory: 

A.  is  licensed  under  State  or  applicable  local  law  or  is 
approved  by  the  appropriate  licensing  agency;  or 

B.  if  there  is  no  State  licensure  law,  is  under  direct  super- 
vision of  a  pathologist  on  a  full-time  or  regular  part-time  basis; 
or 

C.  is  approved  to  provide  these  services  for  the  Supplementary 
Medical  Insurance  Program.     (See  §  3115>.2.) 

VJhere  a  hospital  provides  diagnostic  laboratory  services  to  inpatients 
under  arrangements  with  an  independent  laboratory,  the  cost  of  the 
services  furnished  by  the  independent  laboratory  for  the  hospital's 
inpatients  are  reimbursable  to  the  hospital  under  Part  A.     There  is 
no  physician  component  to  such  services  even  if  the  laboratory  is 
physician-directed. 

3101.7  Services  of  Intern  or  Resident-in- Training. — Hospital 
insurance  covers  the  reasonable  cost  of  the  services  of  an  intern 
or  resident-in-training  under  a  teaching  program  approved  by  the 
Council  on  Medical  Education  of  the  American  Medical  Association 
or,  in  the  case  of  an  osteopathic  hospital,  approved  by  the 
Committee  on  Hospitals  of  the  Bureau  of  Professional  Education  of 
the  American  Osteopathic  Association.    In  the  case  of  services  of 
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an  intern  or  resident- in- training  in  the  field  of  dentistry  in  a 
hospital  or  osteopathic  hospital,  the  teaching  program  must  have 
the  approval  of  the  Council  on  Dental  Education  of  the  American 
Dental  Association.    See  s  31l5«l»C.  for  services  of  interns  and 
residents-in- training  as  hospital  services  under  medical  insurance. 

3101 . 8    Special  Limitations  on  Services  in  Tuberculosis  or  Psychia- 
tric Hospitals 

A.  Inpatient  Tuberculosis  Hospital  Service  Restriction. — Payment 
may  be  made  for  only  those  tuberculosis  hospital  inpatient  services 
furnished  when  the  patient  was  receiving  treatment  which  could 
reasonably  be  expected  to  improve  his  condition  or  render  it  non- 
communic able. 

B.  Inpatient  Psychiatric  Hospital  Service  Restriction. --Pay- 
ment  may  be  made  for  only  those  psychiatric  hospital  inpatient 
services  furnished  when  the  patient  was  receiving  intensive  treat- 
ment; or  for  services  which  were  necessary  for  a  diagnostic  study 
or  equivalent  services  for  which  admission  was  required. 
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Duration  of  Covered  Inpatient  Hospital  Services 


3103.  INPATIENT  HOSPITAL  BENEFIT  DAYS 

A  patient  having  hospital  insurance  coverage  is  entitled  to  have 
payment  made  on  his  behalf  for  up  to  90  days  of  covered  inpatient 
hospital  services  in  each  spell  of  illness.     (For  coinsurance 
provision,  see  §  3203.) 

The  number  of  days  of  care  charged  to  a  beneficiary  for  inpatient 
hospital  services  will  always  be  in  units  of  full  days.    A  day 
begins  at  midnight  and  ends  24  hours  later.     Hospitals  and  extended 
care  facilities  may  use  a  different  definition  of  day  for  statis- 
tical or  other  purposes,  but,  in  reporting  days  of  care  used  by 
beneficiaries,   the  midnight-to-midnight  method  is  to  be  used. 
With  the  exception  of  the  day  of  discharge,  a  day  on  any  part  of 
which  an  individual  is  an  inpatient  is  counted  as  an  inpatient 
day.     In  counting  inpatient  days  for  reimbursement  purposes  and  in 
determining  the  total  number  of  days  of  inpatient  care  utilized  by 
the  beneficiary,  the  day  of  admission  is  counted,  but  the  day  of 
discharge  is  not  counted.     If  admission  and  discharge  occur  on  the 
same  day,  the  count  will  be  1  inpatient  day. 

3104.  INPATIENT  TUBERCULOSIS  AND  PSYCHIATRIC  RESTRICTION 

If  an  individual  is  in  a  hospital  which  meets  the  definition  of 
tuberculosis  or  psychiatric  hospital  on  the  first  day  of  his 
entitlement  to  hospital  insurance,  the  number  of  inpatient  benefit 
days  in  his  first  spell  of  illness  is  subject  to  reduction.  The 
days  on  which  he  was  an  inpatient  of  a  psychiatric  or  tuberculosis 
hospital  in  the  90-day  period  immediately  before  Che  first  day  of 
entitlement,  must  be  subtracted  from  the  90  days  of  inpatient 
hospital  services  for  which  he  would  be  otherwise  eligible  in  his 
first  spell  of  illness.     Both  admission  and  discharge  days  in  the 
pre-entitlement  period  count  as  inpatient  days. 

This  restriction  does  not  apply  to  tuberculosis  or  psychiatric 
services  in  a  general  hospital.  (See  3203  for  effect  on  coin- 
surance provision.) 

3105.  INPATIENT  PSYCHIATRIC  HOSPITAL  SERVICES  —  LIFETIME  LIMITATION 
Payment  may  not  be  made  for  more  than  a  total  of  190  days  of 
inpatient  psychiatric  hospital  services  during  the  patient's  life- 
time.    For  purposes  of  this  limitation  admission  days  but  not 
discharge  days  count  as  inpatient  days. 

The  limitation  applies  only  to  services  furnished  in  a  psychiatric 
hospital . 
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The  period  spent  in  a  psychiatric  hospital  prior  to  entitlement 
does  not  count  against  the  patient's  lifetime  limitation,  even 
though  pre-entitlement  days  may  have  been  counted  against  the  90 
days  of  eligibility  in  the  first  spell  of  illness. 

3107.     INPATIENT  SERVICES  COUNTING  TOWARD  MAXIMUMS 
Inpatient  hospital   (including  psychiatric  and  tuberculosis 
hospitals)  services  count  toward  the  maximum  number  of  benefit 
days  payable  per  spell  of  illness  only  if 

A.  payment  for  services  is  made  or, 

B.  payment  for  services  would  be  made  if  a  request  for  payment 
was  properly  filed  and  if  a  physician  certified  that  the  services 
were  necessary. 

Similarly,  inpatient  psychiatric  hospital  services  count  toward 
the  190-day  lifetime  limitation  on  inpatient  psychiatric  hospital 
services  only  if  these  conditions  are  met. 

Outpatient  Hospital  Services 
3110.     OUTPATIENT  HOSPITAL  SERVICES --GENERAL 

A  hospital  outpatient  is  a  person  who  has  not  been  admitted  by  the 
hospital  as  an  inpatient  and  who  is  not  lodged  in  the  hospital 
while  receiving  outpatient  hospital  services.     An  individual  who 
receives  hospital  services  during  the  day  and  is  not  lodged  in  a 
hospital  at  midnight  is  classified  as  an  outpatient. 

Hospitals  provide  two  distinct  types  of  services  to  outpatients, 
namely  (1)  services  that  are  diagnostic  in  nature,  and  (2)  other 
services  which  aid  the  physician  in  the  treatment  of  his  patient. 
The  outpatient  hospital  diagnostic  services  are  covered  under 
Part  A.     All  other  hospital  services  provided  on  an  outpatient 
basis  which  are  incident  to  physicians'   services  rendered  to 
outpatients  are  covered  under  Part  B.     The  hospital  is  reimbursed 
for  both  types  of  services  on  a  reasonable  cost  basis. 

3110.1     Rules  for  Distinguishing  Outpatient  Hospital  Services. 
Outpatient  hospital  services  covered  under  Parts  A  and  B  must  be 
separately  identified.     However,  since  a  patient  may  receive 
services  covered  under  both  Parts  A  and  B  during  a  single  visit 
to  the  outpatient  department,  questions  will  arise  about  how  to 
classify  a  particular  service.     If  the  physician  designates 
services  as  being  for  diagnostic  purposes  and  separates  them  from 
services  that  are  not  diagnostic,  the  hospital  will  accept  these 
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designations.     Normally,  however,  the  physician  does  not  separate 
the  services  and  need  not  be  asked  to  do  so.    Where  such  a 
separation  of  services  is  not  made,  hospital  and  intermediary 
personnel  should  use  the  following  rules  in  deciding  how  to 
allocate  costs  to  Parts  A  and  B: 

a.  Any  diagnostic  laboratory  test  or  other  identifiable 
diagnostic  test  furnished  by  the  hospital   (or  under  arrangements 
and  normally  identified  as  such  for  billing  purposes,  will  be 
billed  to  Part  A.    Any  services  which  can  be  billed  to  Part  A 
under  this  rule  must  be  so  billed. 

b.  All  other  clinic  services  and  emergency  services  (even 
though  they  may  contain  some  diagnostic  implications  but  are  not 
normally  identified  as  diagnostic  services)  will  be  billed  to 
Part  B. 

3111.     DIAGNOSTIC  SERVICES 

A  service  may  be  regarded  as  "diagnostic"  if  it  is  an  examination 
or  procedure  to  which  the  patient  is  subjected,  or  which  is 
performed  on  materials  derived  from  the  patient,  to  obtain  informa- 
tion to  aid  in  the  assessment  of  a  medical  condition  or  the 
identification  of  a  disease.     Among  these  examinations  and  tests 
are  diagnostic  laboratory  services  such  as  hematology  and  chemistry, 
diagnostic  x-rays,   isotope  studies,  EKG's,   pulmonary  function 
studies,  thyroid  function  tests,  psychological  tests  and  other 
tests  given  to  determine  the  nature  and  severity  of  an  ailment  or 
injury. 

When  furnished  by  the  hospital,  diagnostic  services,  including  the 
services  of  nurses  and  technicians,  and  the  use  of  supplies  and 
equipment  are  covered  under  Part  A.    Where  the  hospital  makes 
arrangements  with  other  qualified  facilities  for  diagnostic 
services,  such  services  are  covered  under  Part  A  only  if  they  are 
provided  (1)  in  the  hospital  (e.g.,  through  lease  agreement),  or 
(2)  by  another  facility  operated  by  or  under  the  supervision  of 
the  hospital  or  its  medical  staff.     Where  the  hospital  bills  for 
diagnostic  services  provided  by  qualified  facilities  which  do  not 
meet  the  above  requirements,  payment  can  be  made  to  the  hospital 
under  Part  B  subject  to  the  conditions  in  §  3111.2  below. 

3111.1    Types  of  "Arrangements ."--Hospitals  currently  maintain  a 
variety  of  relationships  with  independent  laboratories  for  the 
purpose  of  supplementing  their  own  facilities  in  providing  diag- 
nostic laboratory  services  to  their  patients.     Some  hospitals  rely 
routinely  on  independent  laboratories;  some  obtain  their  services 
only  occasionally.     In  some  cases,  there  are  detailed  written 
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provisions  for  medical  staff  supervision  of  the  work  performed  in 
the  laboratory;  in  others,  the  details  of  the  arrangement  may  be 
largely  a  matter  of  verbal  understanding. 

3111.2  Diagnostic  Services  Obtained  from  "Independent" 
Laboratories . --Where  a  hospital  obtains  laboratory  services  for 
its  outpatients  under  arrangements  with  an  independent  laboratory, 
reimbursement  for  such  services  will  be  made  to  the  hospital  on  a 
cost  basis  under  the  provisions  of  Part  B.     Such  laboratory  is 
required  to  be  in  substantial  compliance  with  the  Conditions  for 
Coverage  of  Services  of  Independent  Laboratories  in  order  for  its 
services  to  be  covered  under  Part  B. 

3111.3  Diagnostic  Services  Obtained  Under  Arrangements  With 
Another  Hospital's  Laboratory . --Diagnostic  laboratory  services 
obtained  for  an  outpatient  of  a  hospital  under  arrangements  with 
the  laboratory  of  another  participating  hospital  are  reimbursable 
to  the  first  hospital  on  a  cost  basis  under  the  provisions  of 
Part  B;  i.e.,  the  services  were  furnished  in  a  facility  not  oper- 
ated by  or  under  the  supervision  of  the  first  hospital  or  its 
organized  medical  staff. 

3112.  OTHER  OUTPATIENT  HOSPITAL  SERVICES  WHICH  AID  THE  PHYSICIAN 
The  services,  other  than  diagnostic  services,  which  hospitals 
provide  on  an  outpatient  basis  generally  will  relate  to  the 
services  that  aid  the  physician  in  the  treatment  of  his  patients. 
Such  services,  which  include  clinic  services  and  emergency  ser- 
vices, are  covered  under  Part  B.     Special  items  and  services  which 
would  be  covered  when  furnished  during  a  visit  to  the  clinic 
include  for  example,  the  services  of  nurses  and  technicians,  use 
of  emergency  room,  medical  supplies  such  as  gauze,  dressings, 
ointments,  splints,  braces,  and  other  supplies  used  by  the 
physician  in  treating  the  patient,  drugs  and  biologicals  which 
cannot  be  self -administered ,  radiology  treatments,  and  special 
therapy  treatments. 

Outpatient  Hospital  Diagnostic  Services  Under  Hospital  Insurance 

3113.  COVERED  OUTPATIENT  DIAGNOSTIC  SERVICES 

A  patient  having  hospital  insurance  coverage  is  entitled  to  have 
payment  made  for  outpatient  hospital  diagnostic  services. 
(Outpatient  diagnostic  services  are  on  a  20-day  diagnostic  study 
basis  and  not  related  to  a  spell  of  illness.)    These  services 
include : 

A.     Diagnostic  tests  and  related  services  to  the  extent  that 
they  would  not  be  excluded  if  performed  on  an  inpatient  basis; 
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B.  Drugs  and  biologicals  necessary  for  diagnostic  study  (see 
§  3101.3  for  definition  of  drugs  and  biologicals); 

C.  The  services  rendered  in  connection  with  a  diagnostic  study 
by  an  intern  or  resident-in-training  in  an  approved  teaching 
program  (if  not  under  an  approved  teaching  program,  see  §  3115. 1C) J 

D.  Other  services  and  supplies  if  customarily  furnished  to 
outpatients  for  purposes  of  diagnostic  studies. 

If  the  beneficiary  has  coverage  only  under  the  medical  insurance 
plan,  payment  for  the  diagnostic  services  can  be  made  under  Part  B. 
(See  §  3115.2  for  Part  B  diagnostic  services.) 

3113.1    Outpatient  Hospital  Diagnostic  Study  Period.--A  diagnostic 
study  is  a  period  of  20  consecutive  days  beginning  with  the  first 
day,  not  included  in  a  previous  diagnostic  study,  on  which  the 
patient  is  furnished  outpatient  hospital  diagnostic  services.  The 
diagnostic  services  furnished  during  the  study  must  be  furnished  by 
or  under  arrangements  made  by  the  same  hospital.    A  subsequent 
study  may  not  begin  in  or  under  arrangements  made  by  the  same 
hospital  until  the  prior  study  has  been  completed.     However,  two  or 
more  studies  may  be  conducted  concurrently  in  different  hospitals. 
The  study  ends  after  20  days  regardless  of  the  number  of  days  on 
which  diagnostic  services  were  actually  furnished.  Diagnostic 
services  which  continue  beyond  20  days  are  considered  to  be  in  a 
new  study  period  and  must  be  separately  billed. 

Hospital  Services  Covered  Under  Supplementary  Medical  Insurance 
3115.     COVERED  SERVICES 

Payment  may  be  made  under  the  supplementary  medical  insurance  plan 
for  the  reasonable  cost  of  certain  hospital  services  unless  they 
would  otherwise  constitute  inpatient  hospital  services,  extended 
care  services,  or  home  health  services.     Items  and  services 
furnished  by  others  under  arrangements  with  the  hospital  must  be 
furnished  in  accordance  with  the  requirements  explained  in  3007. 

3115.1     Services  and  supplies   (including  drugs  and  biologicals) 
incident  to  physicians'   services  rendered  to  outpatients  of 
hospitals  are  covered.     (See  i  3030  for  definition  of  physician.) 

A.     Services  incident  to  physicians'   services  in  an  outpatient 
department  include  the  services  of  a  nurse,  physical  therapist,  or 
occupational  therapist  assisting  the  physician  and  under  his 
supervision . 
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The  reasonable  cost  of  services  provided  by  a  physical  therapist 
in  a  hospital  outpatient  department  are  covered  as  incident  to 
physicians'   services  when  they  are  a  direct  extension  of  a 
physician's  service  such  as  a  physical  therapist  working  closely 
with  a  psychiatrist  or  orthopedist.     However,  when  a  physician 
prescribes  physical  therapy  which  the  patient  receives  in  a 
different  department  or  clinic  and  the  physician  is  involved  only 
to  the  extent  of  ordering  physical  therapy,  such  therapy  is  not 
incidental  to  this  physician's  personal  service  and  generally 
would  not  be  covered.     For  example,  an  internist  treating  a  stroke 
patient  might  make  a  referral  to  physical  therapy  but  would  not  be 
involved  in  the  specifics  of  such  therapy. 

B.     Supplies  incident  to  physicians'   services  are  those 
necessary  to  the  physicians'  services  in  the  outpatient  depart- 
ment, e.g.,  surgical  supplies,  surgical  dressings,  the  use  of  an 
emergency  room,  cast  room,  and  operating  room  for  minor  surgery. 

Drugs  and  biologicals  administered  to  outpatients  must  be  of  the 
type  which  cannot  be  self-administered.    These  are  generally 
limited  to  those  administered  by  injection,  including  those 
required  on  a  continuing  basis,  such  as  for  pernicious  anemia,  or 
arthritis.     However,  if  the  injection  is  of  the  type  which  is 
commonly  self -administered ,  such  as  insulin  injections,  the  drug 
or  biological  is  excluded  unless  it  is  administered  to  the  patient 
in  an  emergency  situation.     (For  definition  of  drugs  and  biologi- 
cals and  combination  drugs,  see  3101.3.)     Whole  blood  administered 
to  outpatients  is  not  subject  to  the  whole  blood  deductible. 
(See  3205.) 

Payment  may  not  be  made  for  immunization,   i.e.,  vaccination  or 
inoculation  against  diseases  such  as  smallpox,  polio,  diphtheria, 
etc.     "Immunization"  for  this  purpose,  however,  does  not  include 
a  vaccination  or  inoculation  related  to  the  treatment  of  a 
particular  injury  or  direct  exposure,  e.g.,  antirabies  treatment, 
tetanus  antitoxin  or  booster  vaccine,  botulin  antitoxin,  antivenin 
sera,  or  immune  globulin. 

Prescription  and  nonprescription  drugs  and  biologicals  purchased 
by  or  dispensed  to  a  patient  are  not  covered. 
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C.    Services  of  Interns  and  Residents. — Services  performed  by- 
interns  and  residents— including  physicians  employed  by  a  hospital 
and  acting  in  the  capacity  of  an  intern  or  resident — are  reimbursa 
ble  to  the  hospital  on  a  reasonable  cost  basis  even  though  the 
intern  or  resident  is  also  a  licensed  physician.    Services  of 
interns  and  residents  which  are  covered  under  Part  B  include: 

1.  The  medical  and  surgical  services  performed  for  hospital 
inpatients  by  interns  and  residents  who  are  not  under  approved 
teaching  programs; 

2.  The  diagnostic  medical  and  surgical  services  performed 
in  hospital  outpatient  departments  by  interns  and  residents  not 
under  an  approved  teaching  program; 

3.  The  medical  and  surgical  services  (other  than  diag- 
nostic services)  performed  in  hospital  outpatient  departments 
by  interns  and  residents  regardless  of  whether  they  are  under 
an  approved  teaching  program; 

U.    The  medical  and  surgical  services  performed  for  extended 
care  facility  and  home  health  agency  patients  by  interns  and  resi- 
dents (whether  or  not  under  an  approved  program)  which  are  not 
covered  under  Part  A. 

See  3101.7  (inpatient  hospital),  3113  (outpatient  hospital 
diagnostic),  3118 «6  (home  health),  3130. C.  (extended  care)  for 
description  of  coverage  under  Part  A  of  other  services  which 
interns  and  residents-in-training  perform. 

3115 . 2    Diagnostic  x-ray,  laboratory,  and  other  diagnostic  tests 
including  materials  and  services  of  technicians.    Some  examples 
of  other  diagnostic  tests  are  basal  metabolism  readings,  electro- 
encephalograms, electrocardiograms,  respiratory  function  tests, 
cardiac  evaluations,  radioactive  uptake,  allergy,  and  prothrombin 
time  tests. 

Payment  may  not  be  made  under  the  supplementary  medical  insurance 
plan  for  outpatient  hospital  diagnostic  services  if  such  services 
are  reimbursable  a3  outpatient  diagnostic  services  under  the 
hospital  insurance  plan. 

Diagnostic  x-ray,  or  anatomical,  or  clinical  pathology  services 
furnished  by  an  independent  laboratory  are  covered  under  medical 
insurance  only  if  the  laboratory  is  either  licensed  under  State 
or  applicable  local  law  or  is  approved  as  meeting  the  requirements 
for  licensing  by  Stat®  ©r  local  agency  responsible  for  licensing 
laboratories.    Such  laboratories  must  also  meet  health  and  safety 
requirements  prescribed  by  the  Secretary  of  Health,  Education,  and 
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Welfare.    See  "Conditions  for  Coverage  of  Services  of  Independent 
Laboratories."    I  3101. $  defines  "Independent  Laboratory." 

Diagnostic  laboratory  services  may  be  furnished  under  Part  B  even 
if  not  furnished  in  facilities  operated  by  or  under  the  supervision 
of  the  hospital  as  required  for  outpatient  hospital  diagnostic 
services  under  Part  A.    (§  31H«2) 

3115*3   X-ray,  radium,  and  radioactive  isotope  therapy,  including 
materials  and  services  of  technicians. 

3115. U    Surgical  dressings,  and  splintss  easts,  and  other  devices 
used  for  reduction  of  fractures  and  dislocations.  Surgical 
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dressings  include  therapeutic  and  protective  covering  for  lesions 
either  on  the  skin  or  opening  to  the  skin.     Splints,  casts,  etc. 
include  dental  splints. 

3115.5  Rental  of  Durable  Medical  Equipment . --Durable  medical 
equipment  is  equipment  which  can  withstand  repeated  use.  It 
includes  such  items  as  iron  lungs,  oxygen  tents,  hospital  beds, 
wheelchairs,  and  other  ambulation  devices  such  as  crutches  and 
walkers.     It  must  be  for  use  in  the  patient's  home  or  in  a  place 
used  as  his  home,  such  as  a  home  for  the  aged  or  a  relative's 
home . 

NOTE:     The  cost  of  repairs  to  durable  medical  equipment  already 
owned  by  the  patient  is  also  covered. 

3115.6  Ambulance  Service. --An  ambulance  is  a  specially  designed 
or  equipped  automobile  or  other  vehicle  for  transporting  the  sick 
or  injured.     It  must  have  customary  patient  care  equipment  such  as 
a  stretcher,  clean  linens,  first  aid  supplies,  oxygen  equipment, 
etc.,  and  it  must  also  have  such  adequate  safety  equipment  as 
required  by  local  authorities.    The  ambulance  must  be  operated  by 
personnel  specifically  trained  for  ambulance  services  who  have 
completed  the  standard  and  advanced  Red  Cross  first  aid  courses, 
or  have  equivalent  training. 

To  constitute  "ambulance  service,"  transportation  in  such  a 
vehicle  is  limited  to  situations  where: 

A.  It  is  required  by  the  beneficiary's  condition,  and 

B.  The  patient  is  transported  to  the  nearest  hospital  with 
appropriate  facilities  or  to  one  in  the  same  locality,  from  one 
hospital  to  another,  to  the  patient's  home  (or  place  used  as  his 
home),  or  to  an  extended  care  facility,  or  to  a  hospital  where  he 
had  formerly  been  treated  if  the  hospital  is  within  a  reasonable 
distance,  and 

C.  Such  transportation  is  not  merely  for  the  convenience  of 
the  patient. 

"Locality,"  as  used  in  requirement  B  means  the  service  area  in  the 
geographic  territory  surrounding  the  institution  from  which 
individuals  generally  come  or  are  expected  to  come  for  medical 
service.     In  most  cases  this  should  also  be  the  area  in  which  the 
supplier  of  ambulance  service  normally  operates. 
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Transportation  by  ambulance  to  a  hospital,  extended  care  facility, 
or  rehabilitation  center  to  obtain  home  health  services  not 
available  to  the  individual  in  his  home  is  covered  only  if  the 
conditions  in  A,  B,  and  C  are  met.     Such  transportation  is  not 
covered  as  a  home  health  service. 


If  the  ambulance  is  operated  by  a 
reimbursement  for  this  service  is 
able  cost  basis. 


hospital  or  other  provider, 

made  to  the  provider  on  a  reason- 


3115.7  Prosthetic  devices  (other  than  dental)  which  replace  all 
or  part  of  an  internal  body  organ  (including   contiguous  tissue) 
and  replacements  or  repairs  for  such  devices.    The  term  "internal 
body  organ"  includes  the  lens  of  an  eye  and  all  or  part  of  an  ear 
or  nose.     Protheses  replacing  the  lens  of  an  eye  would  include 
postsurgical  eyeglasses  which  are  customarily  used  during 
convalescence  from  eye  surgery,  or  prosthetic  lenses  required  by 
the  aphakic  patient. 

3115.8  Leg,  arm,  back,  and  neck  braces,  trusses,  and  artificial 
legs,  arms,  and  eyes  supplied  only  on  a  physician's  order.  Back 
braces  include,  but  are  not  limited  to,  special  corsets, 
sacroiliac,  sacrolumbar  and  dorsolumbar  corsets  and  belts. 
Replacements  are  included  if  required  because  of  a  change  in  the 
patient's  physical  condition.     Repairs  to  and  adjustment  of  such 
appliances,  where  necessary,  are  also  included  even  when  the 
appliance  had  been  in  use  before  the  user  enrolled  in  the  supple- 
mentary medical  insurance  program. 

Covered  and  Noncovered  Home  Health  Services 
3118.     COVERED  HOME  HEALTH  SERVICES 

A  patient  may  be  eligible  for  home  health  service  under  both 
hospital  insurance  and  supplementary  medical  insurance.  All 
services  furnished  by  a  home  health  agency,  whether  provided 
directly  by  the  home  health  agency  or  under  arrangements  with 
others,  must  be  furnished  by  qualified  personnel.     The  following 
items  and  services  when  provided  by  the  home  health  agency,  or 
by  others  under  arrangements  with  the  home  health  agency,  are 
covered  under  both  programs. 

3118.1     Part-Time  or  Intermittent  Nursing  Care . --Nursing  care  is 
professional  nursing  service  provided  by  a  registered  professional 
nurse  preferably  a  qualified  public  health  nurse,  in  accordance 
with  a  physician's  orders,  or  the  practical  nursing  service  pro- 
vided by  a  licensed  practical  or  licensed  vocational  nurse  working 
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under  the  supervision  of  a  registered  professional  nurse.  (See 
Conditions  of  Participation  for  Home  Health  Agencies  for 
qualifications  required  for  nurses.) 

Part-time  or  intermittent  care  is  usually  service  for  a  few  hours 
a  day  several  times  a  week.     Occasionally,  service  for  a  full  day 
may  be  provided  for  a  short  period  when,  because  of  unusual 
circumstances,  neither  the  alternative  of  part-time  care  nor 
hospitalization  is  feasible. 

3118.2    Physical,  Occupational,  and  Speech  Therapy 

A.     Physical  Therapy . --Physical  therapy  is  service  provided  in 
accordance  with  a  physician's  orders  by  or  under  the  supervision 
of  a  qualified  physical  therapist. 

A  qualified  physical  therapist  is  an  individual  who  is  licensed,  or 
registered  by  the  State  when  licensure  laws  are  applicable,  and 
meets  the  following  criteria: 

1.  Graduation  from  a  physical  therapy  curriculum  approved 
by  the  American  Physical  Therapy  Association  from  1928  to  1936,  or 
by  the  Council  on  Medical  Education  and  Hospitals  of  the  American 
Medical  Association  from  1936  to  1960,  or  by  the  Council  on  Medical 
Education  of  the  American  Medical  Association  in  collaboration  with 
the  American  Physical  Therapy  Association  since  1960;  or 

2.  Membership  in  the  American  Physical  Therapy  Association 
or  registration  by  the  American  Registry  of  Physical  Therapists;  or 

3.  If  the  physical  therapist  was  trained  outside  the  United 
States: 

a.  Graduation  since  1928  from  a  physical  therapy  curriculum 
approved  in  a  country  in  which  the  curriculum  was  located,  and  the 
curriculum  must  have  been  in  a  country  in  which  there  is  a  member 
organization  of  the  World  Confederation  for  Physical  Therapy;  and 

b.  Membership  in  a  member  organization  of  the  World 
Confederation  for  Physical  Therapy;  and 

c.  Completion  of  1  year's  experience  under  the  supervision  of 
an  active  member  of  the  American  Physical  Therapy  Association;  and 

d.  Successful  completion  of  a  qualifying  examination  as 
prescribed  by  the  American  Physical  Therapy  Association. 
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An  individual  who  graduated  from  any  school  before  its  physical 
therapy  curriculum  was  approved  by  the  appropriate  organization 
mentioned  in  1.  above  is  not  a  qualified  physical  therapist  unless, 
of  course,  he  is  a  member  of  the  American  Physical  Therapy 
Association  or  is  registered  by  the  American  Registry  of  Physical 
Therapists . 

B.  Speech  Therapy ♦ --Speech  therapy,  that  is^  stnfic©  iti  Sp©Csch 
pathology  or  audiology,  is  service  provided  in  accordance  with  a 
physician's  orders  and  furnished  by  or  under  the  supervision  of  a 
qualified  speech  therapist. 

A  qualified  Speech  Therapist  is  an  individual  who  is  certified  by 
the  American  Speech  and  Hearing  Association,  or  who  has  completed 
the  academic  requirements  and  is  in  the  process  of  accumulating 
the  necessary  supervised  work  experience  required  for  such 
certification.     (The  term  "speech  therapist"  includes  a  speech 
pathologist . ) 

C.  Occupational  Therapy . --Occupational  therapy  is  service  given 
in  accordance  with  a  physician's  orders  and  by  or  under  the  super- 
vision of  a  qualified  occupational  therapist. 

A  qualified  Occupational  Therapist  is  an  individual  who  is 
registered  by  the  American  Occupational  Therapy  Association  or  is 
a  graduate  of  a  program  in  such  therapy  approved  by  the  Council 
on  Medical  Education  of  the  American  Medical  Association  in 
collaboration  with  the  American  Occupational  Therapy  Association, 
and  is  engaged  in  the  required  supervised  clinical  experience 
period  prerequisite  to  the  registration  by  the  American 
Occupational  Therapy  Association. 

An  Occupational  Therapy  Assistant  is  an  individual  who  works 
under  the  supervision  of  a  qualified  occupational  therapist  and 
has  successfully  completed  a  training  course  approved  by  the 
American  Occupational  Therapy  Association  and  is  certified  by  that 
body  as  a  certified  occupational  therapy  assistant. 

3118.3    Medical  Social  Services . --These  services  must  be  under  the 
direction  of  a  physician  and  must  be  given  by  or  under  the  super- 
vision of  a  qualified  medical  or  psychiatric  social  worker. 

A  qualified  medical  or  psychiatric  social  worker  is  an  individual 
who  is  a  graduate  of  a  school  of  social  work  accredited  by  the 
Council  on  Social  Work  Education,  and  who  has  had  social  work 
experience  in  a  hospital,  outpatient  clinic,  medical  rehabilita- 
tion, or  medical  care  program. 
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A  social  work  assistant  is  an  individual  who  works  under  the 
supervision  of  a  qualified  medical  or  psychiatric  social  worker, 
and  has  a  baccalaureate  degree,  and  has  received  or  is  receiving 
on-the-job  training  in  medical  social  service  tasks  and  assign- 
ments from  the  agency. 


3118.4    Part-Time  or  Intermittent  Services  of  a  Home  Health  Aide. 
The  services  of  a  home  health  aide  are  directed  toward  the  personal 
care  of  a  patient  and  are  given  in  accordance  with  a  physician's 
orders  and  under  the  supervision  of  a  registered  professional  nurse, 
or,  if  appropriate,  a  physical,  speech,  or  occupational  therapist. 
The  assignment  of  a  home  health  aide  to  a  particular  case  must  be 
made  in  accordance  with  a  plan  of  treatment.    The  specific  personal 
care  services  to  be  provided  by  the  home  health  aide  must  be 
determined  by  a  registered  professional  nurse,  and  not  by  the  home 
health  aide. 


The  duties  performed  are  essentially  personal  health  care  for  the 
patient,  i.e.,  helping  the  patient  to  bathe,  get  in  and  out  of  bed 
and  exercise,  retraining  the  patient  in  the  necessary  household 
skills,  assisting  him  with  medications  that  ordinarily  are  self- 
administered  and  which  have  been  specifically  ordered  by  a 
physician,  and  performing  incidental  household  services  which  are 
essential  to  the  patient's  health  care  at  home  and  necessary  to 
prevent  or  postpone  institutionalization.    The  discussion  of 
"part-time  or  intermittent"  services  in  3118.1  above  is  also 
applicable  to  home  health  aides. 

3118.5    Medical  Supplies  (Except  for  Drugs  and  Biologicals)  and 
the  Use  of  Medical  Appliances . --Medical  supplies  are  items  which 
are  essential  to  enable  the  home  health  agency  to  carry  out 
effectively  in  the  home  the  kinds  of  care  which  the  physician  has 
ordered.    Medical  supplies  include  (but  are  not  limited  to) 
gauze,  cotton,  adhesive  bandage,  surgical  dressings,  catheters, 
surgical  gloves,  rubbing  alcohol,  irrigating  solutions,  intravenous 
fluids,  and  oxygen. 

Medical  appliances  are  items  owned  or  rented  by  the  home  health 
agency  and  loaned  to  the  patient  to  facilitate  his  treatment  and 
rehabilitation.    They  include,  but  are  not  limited  to,  such  items 
as  bedpans,  wheelchairs,  crutches,  hospital  beds,  trapeze  bars, 
oxygen  tents,  intermittent  positive  pressure  machines,  and  air 
pressure  mattresses. 

Drugs  and  biologicals  are  excluded  from  coverage  as  items  or 
services  administered  by  home  health  agencies,  under  either 
hospital  insurance  or  medical  insurance.    They  may,  in  certain 
cases,  be  covered  under  medical  insurance,  when  administered  by 
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a  physician  as  a  part  of  his  professional  services  and  are  not 
capable  of  being  self -administered. 

3118.6  Services  of  Interns  and  Residents. — Home  health  services 
include  the  medical  services  of  interns  and  residents-in-training 
under  an  approved  hospital  teaching  program  (if  the  agency  has  an 
affiliation  with  or  is  under  common  control  of  a  hospital  provid- 
ing such  medical  services).    "Approved"  means  approved  by  the 
Council  on  Medical  Education  of  the  American  Medical  Association, 
or  in  the  case  of  an  osteopathic  hospital,  the  Committee  on  Hos- 
pitals of  the  Bureau  of  Professional  Education  of  the  American 
Osteopathic  Association,  and,  in  the  case  of  an  intern  or  resident- 
in-training  in  the  field,  of  dentistry,  approved  by  the  Council  on 
Dental  Education  of  the  American  Dental  Association.  Reimbursement 
is  provided  under  Part  B  for  other  services  hospital  interns  and 
residents  furnish  to  beneficiaries  receiving  home  health  services. 

3118.7  Outpatient  Services. — Outpatient  services  includes  any  of 
the  items  or  services  described  above  which  are  provided  under 
arrangements  on  an  outpatient  basis  at  a  hospital,  extended  care 
facility,  rehabilitation  center,  or  outpatient  department  affili- 
ated with  a  medical  school,  and  (1)  which  require  equipment  not 
readily  available  at  the  patient's  place  of  residence  or  (2)  which 
are  furnished  while  he  is  at  the  facility  to  receive  the  services 
described  in  (1).    The  hospital,  extended  care  facility,  or  out- 
patient department  affiliated  with  a  medical  school  must  all  be 
qualified  providers  of  services.    However,  there  are  special 
provisions  for  the  use  of  the  facilities  of  rehabilitation  centers 
(see  §  3025.3).    The  cost  of  transporting  an  individual  to  a 
facility  cannot  be  reimbursed. 

3120.    CONDITIONS  FOR  COVERAGE  FOR  HOME  HEALTH  SERVICES  UNDER  BOTH 
HOSPITAL  AND  MEDICAL  INSURANCE 

3120.1  Patient  Must  be  Under  Care  of  a  Physician. — Items  and 
services  must  be  furnished  to  an  individual  who  is  under  the  care 
of  a  physician.    This  physician  may  be  the  patient's  private 
physician;  or,  a  physician  on  the  staff  of  the  home  health  agency; 
or  a  physician  working  under  an  arrangement  with  the  institution 
which  is  the  patient's  residence;  or  if  the  agency  is  hospital- 
based,  a  physician  on  the  hospital  or  agency  staff.    The  attending 
physician  establishes  the  plan  of  treatment  and  also  certifies  to 
the  necessity  for  home  health  services. 

3120.2  Services  Must  be  Furnished  by  Agency. — Items  and  services 
must  be  furnished  by  a  participating  home  health  agency  or  by 
others  under  arrangements  made  by  the  agency.    (See  §  3025.2  for 
definition  of  "under  arrangements.") 
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3120,3    Services  Must  Be  Furnished  Under  A  Plan. — Items  and 
services  must  be  furnished  under  a  plan  established  and  periodically 
reviewed  by  a  physician  and  which  relates  the  items  and  services 
to  the  patient's  condition,    A  plan  is  "established"  when  it  is 
reduced  to  writing  by  the  physician  and  is  made  available  to  the 
home  health  agency  which  has  accepted  the  patient  as  a  client*  The 
plan  must  specify  the  types  of  services  required  and  should,  as  far 
as  possible,  provide  a  long-range  forecast  of  likely  changes  in  the 
patient's  condition.    It  should  include  diagnosis,  when  and  what 
nursing  services  are  needed,  drugs  and  medications  to  be  used,  diet, 
activity  permitted,  rehabilitation,  therapy  needed,  medical  eocial 
services  needed,  home  health  aide  services  needed,  and  supplies  and 
appliances  needed. 

The  plan  must  be  signed  by  the  attending  physician  and  incorporated 
into  the  agency's  permanent  record  for  the  patient.    Any  changes 
must  be  made  in  writing  and  signed  by  the  physician  or  by  a  regis- 
tered professional  nurse  on  the  staff  of  the  agency  pursuant  to  the 
physician's  oral  orders.    All  changes  in  orders  for  dangerous  drugs 
and  narcotis  must  be  signed  by  the  physician. 

The  plan  must  be  reviewed  by  the  attending  physician,  in  consulta- 
tion with  agency  professional  personnel,  at  such  intervals  as  the 
severity  of  the  patient's  illness  requires  but  at  least  every  two 
months.    Each  review  of  a  patient's  plan  should  contain  the  initials 
of  the  physician  and  show  the  date  performed.    The  agency's  record 
need  not  be  forwarded  to  the  intermediary  for  review  but  will  be 
retained  in  the  agency's  file. 

When  an  individual  has  coverage  under  both  Part  A  and  Part  B,  home 
health  plans  under  both  Parts  should  not  operate  concurrently.  For 
example,  a  plan  of  treatment  is  established  after  hospitalization 
for  a  condition  for  which  the  patient  was  hospitalized,  and  the 
patient  later  requires  home  health  services  for  a  condition 
unrelated  to  the  previous  hospitalization  but  while  the  original 
plan  of  treatment  is  still  in  effect.    The  original  plan  of  treat- 
ment should  be  modified  to  take  into  account  the  required  home 
health  services  for  the  condition  not  related  to  previous  hospitali- 
zation.   Otherwise,  there  would  be  administrative  difficulties  in 
counting  home  health  visits,  particularly  if  two  home  health  agencies 
became  involved.    Of  course,  if  the  patient  does  not  have  Part  B 
coverage,  the  original  plan  of  treatment  cannot  be  modified  to 
provide  home  health  services  not  related  to  prior  hospitalization. 
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When  benefits  under  hospital  insurance  have  been  exhausted  and  a 
change  to  benefits  under  medical  insurance  is  made,  it  is  not 
necessary  for  the  physician  to  change  the  plan  of  treatment, 

3120. U    Services  Furnished  on  a  Visiting  Basis, — Items  and  services 
must  be  furnished  on  a  visiting  basis  in  the  place  of  residence 
used  as  the  individual's  home.    There  must  be  a  medical  judgment 
that  the  patient  must  be  confined  for  health  reasons,  and  requires 
home  health  services  on  a  part-time  or  intermittent  visiting  basis, 
even  though  the  patient  may  be  ambulatory  to  some  extent  and  may 
on  occasion  be  able  to  leave  his  place  of  residence  with  or  without 
aid. 

If  the  services  cannot  be  provided  at  the  patient's  residence, 
because  they  require  equipment  which  cannot  be  made  available  in  the 
patient's  home,  they  may  be  provided  elsewhere  (see  §  3025,2. A. 3. 
and  i  3118.7). 


3121.    SPECIAL  CONDITIONS  FOR  COVERAGE  OF  HOME  HEALTH  SERVICES  UNDER 
HOSPITAL  INSURANCE 

In  addition  to  the  conditions  listed  in  1  3120,  the  following  condi- 
tions must  be  met  for  coverage  under  hospital  insurance. 

3121.1    Time  Limitation  for  Establishment  of  Plan.— The  plan  for 
home  health  services  must  be  established  within  lh  days  after  dis- 
charge from  a  hospital  of  which  the  beneficiary  was  an  inpatient  for 
at  least  3  consecutive  days  or,  from  a  covered  stay  in  a  participating 
extended  care  facility  (see  §  3020  for  definition  of  extended  care 
facility).    It  should  be  noted  that  for  purposes  of  determining  the 
LU-day  period  specified  in  this  section  the  day  of  discharge  is 
counted  as  an  inpatient  day.    However,  in  determining  the  3 -day  period 
the  day  of  admission  but  not  the  day  of  discharge  is  counted  as  an 
inpatient  day.    The  discharge  from  the  hospital  which  is  required  to 
qualify  home  health  services  for  payment  under  hospital  insurance  must 
occur  after  June  30,  1966,  and  in  a  month  in  which  the  patient  has 
attained  age  65.    Since  the  extended  care  facility  discharge  must  be 
from  a  covered  stay,  it  must  occur  after  December  31>  1966. 

There  must  be  an  actual  discharge  from  a  hospital  or  extended  care 
facility.    If,  for  example,  a  patient  is  discharged  from  an  approved 
care  facility  to  another  section  of  the  facility  which  he  uses  as 
his  home,  he  may,  if  otherwise  eligible,  receive  home  health  services. 
If,  however,  a  nursing  home  approved  as  an  extended  care  facility  has 
no  separate  wing  or  building  for  use  as  a  place  of  residence  after 
discharge,  the  individual  will  be  considered  as  still  an  inpatient  of 
the  extended  care  facility  and  consequently  cannot  receive  home  health 
services. 
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3121.2  Related  Illness  or  Impairment.  —In  order  for  home  health 
services  to  be  covered  under  hospital  Insurance,  a  doctor  must 
certify  that  the  patient  needs  intermittent  nursing  care  or  physical 
or  speech  therapy  for  any  condition  for  which,  he  was  receiving 
inpatient  hospital  or  extended  care  services. 

3121.3  Transfer  of  Patient.— If  it  becomes  necessary  for  the  patient 
to  transfer  to  a  different  physician  or  home  health  agency  (in  a 
different  locality)  after  the  timely  establishment  of  a  physician's 
plan  requirement  was  met,  the  original  plan  may  be  continued  in  the 
new  locality  if: 

A.    There  is  a  referral  by  the  patient's  physician  in  the  old 
locality  of  both  the  patient  and  the  plan  to  a  physician  in  the  new 
locality. 

8.    The  patient's  physician  in  the  new  locality  accepts  the 
original  plan  of  treatment  and  assumes  the  responsibility  of  con- 
ducting the  required  periodic  reviews  of  the  plan.    The  plan  could, 
of  course,  be  modified  from  time  to  time  as  determined  necessary 
by  the  patient's  physician  in  the  new  locality. 

C.    A  participating  home  health  agency  in  the  new  locality 
accepts  the  patient. 

The  number  of  posthospital  home  health  visits  already  used  in  the  old 
locality  in  the  (applicable)  year  would  be  taken  into  account  in 
determining  when  the  limit  of  100  visits  under  the  hospital  plan  is 
reached* 

EXAMPLE*    A  health  insurance  beneficiary  has  received  UO  home  health 
visits  under  Part  A  when  it  is  decided  that  his  overall 
recovery  would  be  hastened  if  he  moved  to  a  relative's 
home  in  a  city  100  miles  away.    However,  the  physician 
who  established  and  is  reviewing  his  home  health  plan 
recommends  that  the  physical  therapy  treatments  he  has 
been  receiving  be  contitm@d.    A  physician  in  the  dists.«t 
city  concurs  and  agrees  to  take  responsibility  for 
continuance  of  the  plan.    When  the  patient  moves,  the 
plan  is  submitted  to  a  home  health  agency  in  the  city 
and  services  continue  as  before.    The  patient  is 
entitled  to  the  remaining  60  home  health  visits  in  the 
applicable  year  under  Part  A  at  bis  new  residence. 
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3122.  SPECIAL  CONDITIONS  FOR  COVERAGE  OF  HOME  HEALTH  SERVICES 
UNDER  SUPPLEMENTARY  MEDICAL  INSURANCE 

3122.1  Non -Eligibility  Under  Hospital  Insurance. —For  home 
health  services  to  be  covered  under  supplementary  medical  insurance, 
the  patient  must  be  currently  enrolled  in  the  medical  insurance 
plan  and,  where  the  home  health  services  to  be  provided  are  covered 
under  hospital  insurance,  not  be  eligible  to  receive  such  services 
under  hospital  insurance.    Where  a  patient  is  eligible  for  home 
health  services  which  are  covered  under  both  programs,  the  services 
are  chargeable  under  hospital  insurance.    When  the  benefits  payable 
under  hospital  insurance  are  exhausted,  he  may  then  utilize  the 
benefits  available  under  the  supplementary  medical  insurance  program. 
A  plan  covering  services  under  the  medical  insurance  program  must  be 
established  by  the  physician,  but  it  may  be  established  at  any  time. 

Prior  inpatient  care  in  a  hospital  or  extended  care  facility  is  not 
required  for  coverage  of  home  health  services  under  the  supplementary 
medical  insurance  plan. 

3122.2  Change  to  Medical  Insurance  Home  Health  Services  on  Change 
of  Residence.— A  patient  who  changes  residence  before  exhausting  his 
lOO  home  visits  under  hospital  insurance  can  receive  further  home 
health  services  only  under  the  medical  insurance  program  if  there  is 
no  further  eligibility  for  home  health  services  under  the  hospital 
insurance  plan.    This  might  occur,  for  example,  in  the  following 
situations : 

A.  The  physician  in  the  old  locality  terminates  the  posthospital 
home  health  plan,  or 

B.  There  is  no  physician  in  the  new  locality  who  agrees  to  accept 
both  the  patient  and  the  plan,  e.g.,  the  new  physician  wants  to 
establish  an  entirely  new  plan. 

For  coverage  under  medical  insurance  in  these  circumstances,  the  new 
physician  must  establish  a  new  plan. 

See  section  3121.3  for  conditions  under  which  home  health  services 
under  hospital  insurance  may  continue  in  the  new  locality. 

3123.  DURATION  OF  HOME  HEALTH  SERVICES 

Under  hospital  insurance  the  patient  is  entitled  to  up  to  100  visits 
in  the  1-year  period  following  the  most  recent  discharge  from  a  3 -day 
hospital  stay  or,  if  later,  in  the  1-year  period  after  a  discharge 
from  a  covered  stay  in  an  extended  care  facility.    It  is  important  to 
note  that  under  hospital  insurance,  coverage  extends  to  only  that 
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number  of  visits  (100  or  less)  as  are  furnished  after  the  beginning 
of  a  one  spell  of  illness  and  before  the  beginning  of  the  next. 
Both  the  "stay"  and  "timely  establishment  of  plan"  requirements  must 
be  met  in  the  new  spell  of  illness  to  provide  coverage  for  a  new 
series  of  home  health  visits. 

If  an  individual  is  released  from  a  hospital  and  has  a  timely  home 
health  plan  established,  his  subsequent  return  in  the  same  spell 
of  illness  to  a  hospital  for  a  period  of  3  or  more  days  or  to  a 
covered  stay  in  a  participating  extended  care  facility,  extends 
the  1-year  period  for  his  visits,  dated  from  the  most  recent  dis- 
charge.   The  total  number  of  visits  available  before  the  next  spell 
of  illness  begins  remains  unchanged. 

Hie  end  of  the  year  for  hospital  insurance  purposes  is  determined 
as  follows:    Count  36£  days  (366  when  February  29  is  included) 
beginning  with  the  later  of  the  following: 

a.  The  date  of  discharge  after  June  30,  1966,  from  a  3-day 
stay  in  any  hospital,  or 

b.  The  date  of  discharge  after  December  31,  1966,  from  an 
extended  care  facility  stay  for  which  posthospital  extended  care 
benefits  were  payable  on  the  patient's  behalf. 

Under  supplementary  medical  insurance  a  patient  is  entitled  to  100 
visits  in  a  calendar  year.    Entitlement  to  visits  under  supplementary 
medical  insurance  is  related  to  the  calendar  year  and  is  unaffected 
by  the  patient's  spell (s)  of  illness.    If  entitled  to  services  under 
both  hospital  insurance  and  supplementary  medical  insurance,  the 
visits  must  first  be  charged  against  the  hospital  insurance. 

The  end  of  the  year  under  medical  insurance  is  December  31. 

EXAMPLE:    1.    Jones  is  hospitalized  on  February  10  and  discharged 
on  March  l£,  1967 5  he  has  no  other  hospital  or  ex- 
tended care  facility  stay  in  1967,  or  1968.    He  has 
100  home  health  visits  beginning  the  latter  part  of 
March  and  ending  on  February  20,  1968.    All  100 
visits  are  paid  for  under  hospital  insurance  since 
the  1-year  period  runs  from  March  15,  1967,  the  date 
of  the  hospital  discharge,  to  March  Ik,  1968. 
Although  Jones'  spell  of  illness  ended  on  May  Ik 9 
1967,  60  days  after  the  hospital  discharge,  home 
health  eligibility  was  unaffected  since  a  new  spell 
of  illness  did  not  begin  subsequently. 
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EXAMPLE:    2.    Robinson  was  an  inpatient  in  a  hospital  four  times 

during  the  same  spell  of  illness,  i.e.,  there  was  no 
period  of  60  consecutive  days  during  which  he  was 
not  hospitalized.    He  was  discharged  from  the  hospital, 
which  meets  the  requirements  to  qualify  sub&squent 
home  health  services  for  payment  under  hospital 
insurance,  on  March  15,  1967,  May  11*,  1967,  July  13, 
1967,  and  September  12,  1967.    Each  hospital  stay 
was  for  at  least  3  consecutive  days  except  the  last 
one.    He  had  home  health  visits  beginning  with 
May  23,  1967,  based  on  a  plan  established  after  his 
hospital  discharge  of  May  Ik*    The  1-year  period  for 
home  health  services  under  hospital  insurance  began 
May  Ikf  1967,  the  date  of  his  most  recent  discharge 
(in  relation  to  the  first  home  health  visit  in  the 
spell  of  illness)  from  a  hospital  after  a  stay  of 
3  days;  it  can  end  no  later  than  July  13,  1968, 
1  year  after  the  latest  discharge  from  a  hospital 
stay  of  at  least  3  consecutive  days.    Thus,  in  some 
situations,  the  "1-year  period"  during  which  an 
individual  may  have  up  to  100  home  health  visits  may 
in  fact  exceed  a  year  overall. 

EXAMPLE:    3.    Smith  is  hospitalized  on  February  10  and  discharged 
on  March  1$.    He  reenters  the  hospital  on  July  U« 
He  had  30  home  health  visits  between  March  1$  and 
July  h*    Since  he  had  been  out  of  the  hospital  for 
more  than  60  days  after  his  discharge  on  March  15, 
a  new  spell  of  illness  began  on  July  U,  when  he 
reentered  the  hospital.    Therefore,  he  is  not  entitled 
to  any  additional  home  health  visits  under  hospital 
insurance  based  on  his  February-March  hospital  stay. 
However,  an  additional  100  home  health  visits  under 
hospital  insurance  may  begin  based  on  his  hospitali- 
zation beginning  July  k,  if  he  is  confined  for  at 
least  3  days.    If  it  is  for  less  than  3  days,  he  will 
not  qualify  for  home  health  visits  under  hospital 
insurance  in  the  new  spell  of  illness.    However,  if 
he  is  enrolled  in  the  supplementary  medical  insurance 
program  he  is  entitled  to  an  additional  100  visits 
under  Part  B  through  December  31,  subject  to  the 
deductible  provisions . 

EXAMPLE:    k»    Brown  is  discharged  from  a  hospital  on  February  15, 
1967,  after  a  3-day  stay.    He  begins  receiving  home 
health  visits  on  February  18,  1967.    He  has  until 
February  lh,  1968,  to  use  his  100  visits  under 


hospital  insurance.    In  July,  however,  he  receives 
his  100th  visit,  exhausting  the  number  of  visits  to 
which  he  is  entitled  under  hospital  insurance. 
Coverage  of  his  home  health  visits  may  continue  un- 
broken, if  he  is  enrolled  under  supplementary  medical 
insurance.    In  that  event,  he  may  receive  an  additional 
100  visits  under  medical  insurance  through  December. 
In  January   1968,  he  becomes  entitled  to  an  additional 
100  visits  under  supplementary  medical  insurance  for 
the  calendar  year  of  1968. 

3121*.    COUNTING  VISITS  UNDER  THE  HOSPITAL  AND  MEDICAL  PLANS 

The  number  of  visits  are  counted  in  the  same  manner  under  both  the 

hospital  plan  and  medical  plan* 

312 U.l    Visit  Defined. — A  visit  is  a  personal  contact  in  the  place 
of  residence  of  a  patient  made  for  the  purpose  of  providing  a 
covered  service  by  a  health  worker  on  the  staff  of  the  home  health 
agency  or  by  others  under  contract  or  arrangement  with  the  home 
health  agency;  or  a  visit  by  a  patient  on  an  outpatient  basis  to 
a  hospital,  extended  care  facility,  or  rehabilitation  center,  or 
outpatient  department  affiliated  with  a  medical  school  when 
arrangements  have  been  made  by  the  home  health  agency  for  one  or 
more  of  the  covered  services.    (See  §§  302£ff.) 

3121*.  2    Counting  Visits.  —  If  a  visit  is  made  simultaneously  by  two 
or  more  persons  from  the  home  health  agency  to  provide  a  single 
service,  for  which  one  person  supervises  or  instructs  "toe  other, 
it  is  counted  as  one  visit.    (See  example  1.)    If  one  person  visits 
the  patient1 s  home  more  than  once  during  a  day  to  provide  services, 
each  visit  is  recorded  as  a  separate  visit  (see  example  2).    If  a 
visit  is  made  by  two  or  more  persons  from  the  home  health  agency 
for  the  purpose  of  providing  separate  and  distinct  types  of  ser- 
vices, each  is  recorded — i.e.,  two  or  more  visits  (see  example  3 )• 
If  the  patient  is  taken  elsewhere  for  the  service  because  the 
service  could  not  be  furnished  in  his  residence,  one  visit  is 
counted  for  each  service  he  receives  (see  example  !*)• 

EXAMPLES:    1.    If  an  occupational  therapist  and  an  occupational 
therapy  assistant  visit  the  patient  together  to 
provide  therapy  and  the  therapist  is  there  to 
supervise  the  assistant,  one  visit  is  counted. 

2.    If  a  nurse  visits  the  patient  in  the  morning  to 
dress  a.  wound  and  later  must  return  to  replace  a 
cathew* ,  two  visits  are  counted. 

3»    If  the  therapist  visits  the  patient  for  treatment 
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in  the  morning  and  the  patient  is  later  visited  by 
the  assistant  for  additional  treatment,  two  visits 
are  counted. 

k*    If  an  individual  is  taken  to  a  hospital  to  receive 
outpatient  therapy  that  could  not  be  furnished  in 
his  own  home  (e.g.,  hydrotherapy)  and,  while  at  the 
hospital  receives  speech  therapy  and  other  services, 
two  or  more  visits  would  be  charged. 

5.    Many  home  health  agencies  provide  home  health  aide 
services  on  an  hourly  basis  (ranging  from  1  to  8 
hours  a  day).    However,  in  order  to  allocate  visits 
properly  against  a  patient's  maximum  allowable 
visits,  home  health  aide  services  are  to  be  counted 
in  terms  of  visits.    Thus,  regardless  of  the  number 
of  continuous  hours  a  home  health  aide  spends  in  a 
patient1  s  home  on  any  given  day,  one  "visit"  is 
counted  for  each  such  day.    If,  in  a  rare  situation, 
a  home  health  aide  visits  a  patient  for  an  hour  or 
two  in  the  morning,  and  again  for  an  hour  or  two  in 
the  afternoon,  two  visits  are  counted. 

Under  both  hospital  insurance  and  supplementary  medical  insurance, 
visits  count  toward  the  100- vis it  maximums  only  if  payment  was 
made  for  the  visits  by  the  program  or,  if  payment  would  be  made  if 
requested  by  the  patient,  and  the  certification  requirements 
(§§  3326ff . )  were  met.    Visits  by  personnel  other  than  those 
providing  covered  services  are  not  counted.    Salaries  of  personnel 
employed  by  the  agency  to  assist  in  overall  operation  of  the 
program  (e.g.,  a  nutritionist)  may  be  taken  into  consideration  in 
computing  overhead  costs  of  the  agency  when  claiming  reimbursement. 

An  important  item  to  remember  about  visits  under  supplementary 
medical  insurance;    Visits  provided  a  patient  during  the  period  in 
which  he  is  incurring  sufficient  expenses  to  satisfy  the  deductible 
will  count  toward  the  100- visit  maximum,  even  though  reimbursement 
is  not  possible  because  the  $50  deductible  has  not  been  satisfied. 

312^.    SPECIFIC  EXCLUSIONS  FROM  COVERAGE  AS  HOME  HEALTH  SERVICES 
In  addition  to  the  general  exclusions  from  coverage  under  health 
insurance  listed  in  §§315>Off the  following  are  also  excluded  from 
coverage  as  home  health  services: 

A.    Services  or  items  which  would  not  be  paid  for  if  provided 
to  an  inpatient  of  a  hospital,  such  as  private-duty  nursing  service, 
or  items  of  comfort  which  are  not  necessary  for  treatment,  e.g., 
television. 

*$6 
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B.  Meals-on-wheels  or  similar  food  service  arrangements* 

C.  Domestic  or  housekeeping  services  which  are  unrelated  to 
patient  care. 

D.  Transportation  services,  e.g.,  from  place  of  residence  to 

a  facility  to  receive  home  health  services  on  an  outpatient  basis. 

3130.    COVERAGE  OF  POSTHOSPITAL  EXTENDED  CARS  SERVICES  (TO  BE 
COMPLETED  IN  GREATER  DETAIL  LATER) 

A.  Effective  Date  for  Extended  Care  Services.    Benefits  for 
posthospital  extended  care  services  will  first  be  available  for 
services  furnished  on  or  after  January  1,  196?.    In  addition,  the 
discharge  from  the  period  of  hospitalization  required  to  qualify 
for  extended  care  benefits  must  occur  on  or  after  7/1/66. 

B.  Benefit  Days.    Up  to  100  days  of  extended  care  services  are 
reimbursable  if  the  individual  was  a  hospital  inpatient  for  at 
least  3  consecutive  days  before  his  discharge  and  was  admitted  to 
the  extended  care  facility  within  lU  days  after  the  date  of  the 
hospital  discharge.    It  should  be  noted  that  for  purposes  of 
determining  the  lii-day  period  specified  in  this  section  the  day 
of  discharge  is  counted  as  an  inpatient  day.    However,  in  deter- 
mining the  3-day  period  the  day  of  admission  but  not  the  day  of 
discharge  is  counted  as  an  inpatient  day. 

C.  Services.    The  intermediary  will  m±mhmrm  a  participating 
extended  care  facility  forr 

1.  Nursing  care  provided  by  or  under  the  supervision  of  an 

RPN. 

2.  Room  and  board  in  connection  with  nursing  care. 

3.  Physical,  occupational,  or  speech  therapy  furnished  either 
by  the  extended  care  facility  or  by  others  under  arrangements  made 
with  them  by  the  facility. 

k»    Medical  social  services. 

3>.    Drugs,  biologicals,  supplies,  appliances,  and  equipment 
furnished  for  use  in  the  extended  care  facility  which  are  ordinarily 
furnished  by  such  facility  for  the  care  and  treatment  of  inpatients. 

6.    Medical  services  provided  by  an  intern  or  resident- in- 
training  (under  an  approved  teaching  program)  of  a  hospital  with 
which  the  facility  has  in  effect  a  transfer  agreement,  and  other 
diagnostic  or  therapeutic  services  provided  by  a  hospital  with 
which  the  facility  has  such  an  agreement  in  effect. 
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Reimbursement  is  provided  under  Part  B  for  other  services  hospital 
interns  and  residents  furnish  to  patients  of  an  extended  care 
facility. 

7.    Such  other  services  necessary  to  the  health  of  the 
patients  as  are  generally  provided  by  extended  care  facilities. 

Items  or  services  which  would  not  be  included  as  inpatient  hospital 
services  if  furnished  to  an  inpatient  of  a  hospital  are  excluded. 

31U5.    PROVIDER -BASED  PHYSICIANS'  SERVICES 

The  medical  insurance  program  covers  physicians'  services  rendered 
to  individual  beneficiaries  in  or  out  of  the  hospital.    The  charges 
of  provider-based  physicians  (e.g.,  those  on  salary)  including 
radiologists,  anesthesiologists,  pathologists,  physiatrists,  and 
others  for  services  directed  to  the  medical  care  of  the  individual 
patient  must  be  specially  billed  either  by  the  physician  or  by  the 
hospital  on  his  behalf.    However  billed,  reimbursement  is  made  on 
a  reasonable  charge  basis  by  the  supplementary  medical  insurance 
(Part  B)  intermediary.    Thus  the  charges  for  physicians'  services 
rendered  individual  beneficiaries  are  allocated  to  the  medical  in- 
surance program  and  distinguished  from  the  cost  of  hospital  services 
payable  under  either  the  hospital  or  medical  insurance  plan.  (See 
§  3o07  for  billing  by  hospitals  for  these  services.) 

Provider-based  physicians  often  perform  services  other  than  those 
clearly  directed  to  the  medical  care  of  individual  patients.  These 
may  involve  teaching  and  administrative  services,  and  services  that 
benefit  the  provider's  patients  as  a  group.    Such  physician  services, 
not  directly  related  to  an  individual  patient,  if  compensated,  must 
be  considered  in  computing  reimbursable  provider  costs  and,  as  such, 
will  be  reflected  in  amounts  payable  to  the  provider  for  services 
rendered  program  beneficiaries.    (Detailed  information  on  cost  com- 
putation is  contained  in  reimbursement  principles.) 
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31$0.    GENERAL  EXCLUSIONS 

No  payment  can  be  made  under  either  the  hospital  insurance  or  sup- 
plementary medical  insurance  programs  for  the  following  items  and 
services: 

3150 . 1  Items  and  services  which  are  not  reasonable  and  necessary 
for  the  diagnosis  or  treataent  of  illness  or  injury  or  to  improve 
the  functioning  of  a  malformed  body  member;  e.g.,  payment  cannot 
be  made  for  the  rental  of  a  special  hospital  bed  to  be  used  by  the 
patient  in  his  home  unless  it  was  a  reasonable  and  necessary  "part  of 
the  patient's  treatment.    Likewise,  such  potential  personal  comfort 
items  and  services  as  massages  and  heat  lamp  treatments  are  not 
covered  unless  they  contribute  meaningfully  to  the  treatment  of  an 
illness  or  injury,  or  the  functioning  of  a  malformed  body  organ. 

3150.2  Items  And  Services  For  Which  There  Is  No  Legal  Obligation 
To  Pay.— This  exclusion  does  not  apply  if  the  patient  has  a  legal 
obligation  to  pay,  or  some  other  person  or  organization  has  a  legal 
obligation  to  pay  for  or  provide  the  items  or  services.  Thus, 
allowable  benefits  for  covered  items  and  services  would  be  paid  by 
the  program  even  though  the  same  services  were  covered  by  a  pre- 
payment plan.    Such  a  plan  might  be  a  health  insurance  policy.  This 
may  be  of  the  type  which  pays  money  toward  the  cost  of  services  or 
it  may  be  a  plan  that  organizes  and  maintains  its  own  facilities 
and  professional  supporting  staff. 

Free  services  are  excluded  from  coverage,  e.g.,  free  chest  X-rays 
provided  by  health  organizations.    In  applying  this  exclusion  the 
determining  factor  is  that  there  is  no  legal  obligation  to  pay 
for  the  items  or  services,  and  not  merely  the  fact  that  the  patient 
is  not  charged  because  of  other  considerations. 

This  exclusion,  therefore,  does  not  prohibit  program  payment  for 
services  rendered  to: 

A.  Members  of  religious  orders  who  are  not  charged  because  of 
a  vow  of  poverty; 

B.  Indigents  who  are  not  charged  because  of  their  inability  to 
pay; 

C.  The  patient  whose  need  for  services  resulted  from  the  act 
or  negligence  of  another  who  is  or  may  be  legally  liable  for  the 
patient's  medical  expenses.    The  existence  of  a  third  person's 
liability  does  not  affect  the  patient's  obligation  to  pay  for  the 
services  he  receives; 
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D.    Certain  residents  of  homes  for  the  aged.    Coverage  of  health 
services  furnished  to  a  resident  of  a  home  for  the  aged  depends  on  the 
arrangements  under  which  the  services  are  provided. 

1.  The  typical  relationship  between  the  proprietary  or  profit" 
making  home  and  the  residents  is  contractual*    The  home  agrees  to  fur- 
nish or  pay  for  certain  services,  including  health  services,  in 
return  for  certain  specified  payments  by  the  resident.    Other  services 
not  specified  in  the  agreement  must  be  paid  for  by  the  resident.  Thus, 
payment  can  be  made  under  the  health  insurance  program  for  services 
received  by  the  resident  of  such  a  home  since  the  individual  or  the 
home  has  a  legal  obligation  to  pay  for  or  provide  the  services. 

2.  Nonprofit  homes  are  generally  operated  by  religious  or 
fraternal  organizations.    "While  these  homes  are  subsidized  to  a 
greater  or  lesser  degree,  the  resident  is  ordinarily  required  to  con- 
tribute to  the  cost  of  his  maintenance  and  health  care  to  the  extent 
that  he  is  able.    For  example,  the  resident  is  usually  required  to 
assign  to  the  home  assets  and/or  income  at  the  time  of  admission. 
Where  this  is  the  case,  payment  may  be  made  under  the  program  for 
covered  services  furnished  the  resident  whether  or  not  his  circumstances 
permitted  him  to  pay  anything  at  all  for  his  care. 

However,  where  all  services  are  furnished  by  the  home  on  a  purely 
charitable  basis  (i.e.,  no  payment  is  accepted  from  residents  regard- 
less of  their  ability  to  pay),  payment  could  not  be  made  under  the 
health  insurance  program  for  items  and  services  furnished  by  the 
home.    In  this  situation,  however,  payment  could  be  made  for  services 
furnished  by  a  source  independent  of  the  home  if  that  source  customarily 
charges  for  such  services.    Thus,  payment  could  be  made  for  services 
furnished  by  an  independent  hospital  to  which  a  resident  of  the  home 
is  sent,  or  for  home  health  services  furnished  by  an  independent  agency, 
or  for  the  services  of  a  physician  who  is  not  an  employee  of  the  home. 

3.  Certain  union  homes  accept  no  payment  from  residents  regard- 
less of  their  ability  to  pay.    Payment  may,  nevertheless,  be  made  for 
services  provided  by  such  homes  where  admission  to  the  home  and  access 
to  the  services  is  a  matter  of  right  for  union  members  who  meet  the 
necessary  qualifications. 

lu    Homes  for  Members  of  Religious  Orders.— Many  religious  orders 
maintain  homes  similar  to  retirement  homes  to  care  for  members  who 
become  ill  or  infirm.    Since  members  of  the  order  are  under  a  vow  of 
poverty,  there  is  no  charge  made  by  the  home  for  this  care.  Although 
these  services  are  furnished  in  a  setting  that  would  not  ordinarily  be 
expressed  in  terms  of  a  legal  obligation,  the  order  has  an  obligation 
to  care  for  its  members  who  have  rendered  lifelong  services.  Thus, 
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payment  may  be  made  for  services  furnished  in  these  hemes,  whether 
they  are  furnished  by  the  home  itself  or  by  independent  sources 
that  customarily  charge  for  their  services. 

3150.3    Items  and  services  which  are  paid  for  by  a  governmental 
entity  other  than  under  the  Social  Security  Act  or  under  a  health 
benefits  or  insurance  plan  for  employees  of  the  governmental  entity. 
The  Secretary  of  Health,  Education,  and  Welfare  may  specify  other 
exceptions  to  this  exclusion.    The  Secretary  has  approved  payment 
for  items  and  services  (otherwise  covered)  even  though  provided 
free,  If 

A.  Furnished  in  or  by  participating  State  or  local  Government- 
operated  hospitals,  including  psychiatric  and  tuberculosis  hospi- 
tals, where  the  hospital  is  a  general  or  special  hospital  serving 
the  general  community; 

B.  paid  for  by  a  State  or  local  governmental  entity  and 
furnished  an  individual  as  a  means  of  controlling  infectious 
diseases  or  because  of  the  individual's  medical  indigence.  These 
services  need  not  be  furnished  in  a  hospital.    Thus,  payment  may  be 
made  for  items  and  services  furnished  by  a  Government-operated 
home  for  the  aged  to  the  indigent  aged  of  the  community.  Such 
items  and  services  would  be  covered  whether  supplied  directly  by 
the  home  or  purchased  by  it  from  independent  physicians  and 
hospitals. 

3150. U    Items  and  Services  Which  Are  Not  Provided  within  the 
United  States  (except  for  emergency  inpatient  hospital  services 
furnished  outside  the  United  States  under  the  conditions  described  in 
section  3013 »  and  payment  on  behalf  of  railroad  beneficiaries  for 
covered  hospital  insurance  services  furnished  in  Canadian  hospitals.) 
The  United  States  includes  the  50  States,  the  District  of  Columbia, 
the  Commonwealth  of  Puerto  Rico,  the  Virgin  Islands,  Guam,  and 
American  Samoa. 

3150.5  Items  and  Services  Which  Are  Required  as  a  Result  of  War>  or 
an  act  of  war,  occurring  after  the  effective  date  of  the  patient's 
current  coverage. 

3150.6  Personal  Comfort  Items. — These  are  items  which  do  not  con- 
tribute meaningfully  to  the  treatment  of  an  illness  or  injury  or 
the  functioning  of  a  malformed  body  member.    Charges  for  special 
items  requested  by  the  patient  such  as  radio,  television,  telephone, 
and  air  conditioner,  and  beauty  and  barber  services  are  excluded 
from  coverage.    Items  such  as  heat  lamp  treatments  and  massages  are 
covered  only  when  ordered  by  a  physician. 
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3150.7  Routine  physical  checkups,  eyeglasses  or  eye  examinations 
for  the  purpose  of  prescribing,  fitting,  or  changing  eyeglasses, 
hearing  aids  or  related  examinations,  or  immunizations.  Routine 
physical  checkups  include  (a)  examinations  performed  without 
relationship  to  treatment  or  diagnosis  of  a  specific  illness, 
symptom,  complaint,  or  injury,  and  (b)  examinations  required  by 
third  parties  such  as  insurance  companies,  business  establishments, 
or  Government  agencies. 

The  exclusions  apply  to  eyeglasses  or  contact  lenses,  and  eye 
examinations  solely  for  the  purpose  of  prescribing,  fitting,  or 
changing  eyeglasses  or  contact  lenses  for  refractive  errors.  The 
exclusions  do  not  apply  to  examinations  performed  in  conjunction 
with  an  eye  disease  such  as  glaucoma  or  cataracts,  or  to  post- 
surgical eyeglasses  which  are  customarily  used  during  convalescence 
from  eye  surgery,  or  to  prosthetic  lenses  required  by  the  aphakic 
patient.    In  the  last  situation,  the  prosthetic  lens  is  a  replace- 
ment for  an  internal  body  organ— the  lens  of  the  eye. 

Vaccinations  or  inoculations  are  excluded  as  "immunizations"  unless 
they  are  directly  related  to  the  treatment  of  an  injury  or  direct 
exposure  such  as  antirabies  treatment,  tetanus  antitoxin  or  booster 
vaccine,  botulin  antitoxin,  antivenin  sera,  or  immune  globulin. 

3150.8  Orthopedic  shoes  or  other  supportive  devices  for  the  feet. 
The  exclusion  of  orthopedic  shoes  does  not  apply  to  such  shoes  if 
they  are  integral  parts  of  leg  braces. 

3150.9  Custodial  Care.— The  custodial  care  exclusion  precludes 
payment  for  patient  care  which  primarily  requires  protective 
services  rather  than  definitive  medical  and  skilled  nursing  care. 

3150.10  Cosmetic  Surgery  or  Expenses  Incurred  in  Connection  With 
Such  Surgery.— Cosmetic  surgery  includes  any  surgical  procedure 
directed  at  improving  appearance,  except  when  required  for  the  prompt 
(as  soon  as  medically  feasible)  repair  of  accidental  injury  or  for 
the  improvement  of  the  functioning  of  a  malformed  body  member.  For 
example,  this  exclusion  does  not  apply  to  surgery  in  connection  with 
treatment  of  severe  burns  or  repair  of  the  face  following  a  serious 
automobile  accident  or  surgery  for  therapeutic  purposes,  which 
coinciden tally  also  serves  some  cosmetic  purpose. 

3150.11  Charges  Imposed  by  Immediate  Relatives  of  the  Patient  or 
Members  of  his  Household".  — 
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A,  Members  of  the  patient's  household  means  those  persons  sharing 
a  common  abode  with  the  patient  as  part  of  a  single  family  unit, 
including  those  related  by  blood  or  marriage  as  well  as  domestic 
employees  and  others  who  live  together  as  part  of  a  single  family  unit, 
A  mere  roomer  or  boarder  is  not  included. 

B.  Immediate  relative  as  used  in  this  exclusion  means  spouse , 
father,  mother,  son,  daughter,  brother  or  sister— by  blood,  marriage 
or  adoption.    Where  a  business  enterprise  imposes  the  charge,  a 
determination  must  be  made  as  to  whether  the  firm  in  fact  represents 
an  individual  within  these  relationships.    If  an  individual  proprie- 
torship is  involved,  the  proprietor  will  be  considered  the  individual 
imposing  the  charge.    A  corporation  is  a  separate  legal  entity  which 
cannot  be  a  member  of  a  household  or  an  immediate  relative.  Charges 
imposed  by  a  partnership  do  not  fall  within  the  exclusion  unless  all  of 
the  paxtxmrs  are  within  the  designated  relationships  to  the  patient* 

3150.12  Items  and  services  in  connection  with  the  care,  treatment, 
filling,  removal,  or  replacement  of  teeth  or  structures  directly 
supporting  the  teeth.    Payment  may  be  made,  however,  for  (a)  surgery 
related  to  the  jaw  or  any  structure  continguous  to  the  jaw,  or  (b) 
the  reduction  of  any  fracture  of  the  jaw  or  any  facial  bone,  including 
dental  splints  or  other  appliances  used  for  this  purpose. 

3150.13  Items  and  services  to  the  extent  that  payment  has  been  made, 
or  can  reasonably  be  expected  to  be  made  for  items  or  services  under  a 
workmen* 8  compensation  law  or  plan  of  the  United  States  or  a  State. 
Payments  made  for  items  and  services  under  the  health  insurance  program 
are  subject  to  repayment  to  the  appropriate  trust  fund  if  notice  or 
information  is  received  that  payment  has  been  made  for  the  items  and 
services  under  a  workmen's  compensation  plan.    (See  §§  3U07ff» 

3150. lU  Items  and  services  which  the  provider  is  obligated  by  a  law 
of  or  because  of  a  contract  with  the  Federal  Government  to  render  at 
public  expense. 

3150.15    Items  and  services  furnished  by  a  Federal  provider  of 
services  or  other  Federal  agency  except  (a)  for  emergency  inpatient 
hospital  services  and  emergency  outpatient  hospital  diagnostic  ser- 
vices furnished  by  a  Federal  hospital  meeting  the  requirements  of 
section  3013 >  or  (b)  when  the  Federal  provider  of  services  has  been 
determined  by  the  Secretary  of  Health,  Education,  and  Welfare  to  be 
providing  services  to  the  public  generally  as  a  community  institution 
or  agency. 
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Inpatient  Hospital    -  Deductibles  and  Coinsurance 
3201.    INPATIENT  HOSPITAL  DEDUCTIBLE 

The  deductible  amount  applicable  to  inpatient  hospital  services  for 
which  the  patient  is  responsible  is  $UO  in  each  spell  of  illness. 
This  amount  is  subject  to  change  but  not  before  1969*    Each  year 
beginning  in  1968,  the  Secretary  will  determine  the  amount  of  the 
deductible  applicable  for  succeeding  years  on  the  basis  of  the 
relationship  between  the  average  amount  paid  per  day  for  inpatient 
hospital  services  during  the  preceding  year  and  the  rate  for  1966* 
The  figure  thus  derived  will  be  rounded  to  the  nearest  multiple  of  $k 
(or  if  it  is  midway  between  two  multiples  of  $h,  to  the  next  higher 
multiple  of  $k)»    The  year  in  which  the  patient's  spell  of  illness 
begins  determines  the  deductible  amount  applicable  in  his  case. 

The  deductible  is  satisfied  only  by  charges  for  covered  services. 
Expenses  for  covered  services  count  toward  the  deductible  on  an 
incurred  rather  than  paid  basis. 

If  the  hospital's  customary  charges  for  initial  inpatient  hospital 
services  rendered  a  patient  during  a  spell  of  illness  are  more  than 
the  actual  charges  to  the  patient,  but  neither  exceeds  the  $U0 
inpatient  hospital  deductible,  the  customary  charge  will  be  used  in 
computing  the  amount  of  the  deductible  met.    (See  3101.1. C  for 
definition  of  customary  charges. )    A  reduction  in  benefit  days  result- 
ing from  confinement  in  a  tuberculosis  or  psychiatric  hospital  on  and 
immediately  preceding  the  date  of  entitlement  (see  310U)  does  not 
affect  the  amount  of  the  deductible  for  which  the  patient  is  responsi- 
ble.   The  deductible  amount  remains  at  $1*0. 

3203.  COINSURANCE 

The  patient  is  responsible  for  a  coinsurance  amount  of  one -fourth 
of  the  inpatient  hospital  deductible,  initially  $10,  for  each  day 
after  the  60th  day  and  through  the  90th  day  of  inpatient  hospital 
services  furnished  during  a  spell  of  illness. 

Although  the  pre -entitlement  period  of  hospitalization  in  a  tubercu- 
losis or  psychiatric  hospital  counts  in  determining  the  90-day  limit 
on  inpatient  hospital  services  in  the  initial  spell  of  illness 
(see  §  310U),  this  pre -entitlement  period  of  hospitalization  does  not 
count  in  determining  the  60 -day  period  to  which  the  coinsurance  amount 
does  not  apply.    This  period  must  fall  within  a  spell  of  illness,  and 
a  spell  of  illness  cannot  begin  until  a  month  in  which  the  individual 
is  entitled  to  benefits. 

Example  <    An  individual  has  been  an  inpatient  of  a  tuberculosis 
hospital  for  15  consecutive  days  prior  to  July  1,  1966,  the  date  he 
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became  entitled  to  hospital  insurance,  and  he  continues  to  be 
hospitalized.    Although  he  was  not  entitled  to  benefits  during  the 
month  of  June,  the  1$  inpatient  days  in  June  count  toward  the 
90-day  limit  on  inpatient  services  for  the  spell  of  illness 
beginning  July  1,    His  responsibility  for  the  $10  per  day  coin- 
surance begins  August  30,  1966,  which  is  the  61 st  day  in  the  spell 
of  illness  begun  on  July  1,  1966.    He  would  then  have  only  1$ 
days  remaining  in  that  spell  of  illness  for  which  payment  could  be 
made  for  inpatient  hospital  services,  and  to  which  the  coinsurance 
amount  would  apply. 

3205.    WHOLE  BLOOD  DEDUCTIBLE 

A.  Whole  Blood  Defined.— For  purposes  of  the  whole  blood 
deductible,  whole  blood  is  human  blood  from  which  none  of  the 
liquid  or  cellular  components  have  been  removed.    Components  of 
blood  such  as  packed  cells,  plasma,  gamma  globulin,  etc.  are  not 
subject  to  the  whole  blood  deductible. 

B.  Deductible. — In  each  spell  of  illness,  hospital  insurance 
payment  to  any  provider  must  be  reduced  by  the  cost  of  the  first  3 
pints  of  whole  blood  furnished  to  the  patient.    The  whole  blood 
deductible  applies  only  to  the  first  3  pints  of  blood  furnished  in 
any  spell  of  illness,  even  though  more  than  one  provider  furnishes 
blood.    The  patient  may  be  charged  the  cost  of  not  more  than  the 
first  3  pints  of  whole  blood  furnished  him  during  the  spell  of 
illness. 

The  whole  blood  deductible  is  in  addition  to  any  other  applicable 
deductibles  and  coinsurance  amounts  for  which  the  patient  is  responsi- 
ble.   However,  the  hospital  or  other  provider  cannot  charge  the 
patient  for  the  cost  of  any  part  of  the  first  3  pints  of  blood  which 
is  replaced  on  a  pint~for-pint  basis.    The  deductible  involves  only 
the  cost  of  the  blood  itself.    The  cost  of  administering,  storing, 
and  processing  whole  blood  is  not  part  of  the  whole  blood  deductible 
and  is  covered  by  the  hospital  insurance  program  whether  or  not  the 
blood  is  replaced.    If  the  charge  to  the  patient  for  whole  blood 
exceeds  the  tost  of  the  blood  furnished,  the  payment  to  the  hospital 
is  reduced  by  the  amount  of  the  excess  charge. 

In  some  instances,  a  hospital  may  customarily  require  replacement 
of  blood  in  an  amount  greater  than  that  furnished  the  patient,  e.g., 
a  patient  furnished  3  pints  of  blood  may  be  required  to  arrange  for 
replacement  of  k  pints.    A  patient  may  replace  blood  in  accordance 
with  the  customary  blood  replacement  policy.    However,  the  hospital 
may  not  charge  the  patient  who  fails  to  comply  with  a  request  to 
donate  blood  beyond  that  which  he  was  furnished  and  he  replaced 
on  a  pint  for  pint  basis. 
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Hospital  Insurance  Outpatient  Diagnostic  Services  • 
Deductible  and  Coinsurance  ~~ 

3207.    DEDUCTIBLE  FOR  OUTPATIENT  HOSPITAL  DIAGNOSTIC  SERVICES 
The  deductible  for  outpatient  hospital  diagnostic  services  during 
each  diagnostic  study  is  one -half  the  inpatient  hospital  deductible 
(initially  $20),    This  deductible  amount  counts  as  an  incurred 
expense  for  individuals  having  Supplementary  Medical  Insurance 
Coverage,    (See  3215.) 


3208.    COINSURANCE  FOR  OUTPATIENT  HOSPITAL  DIAGNOSTIC  SERVICES 
After  satisfying  the  deductible,  the  patient  is  responsible  for  a 
coinsurance  amount  equal  to  20  percent  of  the  lesser  of  the 
reasonable  or  customary  charges  for  the  diagnostic  services  rend- 
ered during  the  diagnostic  study. 


Coinsurance  -  Extended  Care  Services 
3210.    EXTENDED  CARE  SERVICES 

There  is  no  deductible  requirement  applicable  to  posthospital 
extended  care  services.    However,  the  beneficiary  is  responsible 
for  a  coinsurance  amount  equal  to  one -eighth  of  the  inpatient 
hospital  deductible  (initially  $5)  for  each  day  after  the  20th  and 
through  the  100th  day  of  extended  care  services  furnished  during  a 
spell  of  illness. 


Supplementary  Medical  Insurance  Incurred  Expenses 
Deductible  and  Coinsurance  ~~ 

3212.    SUPPLEMENTARY  MEDICAL  INSURANCE  INCURRED  EXPENSES 
The  supplementary  medical  insurance  plan  includes  coverage,  after 
application  of  the  deductible,  for  80  percent  of  the  expenses  in- 
curred in  connection  with 

A.    Physician  services  including  surgery,  consultation,  and 
home,  office  and  institutional  calls,    (See  §  3030  for  definition 
of  "physician,") 

Regardless  of  the  actual  expenses  for  physician  services  incurred  in 
the  treatment  of  mental,  psychoneurotic,  or  personality  disorders  of 
persons  who  are  not  inpatients  of  hospitals,  the  amount  of  such 
expenses  that  can  be  counted  in  a  calendar  year  is  limited  to  the 
lesser  of  $312,50  or  62.5  percent  of  actual  expenses.  This 
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limitation  is  not  applicable  to  provider  services  furnished  in 
connection  with  the  treatment  of  mental,  psychoneurotic,  or 
personality  disorders. 

B.  Services  and  supplies  furnished  incident  to  a  physician's 
services  of  the  kinds  which  are  commonly  furnished  in  physicians1 
offices  and  are  commonly  either  rendered  without  charge  or  included 
in  physicians'  bills. 

C.  Home  health  services  for  up  to  ICO  visits  during  a  calendar 
year.    (These  are  in  addition  to  the  100  visits  payable  under 
hospital  insurance.) 

D.  Outpatient  diagnostic  service  deductibles  imposed  under  the 
hospital  insurance  plan  for  diagnostic  studies  furnished  during 
the  calendar  year. 

E.  Other  medical  and  health  services. 
3213.  DEDUCTIBLE 

In  each  calendar  year  a  deductible  of  $$0  must  be  satisfied  before 
payment  may  be  made  under  the  supplementary  medical  insurance  plan. 
However,  expenses  incurred  in  the  last  3  months  of  the  previous  year 
which  were  applied  toward  the  medical  insurance  deductible  for  that 
year»  may  also  be  applied  against  the  deductible  for  the  current 
year.    Except  to  the  extent  that  the  prior  year's  expenses  are 
counted,  the  deductible  is  satisfied  by  the  initial  medical  insurance 
expenses  incurred  in  the  current  year.    Even  though  an  individual 
is  not  eligible  for  the  entire  calendar  year,  i.e.,  his  coverage 
begins  after  the  first  month  of  the  year,  he  is  still  subject  to  the 
full  $50  deductible. 

32Uu  COINSURANCE 

After  the  deductible  has  been  satisfied  the  program  will  pay  80  per- 
cent of  the  reasonable  costs  and  charges  incurred  during  the  balance 
of  the  calendar  year.    The  patient  is  responsible  for  a  coinsurance 
amount  equal  to  20  percent  of  the  reasonable  charges  for  the  items 
and  services  furnished. 

32l£.    OUTPATIENT  HOSPITAL  DIAGNOSTIC  DEDUCTIBLE  AS  AN  INCURRED 

EXPENSE   UNDER  THE  SUPPLEMENTARY  MEDICAL  INSURANCE  PLAN 
The  amount  of  any  outpatient  hospital  diagnostic  services  deductible ( 
incurred  by  an  individual  during  the  calendar  year  under  hospital 
insurance  is  included  as  an  incurred  expense  under  supplementary 
medical  insurance.    It  may  be  used  to  help  satisfy  the  medical  insur- 
ance deductible,  and  is  reimbursable  under  medical  insurance  if  that 
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deductible  has  been  satisfied.    The  outpatient  diagnostic  deducti- 
ble is  the  only  exception  to  the  rule  that  payment  for  services 
may  not  be  made  under  medical  insurance  if  the  patient  was  entitled 
except  for  the  deductibles  and  coinsurance  to  have  payment  made 
for  those  services  under  hospital  insurance. 

A  hospital  need  not  collect  the  full  amount  of  the  outpatient  hospital 
diagnostic  deductible  if  a  patient,  who  has  already  satisfied  the 
$£0  deductible,  later  has  an  outpatient  hospital  diagnostic  study. 

If  the  hospital  has  collected  a  Part  A  outpatient  hospital  diagnostic 
deductible  and  the  intermediary  determines  from  the  query  reply 
that  the  medical  insurance  deductible  has  already  been  met,  the 
intermediary  should  reimburse  the  patient  for  80  percent  of  the  Part 
A  deductible  amount  he  paid. 


Home  Health  Services  Deductible  and  Coinsurance 

3225.    HOME  HEALTH  SERVICES  DEDUCTIBLE  AND  COINSURANCE 

A.  Hospital  Insurance.— If  the  patient  is  receiving  home  health 
services  under  the  Hospital  Insurance  Program,  he  is  not  required  to 
meet  any  deductible  or  coinsurance  requirements.    The  home  health 
agency  will  receive  payment  under  the  program  for  covered  services 
based  on  the  determined  reasonable  costs. 

B.  Supplementary  Medical  Insurance. — Charges  (not  in  excess  of 
the  amount  customarily  charged)  for  home  health  services  under 
supplementary  medical  insurance  may  be  used  to  satisfy  the  $50  cal- 
endar year  deductible.    These  services  are  also  subject  to  the  20 

fercent  coinsurance  for  which  the  patient  is  responsible.  (See 
I  3213  and  3211i  for  description  of  the  supplementary  medical  insur- 
ance deductible  and  coinsurance.) 


3-71 


CO 

o 
o 

I 

"Ot/i  1 

°  1)  ' 

CHAPTER  IV  |  g. 

REQUIREMENTS  FOR  PAYMENT  3 


Sec tion  Page 

Requests  for  Payment 

Requests  for  Payment                                                   3301  75 

Execution  of  the  Request  .                                         3302  75 

Filing  of  the  Request  for  Payment                               330U  76 

Certification  And  Recertification  By  Physicians 


Certification  And  Recertification  By  Physicians 


73 
n 


CO 
Ln 
O 
O 


> 


For  Hospital  Services  |- 


3 


Certification  And  Recertification  By  Physicians — 

General   ,   3310  I 

Inpatient  Hospital  Services  Certification   3311  77  jL 

Recertification  for  Inpatient  Hospital  o 

Services   ,   3312  78  f 

Timing  of  Recertifications    3313  78 

Inpatient  Psychiatric  Hospital  Services  3 

Certification  and  Recertification    331U  79  a 

Inpatient  Tuberculosis  Hospital  Services  3 

Certification  and  Recertification   3315  -  " 

Outpatient  Hospital  Diagnostic  Services 

Certification    3316 

Certification  for  Hospital  Services  Covered 

by  the  Supplementary  Medical  Insurance 

Program   3317  81 

Delayed  Certifications  and  Recertifications  ....  3318  Bil 
Timing  of  Certification  and  Recertification  for 

Beneficiary  Admitted  Before  Entitlement    3319 


For  Home  Health  Services  * 

Content  of  the  Physician's  Certification   3326  82 

Method  and  Disposition  of  Certifications    3327  §3 

Recertification    3328 

Delayed  Certification    3329  83 

Tuberculosis  and  Psychiatric  Hospital  Records 

Tuberculosis  and  Psychiatric  Hospital  Records  ..  3333 

Inpatient  Psychiatric  Hospital  Services  ...  3333.1  83U 

Inpatient  Tuberculosis  Hospital  Services  ..  3333.2  8U 


3-73 


7-66 


REQUIREMENTS  FOR  PAYMENT 


3302 


Requests  for  Payment 

3301.  REQUESTS  FOR  PAYMENT 

Before  payment  can  be  made  for  an  inpatient  hospital  stay,  extended 
care  services,  outpatient  hospital  diagnostic  study,  and  other 
outpatient  services,  or  home  health  services,  a  written  request  for 
payment  signed  by  the  patient,  or  by  another  person  qualified  to 
do  so  on  his  behalf  must  be  filed.    For  convenience,  the  request 
for  payment  has  been  made  a  part  of  the  respective  billing  forms. 

3302.  EXECUTION  OF  THE  REQUEST 

If  at  all  practicable,  the  request  should  be  signed  by  the  bene- 
ficiary. 

In  certain  circumstances,  it  would  be  impracticable  for  an  individual 
to  sign  the  request  for  payment  himself  because,  when  he  is  admitted 
to  the  hospital  or  extended  care  facility,  or  begins  outpatient 
hospital  diagnostic  or  other  hospital  services,  or  home  health 
services,  he  is  unconscious,  incompetent,  in  great  pain,  or  other- 
wise in  such  a  condition  that  he  should  not  be  asked  to  transact 
any  business.    In  this  situation,  his  representative  payee  (i.e., 
a  person  designated  by  the  Social  Security  Administration  to 
receive  monthly  benefits  on  the  patient's  behalf),  a  relative, 
legal  guardian,  or  a  representative  of  an  institution  (other  than 
the  provider  submitting  the  bill)  usually  responsible  for  his 
care,  or  a  representative  of  a  Governmental  entity  providing 
welfare  assistance  should,  if  present  at  time  of  admission,  or 
start  of  services,  be  asked  and  permitted  to  sign  on  his  behalf. 

When  no  request  for  payment  is  obtained  at  the  time  of  admission, 
or  start  of  services,  the  provider  should  attempt  to  obtain  such 
a  request  later  from  tte  patient  or  other  person  described  above. 
If  the  request  cannot  be  so  obtained  by  the  time  the  provider 
would  ordinarily  submit  its  bill  to  the  intermediary,  an  authorized 
official  of  the  hospital,  extended  care  facility,  or  home  health 
agency  may  sign  the  request. 

When  someone  other  than  the  patient  signs  the  request  for  payment, 
the  signer  will  submit  a  brief  statement  explaining  his  relation- 
ship to  the  patient  and  the  circumstances  which  made  it  impractic- 
able for  the  patient  to  sign  and  this  statement  will  be  forwarded 
by  the  provider  with  its  billing.    The  intermediary  will  generally 
accept  such  a  statement  as  representing  the  true  facts  of  the 
case  in  the  absence  of  evidence  to  the  contrary. 

The  provider  should  not  routinely  sign  the  request  on  behalf  of  any 
patient.    If  experience  reveals  an  unusual  frequency  of  such  pro- 
vider signed  requests  from  a  particular  provider,  the  matter  will 
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be  subject  to  review  by  the  intermediary. 

If  a  fully  competent  and  capable  patient  refuses  to  sign  the 
request  for  payment  necessary  for  the  provider  to  obtain  reimburse- 
ment for  the  services  it  furnished,  the  provider  may  charge  the 
patient  or  other  person  for  covered  services. 

330U.    FILING  OF  THE  REQUEST  FOR  PAYMENT 

The  request  for  payment  must  be  filed  with  the  intermediary,  or 
with  the  Social  Security  Administration  where  the  provider  deals 
directly  with  the  Government.    It  is  desirable  to  have  the  request 
signed  at  the  time  of  admission  or  start  of  services  or  care. 
The  request  must  be  filed  prior  to  or  in  connection  with  the  first 
billing  for  services. 

A.  A  request  for  payment  must  be  filed  in  connection  with 
each  inpatient  hospital  admission,  even  though  multiple  admissions 
may  occur  during  the  same  spell  of  illness.    Only  one  request  for 
payment  has  to  be  filed,  however,  in  connection  with  each  inpatient 
admission,  even  though  an  extended  hospital  stay  occasions  multiple 
billings. 

B.  For  diagnostic  studies  and  other  outpatient  hospital  services 
a  signed  request  for  payment  is  required  with  each  billing  by  the 

hospital. 

C.  Home  health  services  for  purposes  of  requests  for  payment 
are  considered  continuous  and,  except  as  indicated  below,  require 
only  a  single  signed  request  for  payment. 

A  subsequent  signed  request  for  payment  will  be  required  if: 

1.  There  is  an  interruption  of  60  days  or  more  in  home 
health  visits  fumifhed  by  the  same  agency,  or 

2.  There  is  a  transfer  of  the  patient's  care  from  one  home 
health  agency  to  another. 


Certification    And  Recertification  By  Physicians 
For  Hospital  Services 

3310.    CERTIFICATION  AND  RECERTIFICATION  BY  PHYSICIANS— GENERAL 
Payment  may  be  made  for  covered  hospital  services  only  if  a  physi- 
cian certifies  to  the  medical  necessity  for  the  services.  For 
services  continued  over  a  period  of  time,  a  physician  must  re- 
certify the  continued  need  for  the  services  at  specified  intervals. 
Appropriate  supporting  material  may  be  required.    Failure  to 
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obtain  the  required  certification  and  recertification  statements 

in  an  individual  case  will  result  in  the  hospital  not  being  eligible 

to  receive  payment  in  that  case. 

Hospitals  will  not  transmit  physician  certification  and  recertifi- 
cation statements  to  the  intermediary,  or  to  the  Social  Security 
Administration  if  the  hospital  deals  directly.    The  hospital  must 
itself  certify,  on  the  appropriate  billing  form,  that  the  required 
physician  certification  and  recertification  statements  have  been 
obtained  and  are  on  file.    The  physician  certification  and  recer- 
tification statements  will  be  retained  in  the  hospital's  files, 
where  they  will  be  available  for  verification,  if  needed. 

A  hospital  must  also  have  available  in  its  files  a  description  of 
the  procedure  it  adopts  on  the  timing  of  recertifications — that 
is,  the  intervals  at  which  recertifications  will  be  required  and 
whether  review  of  long-stay  cases  by  the  utilization  review  com- 
mittee will  serve  as  an  alternative  to  recertification  by  a  physi- 
cian in  the  case  of  the  third  or  subsequent  recertifications. 

3311.    INPATIENT  HOSPITAL  SERVICES  CERTIFICATION 

The  inpatient  hospital  services  certification  should  state  the 

medical  necessity  for  inpatient  hospital  admission.    It  will  not 

be  necessary  to  state  the  reason (s)  why  hospital  admission  is 

necessary. 

The  certification  of  the  medical  necessity  for  inpatient  hospital 
services  must  be  signed  by  the  admitting  physician  or  a  medical 
staff  member  with  knowledge  of  the  case.    The  routine  admission 
procedure  followed  by  a  physician  would  not  ordinarily  of  itself 
be  sufficient  certification  of  the  medical  necessity  for  hospitali- 
zation for  purposes  of  the  program. 

Certifications  must  be  obtained  at  the  time  of  admission,  or  as 
soon  thereafter  as  is  reasonable  and  practicable.    However,  the 
individual  hospital  determines  the  method  by  which  certifications 
are  to  be  obtained  and  the  format  of  the  certification  statement. 
Thus,  the  medical  and  administrative  staffs  of  each  hospital  may 
adopt  the  procedure  they  find  most  convenient  and  appropriate. 

There  is  no  requirement  that  the  certification  be  entered  on  any 
specific  form  or  handled  in  any  specific  way,  as  long  as  the 
approach  adopted  by  the  hospital  permits  toe  intermediary  (or 
the  Social  Security  Administration  where  the  hospital  deals 
directly  with  the  Government)  to  determine  that  the  certification 
requirement  is  in  fact  met.    The  certification  could,  therefore, 
be  entered  or  preprinted  on  a  form  the  physician  already  has  to 
sign;  or  a  separate  certification  form  could  be  used. 
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3312.  RECERTIFICATION  FOR  INPATIENT  HOSPITAL  SERVICES 

The  recertification  statement  must  meet  the  following  standards: 
it  must  contain  an  adequate  written  record  of  the  reasons  for  con- 
tinued hospitalization,  the  estimated  period  of  time  the  patient 
will  need  to  remain  in  the  hospital,  and  plans  for  posthospital 
care.    The  recertification  statement  made  by  the  physician  has  to 
meet  the  content  standards  unless,  for  example,  all  of  the  re- 
quired information  is  included  in  progress  notes,  in  which  ease 
the  physician' s  statement  could  indicate  that  the  individual' s 
medical  record  contains  the  information  required  by  the  standards 
and  that  continued  hospitalization  is  medically  necessary. 

Recertifications  are  to  be  signed  by  the  attending  physician  or 
a  medical  staff  member  with  knowledge  of  the  case.    The  hospital 
determines  the  form  of  the  written  record  and  the  manner  of  obtain- 
ing timely  recertifications.    Thus,  the  hospital  is  able  to  adopt 
a  procedure  for  obtaining  timely  recertifications  that  suits  it 
best. 

Where  the  requirements  for  the  third  or  a  subsequent  recertification 
are  satisfied  by  review  of  a  stay  of  extended  duration,  pursuant 
to  the  hospital's  utilization  review  plan,  a  separate  recertifica- 
tion statement  is  not  required.    However,  it  is  necessary  to  satisfy 
the  recertification  content  standards.    It  would  be  sufficient  if 
records  of  the  utilization  review  committee  show  that  considera- 
tion was  given  to  the  three  items  mentioned  above — the  reasons 
for  continued  hospitalization,  estimated  time  the  patient  will  need 
to  remain  in  the  hospital,  and  plans  for  posthospital  care. 

3313.  TIMING  OF  RECERTIFICATIONS 

The  first  recertification  is  required  no  later  than  as  of  the  lUth 
day  of  hospitalization.    A  hospital  may,  at  its  option,  provide  for 
the  first  recertification  to  be  made  earlier,  or  it  may  vary  the 
timing  of  the  first  recertification  within  the  Hi-day  period  by 
diagnostic  or  clinical  categories. 

A  second  recertification  is  required  no  later  than  as  of  the  21st 
day  of  hospitalization.    Thereafter,  subsequent  recertifications 
must  be  made  at  intervals  established  by  the  utilization  review 
committee  (on  a  case-by-case  basis  if  it  so  chooses),  but  in  no 
event  may  the  prescribed  interval  between  recertifications  exceed 
30  days.    The  utilization  review  conmittee  will  be  reviewing  long- 
stay  cases  and  may  be  in  the  best  position  to  decide  when  subse- 
quent recertifications  are  needed. 

A  hospital  can,  if  it  wishes,  coordinate  its  physician  certifications 
with  the  process  of  review  by  the  utilization  review  committee  of 
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long-stay  cases.    At  the  option  of  a  hospital,  review  of  a  stay  of 
extended  duration  under  the  hospital's  utilization  review  plan 
may  take  the  place  of  the  third  and  any  subsequent  physician  re- 
certifications.    (Such  review  may  be  the  initial  review,  or  a 
second  or  subsequent  review  of  an  extended-stay  case  by  the 
utilization  review  committee.) 

Where  review  of  an  extended-stay  case  by  the  utilization  review 
committee  is  deemed  to  take  the  place  of  a  physician  recertification. 
it  would  be  possible  for  the  recertif ication  to  be  made  later  than 
the  specified  day,  because  the  review  of  an  extended  duration  case 
may  be  made  at  any  time  within  the  7-day  period  following  the  last 
day  of  the  period  of  extended  duration  defined  in  the  utilization 
review  plan.    Such  a  recertif ication  will  be  treated  as  a  delayed 
recertif ication;  however,  no  explanation  for  the  normal  delay  is 
required. 

3311*.    INPATIENT  PSYCHIATRIC  HOSPITAL  SERVICES  CERTIFICATION  AND 

RECERTIFICATION 

The  requirements  for  physician  certification  and  recertif ication 
for  inpatient  psychiatric  hospital  services  are  generally  the  same 
as  for  inpatient  hospital  services.    However,  the  required  content 
of  the  certification  and  recertification  statements  differs  from 
the  content  of  the  statements  required  for  inpatient  hospital 
services . 

The  certification  should  state  that  the  inpatient  psychiatric 
hospital  admission  was  medically  necessary,  for  either  (l)  treat- 
ment which  could  reasonably  be  expected  to  improve  the  patient's 
condition,  or  (2)  diagnostic  study. 

The  recertification  should  state  (l)  that  inpatient  psychiatric 
hospital  services  furnished  since  the  previous  certification  or 
recertification  were,  and  continue  to  be,  medically  necessary  for 
either  (a)  treatment  which  could  reasonably  be  expected  to  improve 
the  patient's  condition,  or  (b)  diagnostic  study;  and  (2)  that  the 
hospital  records  indicate  that  the  services  furnished  were  either 
intensive  treatment  services,  admission  and  related  services 
necessary  for  diagnostic  study,  or  equivalent  services. 

For  convenience,  the  period  covered  by  the  physician's  certification 
and  recertification  is  referred  to  as  a  period  during  which  the 
patient  was  receiving  active  treatment.    If  the  patient  remains  in 
the  hospital  but  the  period  of  "active  treatment"  ends  (e.g., 
because  the  treatment  cannot  reasonably  be  expected  to  improve  the 
patient's  condition,  or  because  intensive  treatment  services  are 
not  being  furnished),  program  payment  can  no  longer  be  made  even 
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though  the  patient  has  not  yet  exhausted  his  benefits.    Where  the 
period  of  "active  treatment"  ends,  the  physician  is  to  indicate 
the  ending  date  in  making  his  recertification.    If  "active  treat- 
ment" thereafter  resumes,  the  physician  should  indicate,  in  making 
his  recertification,  the  date  on  which  it  resumed. 

331^.   INPATIENT  TUBERCULOSIS  HOSPITAL  SERVICES  CERTIFICATION  AND 

RECERTIFICATION 

The  requirements  for  physician  certification  and  recertification 
for  inpatient  tuberculosis  hospital  services  are  generally  the  same 
as  for  inpatient  hospital  services.    However,  the  required  content 
of  the  certification  and  recertification  statements  differ  from  the 
content  of  the  statements  required  for  inpatient  hospital  services. 

The  certification  should  state  that  the  inpatient  tuberculosis 
hospital  admission  was  medically  necessary  for  treatment  which 
could  reasonably  be  expected  either  to  (1)  improve  the  patient's 
condition,  or  (2)  render  the  condition  noncommunicable . 

The  rec ert if ic ation  should  state  (l)  that  the  inpatient  tuberculosis 
hospital  services  furnished  since  the  previous  certification  or 
recertification  were,  and  continue  to  be,  medically  necessary  for 
treatment  which  could  reasonably  be  expected  either  to  (a)  improve 
the  patient's  condition,  or  (b)  render  the  condition  noncommunicable; 
and  (2)  that  the  hospital  records  indicate  such  medical  necessity. 

For  convenience,  the  period  covered  by  the  physician's  certification 
and  recertification  is  referred  to  as  a  period  during  which  the 
patient  was  receiving  active  treatment.    If  the  patient  remains  in 
the  hospital  but  the  period  of  "active  treatment"  ends  (e.g., 
because  the  treatment  cannot  reasonably  be  expected  to  improve  the 
patient's  condition),  program  payment  can  no  longer  be  made  even 
though  the  patient  has' not  yet  exhausted  his  benefits.    Where  the 
period  of  "active  treatment"  ends,  the  physician  is  to  indicate 
the  ending  date  in  making  his  recertification.    If  "active  treat- 
ment" thereafter  resumes,  the  physician  should  indicate,  in  making 
his  recertification,  the  date  on  which  it  resumed. 

3316.  OUTPATIENT  HOSPITAL  DIAGNOSTIC  SERVICES  CERTIFICATION 
A  physician  should  state  that  outpatient  hospital  diagnostic 
services  are  required  for  a  diagnostic  study. 

Certification  as  to  outpatient  diagnostic  services  may  be  made  on 
the  physician's  orders,  on  the  copy  of  the  summary  prepared  at  the 
conclusion  of  the  study  that  is  retained  by  the  hospital,  or  a 
special  form  may  be  used. 
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Recertification  is  not  required  for  outpatient  hospital  diagnostic 
services.    However,  if  the  diagnostic  service  extends  beyond  20  days, 
a  new  certification  is  required  for  each  study  period. 

3317.  CERTIFICATION  FOR  HOSPITAL  SERVICES  COVERED  BY  THE  SUPPLE- 
MENTARY MEDICAL  INSURANCE  PROGRAM 

A  physician  must  certify  that  the  medical  and  other  health  services 
covered  by  medical  insurance  which  were  provided  by  (or  under 
arrangements  made  by)  the  hospital  were  medically  required. 

In  cases  in  which  the  hospital  provides  ambulance  service  to 
transport  the  patient  from  the  scene  of  an  accident  and  no  physician 
is  involved  until  the  patient  reaches  the  hospital,  any  physician 
in  the  hospital  who  examines  the  patient  or  has  knowledge  of  the 
case  may  certify  to  the  medical  need  for  the  ambulance  service. 

This  certification  requires  a  brief  description  of  the  services 
and  -the  signature  of  the  physician.    It  need  be  made  only  once  for 
a  course  of  treatment.    Where  services  are  provided  on  a  continuing 
basis,  such  as  a  course  of  radium  treatments,  the  physician's 
certification  may  be  made  at  the  beginning  or  end  of  the  course  of 
treatment,  or  at  any  other  time  during  the  period  of  treatment. 

There  is  no  requirement  that  the  certification  be  entered  on  any 
specific  form  or  handled  in  any  specific  way,  as  long  as  the  approach 
adopted  by  the  hospital  permits  the  intermediary  (or  the  Social 
Security  Administration  where  the  hospital  deals  directly  with  the 
Government)  to  determine  that  the  certification  requirement  is  in 
fact  met.    The  certification  could,  therefore,  be  entered  or  pre- 
printed on  a  form  the  physician  already  has  to  sign;  or  a  separate 
certification  form  could  be  used. 

3318.  DELAYED  CERTIFICATIONS  AND  RECERTIFICATIONS 

Hospitals  are  expected  to  obtain  timely  certification  and  recerti- 
fication statements.    However,  delayed  certifications  and  rece rati- 
fications will  be  honored  where,  for  example,  there  has  been  an 
oversight  or  lapse. 

In  addition  to  complying  with  the  appropriate  content  requirements 
delayed  certifications  and  recertifications  must  include  an  explana- 
tion for  the  delay  and  any  medical  or  other  evidence  which  the 
hospital  considers  relevant  for  purposes  of  explaining  the  delay. 
The  hospital  will  determine  the  format  of  delayed  certification 
and  recertification  statements,  and  the  method  by  which  they  are 
obtained.    A  delayed  certification  and  recertification  may  appear 
in  one  statement;  separate  signed  statements  for  each  certification 
and  recertification  would  not  be  required  as  they  would  if  timely 
certification  and  recertification  had  been  made. 
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3319.    TIMING  OF  CERTIFICATION  AND  RECERTIFICATION  FOR  BENEFICIARY 

ADMITTED  BEFORE  ENTITLEMENT 
If  an  individual  is  admitted  to  a  hospital  (including  a  psychiatric 
or  tuberculosis  hospital)  before  he  is  entitled  to  hospital  insur- 
ance benefits  (for  example,  before  July  1,  1966,  or  before  he 
reaches  age  65),  the  following  rules  are  applicable  when  he  does 
become  entitled. 

No  certification  as  to  the  medical  necessity  for  inpatient  admission 
is  required.    Recertifications  are  required  as  of  the  time  they 
would  be  required  if  the  patient  had  been  admitted  to  the  hospital 
on  the  day  he  became  entitled*    For  example,  if  a  patient  becomes 
entitled  to  Part  A  benefits  on  July  1,  1966,  but  was  admitted  prior 
to  that  date,  the  first  recertification  is  required  no  later  than 
July  U4;  the  second  recertification  is  required  no  later  than 
July  21j  subsequent  recertifications  are  required  at  intervals 
not  to  exceed  30  days.    Similarly,  if  a  patient  becomes  entitled 
on  September  1,  but  was  admitted  prior  to  that  date,  the  first 
recertification  is  required  no  later  than  September  Ik',  the  second, 
no  later  than  September  21,  and  so  forth. 


Certification  And  Recertification  By  Physicians 
~~~  For  Home  Health  Services 

3326.    CONTENT  OF  THE  PHYSICIAN'S  CERTIFICATION 
Under  both  the  hospital  insurance  and  the  supplementary  medical 
insurance  programs,  no  payment  can  be  made  for  covered  home  health 
services  unless  a  physician  certifies  that: 

A.  the  home  health  services  are  or  were  required  because  the 
individual  is  or  was  confined  to  his  home  (except  when  receiving 
outpatient  services); 

B.  the  individual  needed  skilled  nursing  care  on  an  intermittent 
basis  or  needed  physical  or  speech  therapy; 

C.  a  pl&n  for  furnishing  such  services  to  the  individual  has 
been  established  and  is  periodically  reviewed  by  a  physician;  and 

D.  the  services  are  or  were  furnished  while  the  individual 
was  under  the  care  of  a  physician. 

In  addition,  for  services  received  under  hospital  insurance,  the 
physician  must  also  certify  that  services  were  needed  to  treat  any 
of  the  conditions  for  which  the  beneficiary  received  inpatient 
hospital  or  posthospital  extended  care  services  during  the  related 
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hospital  or  extended  care  facility  stay.    Where  services  are 
provided  under  supplementary  medical  insurance,  it  is  not  neces- 
sary to  relate  the  need  for  these  services  to  a  period  of  prior 
hospitalization  or  a  stay  in  an  extended  care  facility. 

Since  the  certification  is  closely  associated  with  the  plan  of 
treatment,  the  same  physician  who  establishes  the  plan  must  also 
certify  to  the  necessity  for  home  health  services.  Certifications 
must  be  obtained  at  the  time  the  plan  of  treatment  is  established 
or  as  soon  thereafter  as  possible. 

3327.  METHOD  AND  DISPOSITION  OF  CERTIFICATIONS 

There  is  no  requirement  that  the  certification,  or  recertification 
discussed  below,  be  entered  on  any  specific  form  or  handled  in  any 
specific  way,  as  long  as  the  intermediary  can  determine,  where 
necessary,  that  the  certification  and  recertification  requirements 
are  met.    The  certification  by  the  physician  will  be  retained  by 
the  home  health  agency,  but  the  agency  must  certify  on  the  billing 
form  that  the  requisite  certification  and  recertifications  have 
been  made  by  the  physician  and  are  on  file  in  the  agency  when  it 
forwards  the  request  for  reimbursement  to  the  intermediary. 

3328.  RECERTIFICATION 

Under  both  the  hospital  insurance  and  supplementary  medical  insur- 
ance programs,  when  services  are  continued  for  a  period  of  time, 
the  physician  must  recertify  at  intervals  of  at  least  once  every 
2  months  that  there  is  a  continuing  need  for  services  and  should 
estimate  how  long  services  will  be  needed.    The  recertification 
should  be  obtained  at  the  time  the  plan  of  treatment  is  reviewed 
since  the  same  interval  (at  least  once  every  two  months)  is 
required  for  the  review  of  the  plan.    Recertifications  must  be 
signed  by  the  physician  who  reviews  the  plan  of  treatment.  The 
form  of  the  recertification  and  the  manner  of  obtaining  timely 
recertifications  is  up  to  the  individual  agency. 

3329.  DELATED  CERTIFICATION 

The  home  health  agency  should  obtain  certifications  and  recerti- 
fications as  promptly  as  possible.    Payment  will  not  be  made 
unless  the  necessary  certifications  have  been  secured.    In  addition 
to  complying  with  the  usual  content  requirements,  delayed  certifi- 
cations and  recertifications  must  include  an  explanation  for  the 
delay  and  any  other  evidence  the  agency  considers  necessary  in 
the  case.    The  format  of  delayed  certifications  and  recertifications 
and  the  method  by  which  they  are  obtained,  will  tee  left  to  the 
agency. 
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Tuberculosis  and  Psychiatric  Hospital  Records 

3333.    TUBERCULOSIS  AND  PSYCHIATRIC  HOSPITAL  RECORDS 
The  law  requires  that  psychiatric  and  tuberculosis  hospital  records 
contain  certain  specific  information  concerning  the  individual 
patient' s  condition  and  the  nature  of  the  treatment  provided. 

3333.1  In  the  case  of  inpatient  psychiatric  hospital  services  the 
hospital  records  must  show  that  the  services  were  furnished  to  the 
patient  during  periods  when  he  was  receiving  intensive  treatment 
services,  admission  and  related  services  necessary  for  a  diagnostic 
study,  or  equivalent  services.    As  noted  in  §  331ii,  the  physician 
recertification  for  inpatient  psychiatric  hospital  services  must 
include  a  statement  that  the  hospital  records  so  indicate. 

3333.2  In  the  case  of  inpatient  tuberculosis  hospital  services  the 
hospital  records  must  show  that  the  services  were  furnished  to  the 
patient  during  periods  when  he  was  receiving  treatment  which  could 
reasonably  be  expected  to  improve  his  condition  or  render  it  non- 
coma  unic  able.    As  noted  in  s  33l£,  the  physician  recertification 
for  inpatient  tuberculosis  hospital  services  must  include  a 
statement  that  the  hospital  records  so  indicate. 
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3401.  REFUNDS 

In  its  agreement  for  participation  the  provider  has  agreed  not  to 
charge  for  items  or  services  for  which  an  individual  is  entitled 
to  have  payment  made  on  his  behalf,  and  to  make  adequate  provision 
for  return  (or  other  disposition)  of  any  moneys  incorrectly  collected 
from  an  individual  (or  any  other  person  on  his  behalf). 

A#    Moneys  incorrectly  collected  means  amounts  in  excess  of  the 
deductible  or  coinsurance,  if  applicable,  paid  to  a  provider  of 
services  by  an  individual  (or  other  person  on  his  behalf)  as  payment 
for  covered  items  and  services  for  which  the  individual  is  entitled 
to  have  payment  made  under  the  health  insurance  program.  o 


A.    Refund. — Refund  is  to  be  made  to  the  beneficiary  (or  any 
other  person)  from  whom  the  provider  collected  the  moneys.     If  the 
beneficiary,  or  other  person,  cannot  be  located  after  reasonable 
effort  on  the  provider's  behalf  (including  an  attempt  at  contact, 
by  mail,  at  the  last  known  address),  the  provider  is  to  request 
the  intermediary  to  have  the  Administration  records  checked  in  an 
effort  to  learn  the  individual's  address.    If  the  individual  to 
whom  refund  is  to  be  made  still  cannot  be  located,  or  is  determined 
to  have  died,  the  provider  is  to  make  disposition  of  the  moneys  in 
accordance  with  the  law  of  the  State  in  which  the  provider  is 
situated. 
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B#  The  cause  of  an  incorrect  collection  may  be  a  simple  error  > 
on  the  part  of  a  provider  in  billing  a  beneficiary  for  a  covered  3 
item  or  service.  An  incorrect  collection  may  also  arise  in  a  retro-  £ 
active  entitlement  case  in  which  the  beneficiary  has  paid  for  ° 
covered  services  to  which  he  later  becomes  entitled  under  health  g 
insurance,  A  claim  for  payment  under  the  guarantee  provision  may 
also  involve  sums  incorrectly  collected. 

Where  the  intermediary  knows  that  a  provider  has  overcollected 
deductible  and  coinsurance  amounts  for  outpatient  hospital  services 
or  Part  B  home  health  services,  the  intermediary  will  make  direct 
refund  to  the  beneficiary.     (See  the  bill  review  instructions  in  j? 
§  3640  and  3650.) 

3401.1    Return  or  Other  Disposition  of  Moneys  Incorrectly  Collected. 
A  provider  of  services  in  possession  of  any  incorrect  collection  is 

required  to  refund  or  set  aside  the  money.    Until  such  time  as  the  00 
provider  returns  or  sets  aside  the  incorrectly  collected  funds,  the  g 
intermediary  shall  withhold  payment  of  the  reasonable  costs  of  the  1 
items  and  services  furnished  by  the  provider.  5? 


a 


Q_ 


73 

< 
to' 


SPECIAL  PROVISIONS  RELATED  TO  PAYMENT 


7-56 


B,  Moneys  set  aside. — In  some  situations  refund  may  be  delayed 
for  a  prolonged  period,  (for  example,  where  the  beneficiary's 
whereabouts  is  unknown  or  where  there  is  a  delay  in  the  appointment 
of  a  legal  representative  to  dispose  of  the  estate  of  a  deceased 
individual).    When  such  a  delay  in  making  refund  is  foreseen,  the 
provider  of  services  will  so  notify  the  intermediary  and  will  then 
set  the  funds  aside  in  a  separate  account  identified  by  the  name 

of  the  individual  to  whom  the  payment  is  due.    These  amounts  will 
be  carried  on  the  provider's  records  in  this  manner  until  final 
disposition  can  be  made  in  accordance  with  the  applicable  State 
law, 

C.  Appropriate  time  limits  within  which  provider  action  must 

be  taken.— Sums  incorrectly  collected  should  be  refunded  as  promptly 
as  possible.    In  any  event,  disposition  by  refund  or  by  setting 
aside  the  funds  in  a  separate  account  should  be  accomplished  within 
a  period  of  BO  days  after  the  provider  is  placed  on  notice  that  an 
incorrect  collection  was  made.    The  intermediary,  in  discharging 
its  administrative  functions,  should  attempt  through  discussion 
with  the  provider  to  effect  timely  disposition  of  sums  incorrectly 
collected.    Where  there  is  a  continued  or  recurring  failure  to 
refund  or  otherwise  dispose  of  incorrectly  collected  funds,  the 
Administration  may  in  an  extreme  case  terminate  the  provider 
agreement. 

■3405.    GUARANTEE  OF  PAYMENT  PROVISIONS 

A  hospital  may  be  paid,  under  certain  conditions,  for  inpatient 
hospital  services  furnished  to  a  beneficiary  whose  eligibility 
for  inpatient  hospital  benefit  days  in  a  spell  of  illness  has  been 
exhausted.    The  guarantee  also  extends  to  inpatient  psychiatric 
hospital  services  furnished  to  an  individual  who  has  used  up  his 
190-day  lifetime  limitation  on  such  services.    The  prevision 
assures  at  the  time  of  admission  that  payment  will  be  made  to  a 
hospital  for  its  services  during  the  time  it  takes  to  notify  the 
hospital  of  the  patient's  utilization  record.    The  guarantee 
includes  not  only  cases  in  which  it  turns  out  that  benefits  were 
already  exhaused  prior  to  admission,  but  cases  where  a  beneficiary 
had  some  inpatient  hospital  benefits  remaining  at  the  time  of  his 
admittance  to  a  hospital,  e.g.,  2  or  3  days  of  remaining  eligibility, 
but  these  benefits  are  exhausted  before  the  intermediary's  reply  to 
the  notice  of  admission  reaches  the  hospital.    The  guarantee  applies 
only  to  inpatient  hospital  services  and  not  to  other  benefits  pro- 
vided under  the  hospital  or  medical  insurance  programs.    A  hospital 
is  not  required  to  claim  payments  under  this  provision;  it  may  look 
to  the  patient  for  payment. 
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3405.1  Requirements  for  Payment  Under  the  Guarantee, —  The  following 
conditions  must  exist  for  a  hospital  to  receive  payments  under  this 
provision  (see  i  3S08  for  additional  information) : 

a.  The  services  provided  by  the  hospital  must  be  covered  for 
inpatient  hospital  purposes. 

b.  The  hospital  must  have  acted  in  good  faith  in  assuming  that 
the  individual  was  entitled  to  inpatient  hospital  benefits.  There 
would  be  an  absence  of  good  faith  if  the  hospital  had,  or  should 
have  had,  a  substantial  doubt  that  coverage  existed. 

c.  There  must  have  been  reasonable  grounds  for  the  hospital's 
assumption  that  entitlement  to  benefits  existed. 

d.  The  hospital  must  agree  to  refund  any  payment  received  from 
the  patient,  or  on  his  behalf,  for  the  covered  services  furnished. 

With  its  hill,  the  hospital  will  submit  an  explanatory  statement 
describing  the  circumstances  which  led  it  to  believe  that  the 
patient  had  remaining  days  of  eligibility.    If  the  information  is 
not  furnished  with  the  bill,  the  intermediary  will  request  it. 

3405.2  Maximum  Number  of  Days  Under  Guarantee  .—The  intermediary 
(or  the  Social  Security  Administration)  may  pay  the  hospital  for 
inpatient  hospital  services  furnished  for  up  to  6  days  after  the 
day  of  admission.    Saturdays,  Sundays,  legal  Federal  holidays, 
and  the  first  calendar  day  of  admittance  to  the  hospital  will  be 
omitted  in  computing  the  6  elapsed  days.    However,  no  payment  is 
made  for  any  day  after  the  day  the  hospital  receives  a  notice  of 
lack  of  entitlement.    The  notice  may  be  furnished  by  mail,  messenger, 
wire,  or  telephone.    If  notice  is  given  by  telephone,  a  confirma- 
tion in  writing  will  be  furnished  to  the  hospital;  the  date  of  the 
telephone  message  will  be  considered  the  date  of  notification. 

In  determining  the  days  covered  by  the  guarantee,  legal  Federal 
holidays  are: 

New  Tear's  Day 
Washington's  Birthday 
Memorial  (Decoration)  Day 
Independence  Day 
Labor  Day 
Veterans  Day 
Thanksgiving  Day 
Christmas  Day 


3-89 


3UOS.3 


SPECIAL  PROVISIONS  RELATED  TO  PAYMENT 


7-66 


Exclusion  of  Federal  nonworking  days  prolongs  the  period  covered  by 
the  guarantee.    When  a  Federal  holiday  occurs  on  a  Sunday,  the  day 
following  is  observed  as  a  Federal  nonworkday  and,  therefore,  would 
not  be  counted  as  an  elapsed  day.    When  the  holiday  falls  on  Saturday, 
the  prior  Friday  would  not  be  counted  as  an  elapsed  day.    The  hospital 
will  be  paid  on  behalf  of  the  beneficiary  for  all  the  days  of  in- 
patient services  within  the  guarantee  period;  i.e.,  weekends,  holidays, 
and  the  day  of  admittance  will  be  included  in  computing  the  benefit 
amount  due  the  hospital. 

3405.3    Recovery  of  Funds  Advanced  Under  Guarantee  Provision. — 
Benefits  paid  to  hospitals  under  the  guarantee  provisions  are  subject 
to  recovery  from  the  cash  benefits  to  which  a  beneficiary  is  entitled 
under  the  Social  Security  or  Railroad  Retirement  Act.    Such  benefits 
may  be  suspended  or  reduced  until  the  amount  advanced  to  the  hospital 
has  been  repaid,  unless  recovery  is  waived. 
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Workmen's  Compensation 
3^07.     GENERAL  INFORMATION 

Payment  under  the  Health  Insurance  for  the  Aged  Act  is  excluded 
for  any  items  and  services  to  the  extent  that  payment  has  been 
made  or  can  reasonably  be  expected  to  be  made  under  a  workmen's 
compensation  law  or  plan  of  the  United  States  or  a  State.  This 
exclusion  is  applicable  to  the  workmen's  compensation  plans  of 
the  50  States,  the  District  of  Columbia,  and  Puerto  Rico,  as  well 
as  the  systems  provided  under  the  Federal  Employees  Compensation 
Act  and  the  Longshoremen's  and  Harbor  Workers'  Compensation  Act. 

The  Act  requires  that  any  health  insurance  payment  for  items  or 
services  is  to  be  conditioned  on  reimbursement  to  the  hospital  or 
supplementary  medical  insurance  trust  fund  when  notice  or  other 
information  is  received  that  payment  for  such  item  or  service  has 
been  made  under  workmen's  compensation. 

The  individual  is  responsible  for  taking  whatever  action  is 
necessary  to  obtain  payment  under  workmen's  compensation  where 
payment  under  that  system  can  reasonably  be  expected.  Failure 
to  take  proper  and  timely  action  under  such  circumstances  will 
preclude  payment  under  the  health  insurance  program  to  the  extent 
that  payment  could  reasonably  have  been  expected  to  be  made  under 
workmen's  compensation  had  the  individual  exhausted  his  benefit 
rights  under  that  system. 

3^08.    EFFECT  OF  PAYMENTS  UNDER  A  WORKMEN'S  COMPENSATION  PIAN 

3408.1    Spell  of  Illness. — Where  an  individual  receives  inpatient 
services  for  which  payment  would  otherwise  be  made  under  hospital 
insurance,  a  spell  of  illness  begins  on  the  first  day  he  receives 
such  services,  even  though  they  are  completely  paid  for  under  a 
workmen's  compensation  plan. 

3I+O8.2    Benefit  Limitations. — In  most  instances,  where  an  injury 
or  illness  is  covered  under  a  workmen's  compensation  plan,  that 
plan  will  pay  all  hospital  and  medical  expenses.    Where  this  is 
the  case,  the  services  so  paid  for  in  full  will  not  reduce  the 
benefits  to  which  the  individual  is  entitled  under  health  insurance. 
Thus,  services  paid  for  by  workmen's  compensation  will  not  be 
counted  against  the  individual's  entitlement  to  90  days  of  in- 
patient hospital  services  or  100  days  of  extended  care  services. 
Nor  would  such  services  count  against  the  190-day  lifetime  limita- 
tion on  inpatient  psychiatric  hospital  services;  the  100  home 
health  visits  to  which  the  beneficiary  is  entitled  under  Part  A 


3-91 


3U08.3 


SPECIAL  PROVISIONS  RELATED  TO  PAYMENT 


7-66 


and  B  or  the  number  of  full-service  days  to  which  he  is  entitled 
before  the  inpatient  hospital  coinsurance  becomes  applicable. 

Certain  plans,  however,  specify  limits  on  the  number  of  days  of 
care  for  which  payment  will  be  made  or  the  total  amount  that  can 
be  paid  for  medical  attention  under  workmen's  compensation. 
Services  provided  after  these  limits  have  been  reached  may  be 
paid  for  under  health  insurance,  and  the  days  of  service  or  home 
health  visits  so  paid  for  would  count  against  the  individual's 
benefit  entitlement  under  health  insurance. 

3*4-08 . 3    Deductibles  and  Coinsurance  .--Payments  made  under  workmen's 
compensation  cannot  be  counted  toward  the  deductibles  or  coinsurance 
amounts  required  under  health  insurance.    Thus,  for  example,  if  an 
individual  is  hospitalized  twice  in  the  same  spell  of  illness  and 
the  first  hospitalization  is  completely  paid  for  under  workmen's 
compensation,  the  inpatient  hospital  deductible  would  apply  to  the 
second  hospitalization.    In  the  same  way,  medical  expenses  other- 
wise reimbursable  under  Part  B,  must  first  be  reduced  by  any 
workmen's  compensation  payment  before  applying  the  deductible  and 
coinsurance. 

3^09-    GENERAL  PROCEDURES  IN  HANDLING  WORKMEN'S  COMPENSATION  CASES 
Each  intermediary  should  use  its  own  experience  in  formulating 
procedures  for  handling  and  control  of  cases  involving  workmen's 
compensation.    Procedures  must  necessarily  be  adapted  to  the  vary- 
ing requirements  of  the  laws  of  the  several  jurisdictions.  However, 
the  following  general  guidelines  are  furnished. 

There  are  various  indications  that  an  injury  or  a  disease  may  be 
work- related.    An  admission  or  start  of  care  notice  may  so  specify 
and,  if  so,  the  provider  should  furnish  the  name  and  address  of 
the  beneficiary's  employer.    The  nature  and  circumstances  of  the 
injury  or  disease  may  suggest  that  it  is  work- related.  Providers 
of  services  have  been  asked  to  send  the  intermediary,  with  the 
admission  or  start  of  care  notice,  any  information  available  con- 
cerning prior  workmen's  compensation  payments  made  on  behalf  of 
the  beneficiary,  since  the  probability  exists  that  the  subsequent 
care  for  the  same  injury  or  disease  will  also  be  compensable  under 
workmen's  compensation.    Such  information  will  enable  the 
intermediary  to  establish  a  record  of  the  pending  case  and  to 
initiate  any  necessary  investigation  or  development  to  resolve 
the  issue  of  workmen's  compensation  without  waiting  for  the 
provider's  bill. 

3^09.1    Intermediary' s  Investigation .  —The  intermediary's 
investigation  should  be  carried  out  as  promptly  as  possible  since 
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a  delayed  determination  by  the  intermediary  that  workmen's 
compensation  payments  can  reasonably  be  expected  coupled  with  a 
failure  by  the  patient  to  file  under  that  system,  may  result  in 
his  loss  of  benefits  under  both  workmen's  compensation  and  the 
health  insurance  program. 

Upon  receipt  of  an  indication  that  a  work-related  injury  or  disease 
may  be  involved,  the  intermediary  should  undertake  the  investiga- 
tion and  development  necessary  to  support  its  determination.  It 
may  utilize  its  usual  investigative  methods  and  procedures  and  may 
seek  information  from  the  beneficiary,  his  employer,  providers  of 
services,  medical  insurance  carriers,  other  intermediaries,  the 
workmen's  compensation  carrier,  or  the  State  workmen's  compensation 
agency. 

Although  the  intermediary  will  often  be  the  first  on  notice  of 
possible  workmen's  compensation  involvement  in  a  claim,  it  should 
coordinate  its  investigation  and  determination  regarding  reason- 
able expectation  of  workmen's  compensation  payment  with  any 
carrier(s)  or  other  intermediary( ies)  known  to  be  concerned  with 
the  claim.    It  is  important  that  there  be  consistency  in  the 
determinations  of  intermediaries  and  carriers  concerning  the 
implications  of  workmen's  compensation  as  related  to  the  same 
injury  or  illness. 

3^09 • 2    Intermediary's  Determination  and  Related  Procedures 

A.    Workmen's  Compensation  Has  Been  or  Is  Being  Paid.— If  at  the 
time  the  patient's  bill  is  submitted,  workmen's  compensation 
payment  has  been  or  is  being  made  which  fully  covers  the  cost  of 
the  items  and  services  furnished,  no  payment  under  the  health 
insurance  program  may  be  made. 

Where  payment  under  workmen's  compensation  is  less  than  that  which 
could  reasonably  be  expected  under  that  system,  payment  under  health 
insurance  would  be  offset  to  the  extent  of  workmen's  compensation 
payment  reasonably  expected  and  not  simply  to  the  extent  of  the 
actual  payment  made  under  that  system. 

Where  a  lump  sum  compromise  is  awarded  as  payment  of  a  workmen's 
compensation  claim,  the  amount  of  payment  for  hospital  and 
medical  expenses  may  or  may  not  be  specified  in  such  a  settle- 
ment.   However,  it  is  not  necessary  to  examine  the  settlement  to 
determine  the  items  or  services  for  which  payment  has  been  made 
since  the  only  consideration  is  the  benefits  which  could 
reasonably  have  been  expected  had  the  individual  pursued  his 
right  to  payment  for  medical  services  under  workmen's  compensation. 
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Thus,  in  those  States  where  there  is  no  limitation  on  workmen's 
compensation  payment  for  hospital  and  medical  expenses,  no 
payment  could  be  made  under  the  health  insurance  program  for 
services  required  by  a  work-related  injury  or  disease  where  a 
lump  sum  compromise  has  been  effected. 

The  provider  should  be  advised  in  writing  of  the  intermediary's 
decision  and  a  copy  should  be  sent  to  the  individual.    The  inter- 
mediary should  document  the  case  file  with  the  facts  bearing  on 
its  decision. 

NOTE:    Even  though  workmen's  compensation  payment  has  been  or 

probably  will  be  made,  providers  have  been  asked  to  submit 
bills  for  covered  services  in  the  usual  manner  to  the 
intermediary  or  to  the  Social  Security  Administration  if 
the  provider  is  dealing  directly  with  the  Government. 

B.  Workmen's  Compensation  is  Reasonably  Expected.— If  at  the 
time  the  provider  submits  its  bill,  workmen's  compensation  has  not 
been  or  is  not  being  paid,  the  intermediary  must  make  a  determina- 
tion as  to  whether  workmen's  compensation  payment  can  reasonably 
be  expected  and,  if  so,  it  must  determine  the  amount  reasonably 
expected . 

Should  the  intermediary  determine  that  there  is  a  reasonable 
expectation  that  a  workmen's  compensation  payment  will  be  made 
for  the  patient's  care,  the  provider  should  be  notified  that 
health  insurance  payments  are  precluded  due  to  the  expectation 
of  workmen's  compensation  coverage.    The  provider  should  also  be 
advised  that  the  case  may  be  reopened  in  the  event  workmen's 
compensation  does  not  pay.    The  individual  should  also  be  notified 
of  the  intermediary's  decision.    If  the  individual  has  not  yet 
filed  a  claim  under  workmen's  compensation,  the  intermediary  should 
advise  him  to  file  such  a  claim  and  inform  him  that  failure  to 
pursue  his  claim  under  workmen's  compensation  will  preclude  pay- 
ment under  health  insurance  to  the  extent  that  payment  could 
reasonably  have  been  expected  had  he  done  so. 

The  intermediary  should  document  the  file  with  the  facts  which 
were  considered  in  making  its  determination. 

C.  Workmen's  Compensation  is  Questionable. — Should  the 
intermediary  determine  that  workmen's  compensation  payments 
cannot  reasonably  be  expected,  payment  under  health  insurance 
may  be  made  to  the  provider  on  condition  that  such  payment  will 
be  refunded  in  the  event  workmen's  compensation  later  pays  for 
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the  services.    However,  such  conditional  payment  should  not  be 
made  unless  there  is  a  real  question  as  to  whether  payment  will 
be  made  by  workmen's  compensation.    The  mere  fact  that  the 
employer  or  workmen's  compensation  carrier  is  contesting 
liability  would  not  in  itself  be  a  sufficient  basis  for  making 
payment  under  health  insurance  if  investigation  indicates  that 
the  individual  can  reasonably  expect  workmen's  compensation 
payment  if  he  pursues  his  claim. 

3I+II.  OVERPAYMENTS 

When  information  is  received  that  workmen's  compensation  payments 
have  been  made  subsequent  to  the  payment  of  health  insurance 
benefits  for  the  same  items  and  services,  the  intermediary  should 
notify  the  provider  that  it  has  been  overpaid.    Overpayments  to 
providers  may  be  recouped  from  providers  by  direct  refund  or 
adjustment  of  future  program  payments  due  the  provider. 


Utilization  Review 


3^20.    UTILIZATION  REVIEW  PLAN 
Hospitals  (including  tuberculosis  hospitals  and 
psychiatric  hospitals)  and  extended  care  facilities  are  required 
to  have  in  effect  a  plan  for  utilization  review  which  applies,  at 
least,  to  the  inpatient  services  furnished  to  patients  entitled 
to  benefits  under  the  program.    The  plan  must  provide  for  review, 
on  a  sample  basis,  of  admissions,  duration  of  stays,  and  profes- 
sional services  furnished;  and  review  of  each  case  of  continuous 
extended  duration  during  the  patient's  confinement.  Further 
details  on  the  requirements  for  an  acceptable  utilization  review 
plan  and  guidelines  for  effectively  meeting  these  requirements 
are  given  in  section  XVI  of  the  "Conditions  of  Participation; 
Hospital,"  and  in  section  XVIII  of  the  "Conditions  of  Participa- 
tion for  Extended  Care  Facilities." 

The  law  requires  that  effective  utilization  review  be  maintained 
on  a  continuing  basis  to  assure  the  medical  necessity  of  the 
services  for  which  the  program  pays  and  promote  the  most  efficient 
use  of  available  health  facilities  and  services. 

31+21.     LIMITATIONS  ON  PAYMENT 

In  connection  with  the  utilization  review  requirement,  certain 
limitations  on  payment  for  inpatient  hospital  services  and  post- 
hospital  extended  care  services  have  been  established.  (For 
purposes  of  this  section  "inpatient  hospital  services"  include 
inpatient  hospital  services  and  inpatient  psychiatric  hospital 
services . ) 


3-95 


3U21  (Cont.)      SPECIAL  PROVISIONS  RELATED  TO  PAYMENT 


7-66 


A.  If  the  physician  members  of  the  utilization  review  committee 
decide,  after  opportunity  for  consultation  is  given  the  attending 
physician,  that  further  inpatient  stay  is  not  medically  necessary, 
notification  in  writing  is  given  within  ^8  hours  to  the  institution, 
the  patient,  and  the  patient's  attending  physician.    Payment  may 
not  be  made  for  more  than  3  days  of  inpatient  hospital-  services 

or  extended  care  services  following  the  date  the  notice  is  received 
by  the  institution. 

In  the  event  of  such  a  finding,  the  provider  is  required  to  show 
the  date  of  receipt  of  the  notice  on  the  billing  form.  Action 
will  be  taken  as  follows : 

1.  If  the  discharge  date  is  k  days  or  less  after  the  date 
of  receipt  of  notice,  payment  may  be  made  for  the  number  of  days 
billed. 

2.  If  the  discharge  is  more  than  k  days  after  the  date  of 
receipt  of  notice,  payment  for  services  will  be  restricted  to  3 
days  after  the  date  of  receipt  of  notice. 

B.  If  the  Social  Security  Administration  determines  that  a 
hospital  or  extended  care  facility  has  substantially  failed  to 
make  timely  review  of  long-stay  cases,  it  may,  in  lieu  of 
terminating  the  agreement  with  the  provider,  decide  that  no 
payment  may  be  made  on  behalf  of  patients  for  more  than  a 
continuous  period  of  20  days  of  inpatient  hospital  services  or 
a  continuous  period  of  20  days  of  post-hospital  extended  care 
services.    The  Administration  will  determine  the  effective  date 
of  this  limitation,  which  will  be  applicable  to  services  rendered 
to  individuals  admitted  after  that  date.    The  decision  may  be 
made  effective  only  after  notice  is  given  to  the  hospital  or 
extended  care  facility  and  to  the  hospital(s)  with  which  the 
extended  care-  facility  has  transfer  agreement(s),  and  to  the 
public . 

The  Social  Security  Administration  will  notify  the  intermediary 
of  the  identity  of  any  hospital  or  extended  care  facility  subject 
to  this  limitation  and  of  the  effective  date  of  the  Administration's 
decision. 

The  limitation  will  be  removed  when  the  Administration  determines 
that  timely  review  of  long-stay  cases  has  been  restored  and  there 
is  reasonable  assurance  that  the  deficiency  will  not  recur. 
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Verification  of  Prior  Inpatient  Stay   3520  116 

Prior-Stay  Institution  is  a  Participating 

or  Covered  Emergency  Services  Provider  ...  3520.1  117 
Prior-Stay  Institution  is  Not  a  Participating 

or  Covered  Emergency  Services  Provider  ...  3520.2  117 
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Part  B  Queries  and  Replies 

Section  Hii 

Outpatient  and  Part  B  Home  Health  Query  ••••••••  3525  117 

Part  B  Queries — General  .   3527  118 

Format  for  Preparing  the  Part  B  Query  to  SSA 

(Advanced  Record  System)    3529  119 

SSA  Record  Maintenance  and  Replies   3531  123 

Advanced  Record  System  (ARS)  Part  B  Reply 

Record  Format   3533  12 U 

Notice  of  Start  of  Care  Procedures 

Completion  of  Start  of  Care  Notice  by  Home 

Health  Agencies    351*0  128 

Transmission  of  Start  of  Care  Notices   351*2  129 

SSA  Replies  to  Start  of  Care  Notices   35UU  129 

Intermediary's  Reply  to  the  Home  Health 

Agency  (The  Report  of  Eligibility)    35145  131 

Verifying  Stay  in  Institution  Caring  for 

Condition  Later  Requiring  Home  Health 

Services    35U7  132 

The  Intermediary  Services  the  Prior 

Provider    35U7.1  133 

Another  Intermediary  Services  the  Prior 

Provider    35U7.2  13k 

Obtaining  Open-Item  Information  ..........  35U8  13U 

The  Intermediary  Services  the  Open-Item 

Provider   35U8.1  13h 

Another  Intermediary  Services  the  Open-Item 

Provider  •••••••  ••••••   35U8 .2  13U 

Exhibits  •••••••••••••••••••••••••••••••••••••••  3550  135 
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3501.    THE  NOTICE  OF  ADMISSION  OR  START  OF  CARE— DESCRIPTION 
When  a  patient  age  65  years  or  over  is  admitted  to  a  participating 
hospital  or  an  extended  care  facility  (ECF),  information  is 
obtained  from  the  patient  to  find  out  if  he  is  or  may  be  entitled 
to  hospital  insurance  benefits.    After  deciding  that  the  patient 
may  be  entitled,  the  hospital  or  ECF  will  notify  its  intermediary 
of  the  admission  so  that  the  notice  can  be  transmitted  to  Social 
Security  Administration  central  records.    In  cases  of  a  partici- 
pating Home  Health  Agency  (HHA),  a  start  of  care  notice  is 
initiated  and  transmitted  under  tho  same  circumstances.  (See 
§§35UOff  for  start  of  care  notice  procedures.) 

Where  only  outpatient  hospital  services  are  furnished,  the  hospi- 
tal will  not  submit  an  admission  notice.    The  identifying  informa- 
tion that  was  obtained  at  the  start  of  outpatient  services  will  be 
submitted  at  the  same  time  as  the  billing  information  when  pay- 
ment for  the  services  is  claimed.    The  provider  will  submit  a 
billing  form  involving  only  Part  A  outpatient  services  at  the  end 
of  the  20-day  study  period,  or  earlier  if  the  diagnostic  services 
ended  before  the  end  of  the  period.    The  billing  for  Part  B  out- 
patient services  only  or  for  Part  B  outpatient  services  in  con- 
junction with  Part  A  outpatient  diagnostic  services  will  be  sub- 
mitted as  soon  as  the  services  are  completed.  (See  1  33>25  on 
outpatient  queries  for  Part  B  deductible  status.) 

To  assure  a  reply  to  the  admission  notice,  the  intermediary  that 
transmitted  it  will  process  a  followup  with  SSA  central  records 
after  7  days  have  elapsed  from  the  date  on  which  it  was  sent  to 
SSA.    Exclude  Saturdays,  Sundays,  and  legal  Federal  holidays  (see 
s  3U0U)  in  counting  days  for  the  7-day  followup. 

The  notice  of  admission  or  start  of  care,  when  transmitted  to  SSA, 
will  result  in  recording  the  beginning  of  services  in  the  patient's 
utilization  record.    As  applicable,  the  provider  enters  this 
information  on  the  following  admission  and  billing  forms: 

SSA  1U53,  Inpatient  Hospital  Admission  and  Billing; 

SSA  1U78,  Extended  Care  Admission  and  Billing  (being  devised); 

SSA  lU8£,  Inpatient  Psychiatric  and  Tuberculosis  Hospital 
Admission  and  Billing; 

SSA  1U83,  Outpatient  Billing)  and 

SSA  1U87,  Home  Health  Agency  Report  and  Billing. 

SSA  1U86,  Inpatient  Admission  and  Billing — Christian  Science 
Sanatorium 
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There  will  be  occasions  when  the  individual  files  an  application 
for  benefits  with  an  SSA  district  office  after  age  65,  and  retro- 
active entitlement  is  found  to  exist.    In  these  cases,  SSA  will 
inform  the  beneficiary  to  contact  any  provider  who  rendered 
services  to  him  during  the  retroactive  period.    When  contacted  by 
the  beneficiary,  the  provider  in  these  situations  will  initiate  a 
notice  of  admission  under  normal  procedures  before  submitting  the 
bill  to  its  intermediary  for  payment.    When  the  reply  to  the 
admission  notice  is  received  and  it  shows  the  patient  is  eligible 
for  hospital  insurance  benefits,  the  hospital  will  make  refunds 
that  are  due  the  beneficiary  as  required  by  its  agreement.  After 
making  the  refund,  it  will  forward  the  billing  to  the  intermediary. 
While  explanations  of  wire  message  formats  and  codes  are  included 
in  this  chapter,  intermediaries  should  refer  to  the  available 
telecommunication  manuals  for  the  details  of  telecommunication 
procedures: 

A.  Intermediaries  directly  connected  to  the  Advanced  Record 
System  should  refer  to  SSA's  "Telecommunications  Operating  Procedures 
Advanced  Record  System." 

B.  Intermediaries  directly  connected  to  the  Blue  Cross  Associa- 
tion wire  system  should  refer  to  BCA's  "Telecommunications  System 
Principles  of  Operation,  Tributary  Station." 


Identifying  the  Patient's  Health  Insurance  Record 
3502.    HEALTH  INSURANCE  CARD. 

As  part  of  the  health  insurance  electronic  data  processing,  HI 
cards  are  prepared  and  mailed  by  SSA  (or  in  some  instances  by  the 
Railroad  Retirement  Board  where  railroad  retirement  beneficiaries 
are  involved)  to  individuals  who  have  established  entitlement  to 
health  insurance.     (See  §  3550,  Exhibit  1A,  Health  Insurance  Cards.) 
The  HI  card  is  used  to  identify  the  individual  as  being  entitled 
and  also  serves  as  a  readily  available  source  of  essential  informa- 
tion to  facilitate  processing  of  payment  under  the  program.  It 
contains  the  beneficiary's  name  and  sex,  health  insurance  claim 
number,  and  effective  date  of  entitlement  to  Hospital  Insurance 
and/or  Medical  Insurance. 

If  the  intermediary  receives  an  inquiry  about  replacing  a  lost  or 
destroyed  HI  card,  it  should  inform  the  inquirer  to  get  in  touch 
with  the  SSA  district  office  nearest  his  address  for  assistance  in 
obtaining  another  one. 

3502.1   Temporary  Eligibility  Notice. — Where  there  is  a  need  for 
immediate  medical  services,  the  social  security  district  office  may 


3-100 


7-66 


ADMISSION  AND  QUERY  PROCEDURES 


350U 


issue  a  temporary  health  insurance  eligibility  notice  in  advance 
of  a  health  insurance  card.    (See  Exhibit  IB) 

350U.    HEALTH  INSURANCE  CLAIM  NUMBERS » 

Most  HI  claim  numbers  are  9-digit  numbers  with  lettered  suffixes, 
e.g.,  000-00-0000-A.    However,  it  might  also  be  a  6  or  9-digit 
number  with  lettered  prefixes,  e.g.,  A-000000,  A- 000-00 -0000 j  or, 
WD-000000,  WD-000-00-0000. 

The  numeric  portion  of  the  health  insurance  claim  number  fre- 
quently includes  a  social  security  number.    A  description  of  that 
number  follows: 

The  individual  social  security  number  always  consists 
of  nine  digits,  all  of  which  are  numeric.    This  9-digit 
number  is  divided  into  3  parts  and  separated  by  hyphens 
as  follows:    000-00-0000.    The  3  parts  are  referred  to 
as  the  "area,"  the  "group,"  and  the  "serial,"  respec- 
tively. 

The  areas  range  from  001  through  587  and  from  700  through 
728.    All  groups  except  group  00  are  possible.    The  last 
h  digits  of  the  social  security  number,  the  serial  portion 
are  a  straight  numerical  series  from  0001  through  9999 
within  each  group. 

The  claim  numbers  categorize  the  social  security  and  railroad 
retirement  claims  status  of  beneficiaries  and  are  essential  in 
locating  the  patient1 s  central  record  maintained  by  the  Social 
Security  Administration. 

The  HI  claim  number  is  obtained  by  the  provider  from  the  patient's 
HI  card,  or  utilization  notice,  or  by  provider  contact  with  the 
SSA  district  office  for  assistance.    Where  the  patient  cannot 
furnish  a  claim  number,  it  may  be  an  indication  that  he  has  not 
filed  an  application  with  SSA  to  establish  his  entitlement  to 
health  insurance  benefits,  or  that  SSA  action  on  a  pending  appli- 
cation has  not  been  completed.    In  that  case,  there  may  be  a 
delay  in  forwarding  the  admission  notice  while  the  provider 
awaits  the  SSA  determination  on  the  patient1 s  entitlement. 

The  potentially  valid  health  insurance  claim  numbers  are  as 
follows : 

1.    SSA  Claim  Numbers 

000-00-0000-A 
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UUU- 

-00- 

r\rv~\r\ 
■UUUU- 

-B,  Bl,  B<:,  B3>  BUj  Bp,  Bo,  By 

OOO- 

■00- 

■0000- 

-CI,  C2,  C3i  Cu,  C5  (see  note; 

000- 

■00- 

■0000- 

-D,  Dl,  D2,  D3,  DU,  Dp,  Do,  D7 

000- 

-00- 

-0000- 

-E,  El,  E2,  E3 

000- 

-00- 

-0000- 

-Fl,  F2,  F3,  FU,  F5,  F6,  F7,  F8 

000- 

-00- 

■0000- 

-HB,  HB1,  HB2,  HB3,  HBh,  HB5,  HB6,  HB9 

000- 

-00- 

-0000- 

-HC1,  HC2,  JK3,  HCU,  HC5    (see  note) 

(NOTE:    Subscripts  higher  than  "5"  are  possible  but  not  likely  to 
occur;  there  is  no  limit. ) 


RRB  Clam  Numbers 

A-000000,  or 

PA-000000,  or 

A-000-00-0000 

PA-000-00-0000 

MA-000000,  or 

PD-000000,  or 

MA-000-00-0000 

PD-000-00-0000 

WA-000000,  or 

H-000000 

WA-000-00-0000 

MH-000000 

WD-000000,  or 

WD-000-00-0000 

WH-000000 

T/JCA-000000,  or 

WCH-000000 

WCA-000-00-0000 

P H-000000 

WCD-000000,  or 

WCD-000-00-0000 

JA-000000 

In  the  case  of  RRB  claim  numbers,  consisting  of  a  prefix  and  six 
digits,  the  numeric  portion  has  no  special  characteristics. 

Hie  highest  number  assigned  is  known  and  is  different  for  each 
group  of  prefixes  as  follows: 

Prefixes  Numbers  Assigned 

A,  MA,  WA,  WCA,  PA,  J A  000001-991273 
WD,  WCD,  PD  000001-ia^935 
H,  MH,  WH,  WCH,  PH  000001-01*9159 
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3.    Special  SSA-Health  Insurance  Only  Claim  Numbers 

000-00-0000- T 
000-00-0000-M,  Ml 

(Suffix  letter  T  indicates  the  individual  is  entitled  to  hospital 
or  hospital  and  medical  insurance.    Suffix  letters  M  and  Ml  indi- 
cate the  individual  is  eligible  for  medical  insurance  benefits, 
but  not  for  hospital  insurance  benefits. ) 


Notice  of  Admission  Procedures 
3^07.    NOTICE  OF  ADMISSION  DATA 

The  provider  will  use  mail,  messenger,  telephone,  or  other  means 
based  on  prior  arrangements  to  transmit  the  admission  information 
to  the  intermediary.     (The  admission  notice  part  of  the  admission 
and  billing  forms  may  be  sent  to  the  intermediary  for  this  purpose. 
See  I  3550,  exhibit  2.)    The  intermediary  will  send  the  admission 
notice  data  to  SSA  central  records  on  a  daily  basis  after  review 
for  omissions  and  inconsistencies.    If  the  review  so  indicates, 
the  intermediary  will  take  action  to  obtain  the  necessary  informa- 
tion from  the  provider  before  transmission  to  SSA. 

Prior  inpatient  stay  information  will  not  be  included  in  the  inter- 
mediary wire  notifying  SSA  of  the  admission.    When  verification  of 
the  prior  stay  is  required,  the  intermediary  will  verify  this 
information  after  receiving  SSA' s  reply  and  before  replying  to 
the  provider.    SSA! s  reply  to  the  intermediary  will  furnish  only 
the  number  of  days  on  record  as  of  the  last  date  of  discharge. 
The  intermediary  will  make  the  adjustments  bo  this  data  and 
determine  the  remaining  days  of  eligibility  in  the  spell  of 
illness.    The  intermediary  will  enter  in  items  25  and  27  of  the 
inpatient  admission  and  billing  forms  (SSA  11+53  and  SSA  lU85> 
respectively)  the  verified  prior  stay  dates  at  the  time  it  makes 
its  payment  determination.     (See  §  3520  on  procedures  for  verify- 
ing prior  inpatient  stays  by  intermediaries.) 

The  specific  formats  for  wire  (Advanced  Record  System)  transmissions 
are  in  §  3550 ,  exhibits  U-ll.    However,  for  details  of  telecommuni- 
cation procedures,  refer  to  SSA's  manual  "Telecommunications 
Operating  Procedures,  Advanced  Record  System."    The  following  are 
explanations  of  the  ARS  data  entered  on  Coding  Sheet,  SSA-l577a, 
and  transmitted  to  SSA  central  records  by  the  intermediary  or  the 
SSA  district  office. 
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3507.1    Prefix.     (II). — This  code  identifies  the  request  as  a 
data  message  initiated  by  an  intermediary  and  transmitted  to  SSA 
via  the  ARS  telecommunications  system.    Since  the  type  of  message 
determines  the  type  of  editing  the  message  receives,  this  code 
also  tells  the  computer  which  set  of  edit  rules  apply  to  the 
request.    This  code  serves  as  a  case  separator  for  the  computer. 

3^07.2    Intermediary  Number.     (IN). --This  is  a  5-digit  number 
identifying  the  intermediary  servicing  the  provider  who  is  submit- 
ting the  admission  notice.    This  number  is  used  in  SSA' s  computer 
system  in  lieu  of  the  lengthy  name  and  address.     This  number 
identifies  the  intermediary  who  will  process  a  Part  A  claim  for 
this  admission.    In  the  event  SSA  or  another  intermediary  needs 
information  about  this  admission  at  a  later  date,  this  number 
tells  whom  they  must  contact  for  the  information.    If  this  number 
is  incorrect  or  not  furnished,  the  Notice  of  Admission  cannot  be 
processed. 

3507.3    Provider  Number.     (PN).--This  is  a  6-digit  number  identify- 
ing the  provider.    It  must  be  present  on  each  Notice  of  Admission 
or  the  notice  cannot  be  processed.     If  a  provider  number  is  not 
received  or  if  the  provider  number  is  incorrect  or  impossible,  the 
notice  of  admission  will  be  returned  for  retransmission.  This 
number  facilitates  the  investigation  of  open  items  by  an  intermed- 
iary.   It  is  also  used  to  match  payment  records  with  open  items 
as  SSA  processes  paid  claims.    If  an  incorrect  but  possible  num- 
ber is  received  on  an  admission  notice,  this  may  result  in  delay- 
ing the  processing  of  the  paid  claim  when  it  is  received  later 
by  SSA. 

The  first  2  digits  of  this  number  represent  the  State  in  which 
the  provider  is  located  and  the  third  digit  indicates  the  type 
of  institution  (e.g.,  Hospital,  Extended  Care  Facility,  Home 
Health  Agency,  Tuberculosis  Hospital,  or  Psychiatric  Hospital). 

I'Jhile  these  numbers  will  be  published  in  the  "Directory  of  Medical 
Facilities,"  the  following  shows  the  significance  of  the  last  h 
numbers: 

PROVIDER  NUMBERS 
(Last  Four  Digits) 

0001-0999  -  Short  Stay  General  Hospitals  (short  stay  specialty 

hospitals  included) 
1000-1989  -  Reserved  for  future  use. 
1990-1999  -  Christian  Science  Institutions 

2000-2999  -  Long  Stay  Hospitals  not  Tuberculosis  or  Psychiatric 
3000-3999  -  Tuberculosis  Hospitals 
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kOOO-h999  -  Psychiatric  Hospitals 
£000-5999  -  Extended  Care  Facilities 
6000-6989  -  Reserved  for  future  use. 

6990-6999  -  Christian  Science  Institutions.     (This  represents  the 

extended  care  type  of  facility,  see  also  1990-1999.) 
7000-7899  -  Part  A  Home  Health  Agencies 
7900-7999  -  Part  B  only  Home  Health  Agencies 
8000-8999  -  Independent  Laboratories 
9000-9999  -  Reserved  for  future  use. 

Hospitals  certified  for  reimbursement  for  emergency  services  only, 
but  not  certified  for  full  program  participation,  will  be  assigned 
a  special  provider  number  with  a  letter  suffix. 

Institutions  not  certified  as  providers,  but  meeting  the  require- 
ments of  I  1861  (e)(1)  or  1861  (j)(l)  of  title  XVIII,  i.e.,  an 
inpatient  stay  in  such  an  institution  can  prolong  a  spell  of  ill- 
ness, will  be  assigned  a  different  number.    The  first  two  charac- 
ters will  be  the  State  code,  the  third  character  will  be  an  "M, " 
and  the  last  three  characters  will  be  a  serial  number  beginning 
with  001.    Example:    21  -  M  -  019. 

3507. h    Query  Code.     (TQ).    This  is  a  1-digit  code  signal  to  SSA 
of  the  type  of  action  required  for  handling  the  claim.    It  identi- 
fies the  type  of  query  as  follows: 

PART  A  QUERY  CODES 


1  Original  Query 


2  Delete  Query 


3  Continuous 
History  Query 


Request  for  benefit  eligibility  information. 
When  a  match  of  the  HI  claim  number  is  made, 
a  new  open  item  is  established  and  a  wire 
response  will  be  received  from  SSA. 

Used  to  notify  SSA  to  delete  an  open  record 
on  its  tape  files.    No  response  will  be 
received  from  SSA. 

Used  to  notify  SSA  to  create  an  open  record 
on  its  tape  files  but  no  response  will  be 
received  from  SSA,  (e.g.,  transfer  from  a 
hospital  to  an  extended  care  facility  and 
both  are  serviced  by  the  same  intermediary. 
The  reply  to  the  original  hospital  admission 
query  includes  the  remaining  days  of  eligi- 
bility for  ECF  cases). 


CO 
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PART  A  QUERY  CODES 

k  Requery  When  an  original  query  (Code  1)  has  not  been 

answered  within  7  days  (See  3501  for  counting 
days  in  this  followup.)  or  other  specified 
number  of  working  days,  re- send  the  query 
using  this  code.    An  open  record  will  be 
created  in  SSA's  files  if  none  exists,  and  a 
response  will  be  received  in  any  event. 

5  Status  Query  This  will  be  used  to  obtain  information  from 

SSA  central  records  when  information  is 
needed  and  when  an  admission  notice  is  not 
being  initiated.    It  will  be  used  in  connec- 
tion with  inquiries  from  beneficiaries  or 
providers  to  the  SSA  district  office  or 
intermediary  concerning  the  possibility  of 
payment  for  provider  services.    When  this 
code  is  used,  the  data,  3507.1  -  3507.6 
will  also  be  transmitted  if  available.  If 
there  is  no  admission  date,  the  current  date 
will  be  shown. 

No  open  record  will  be  created,  but  a  reply 
will  be  transmitted  by  SSA. 

However,  if  an  actual  admission  is  made  on  the 
basis  of  the  information  obtained  in  the  reply, 
an  admission  query  with  a  query  code  of  "1" 
must  nevertheless  be  initiated. 

3507.5  Claim  Number  Holder.     (CH).--The  name  of  the  individual 
being  admitted  is  entered  immediately  following  the  "CH"  code.  Up 
to  11  positions  of  the  last  name  of  the  individual  are  entered. 

If  the  last  name  is  longer  than  11  positions,  enter  only  the  first 
11  positions.    Enter  a  comma  immediately  following  the  last  letter 
of  the  name  or  in  the  12th  position  if  the  name  exceeds  11  posi- 
tions.   Immediately  following  the  comma,  enter  one  or  two  initials. 
The  proper  entry  for  "William  B.  Jones  would  be:    "CHJONES,WB. 11 
The  proper  entry  for  a  name  with  one  initial  only  would  be: 
"CHJONES ,W."    Do  not  space  within  the  last  name  field.  Example: 
"Von  Charles"  would  be  entered  thus:    " CHVONCHARLES , — . " . 
Similarly,  do  not  use  hyphens  or  other  punctuation  within  the  last 
name  field.    Example:    0' Rourke  is  keyed  "OROURKE, -- ."    Do  not 
enter  designations  such  as  "JR,"  "SR,"  "III,"  etc. 

3507.6  Claim  Number.     (CN).--This  is  the  health  insurance  claim 
number  required  for  processing  a  notice  of  admission.     The  CN  codes 


3-106 


7-66 


AMISSION  AND  QUERY  PROCEDURES 


3510 


indicate  that  the  alphanumeric  information  which  follows  is  the 
claim  number.    This  field  is  variable  in  length.    For  example,  an 
entry  for  a  person  who  has  an  HI  card  issued  by  the  Railroad 
Retirement  Board  could  look  like  this:    "CNA991273."    An  entry 
for  a  person  who  has  an  HI  card  issued  by  SSA  could  look  like 
this:     "CN123li56789F2."    The  field  can  contain  up  to  12  charac- 
ters and  may  contain  as  few  as  7  characters. 

3507.7  Date  of  Admission.    (DA). — This  is  entered  by  the  provider 
on  the  admission  notice  showing  the  month,  day,  and  year  in 
numerals  (e.g.,  07-01-66  for  July  1,  1966).    For  home  health  start 
of  care  notices  show  the  date  of  start  of  care. 

For  inpatient  psychiatric  or  tuberculosis  hospital  admissions,  the 
admitted  for  active  care  date  will  be  entered  in  item  10,  Form  SSA- 
ll;85.    This  is  the  date  the  patient  was  admitted  for  active  treat- 
ment or  for  medically  necessary  inpatient  diagnostic  study.  This 
will  ordinarily  be  the  day  on  which  the  patient  is  admitted  to  the 
hospital  or  a  distinct  part  of  the  hospital  which  is  equipped  for 
such  treatment  or  diagnostic  services  even  though  the  actual  treat- 
ment or  diagnostic  procedures  did  not  begin  until  a  later  date. 

3507.8  Date  of  Birth.    (DB).— This  will  be  shown  by  the  provider 
as  a  6-digit  number:    2  digits  for  month,  2  digits  for  day,  2 
digits  for  year,  e.g.,  09-06-00  for  September  6,  1900.    The  date 
will  be  transmitted  to  SSA  in  that  numerical  order.    For  trans- 
mission purposes,  see  §  3550,  exhibits  k  -  6.    This  date  should 
indicate  that  the  patient  is  at  least  age  65  in  the  month  the 
admission  notice  is  sent.    While  date  of  birth  is  useful  as  iden- 
tification and  should  be  shown  when  available,  an  admission  notice 
will  nevertheless  be  processed  where  the  date  of  birth  field  is 
left  blank. 

An  individual  is  considered  to  attain  age  65  the  day  before  his 
birth  date.    For  example,  if  his  65th  birthday  is  August  1,  1966, 
he  attained  July  31,  1966,  and  is  entitled  to  hospital  insurance 
benefits  July  1,  1966. 

3510.    SSA  REPLY  TO  NOTICE  OF  AMISSION 

Upon  receipt  of  admission  notices,  SSA  checks  the  HI  eligibility 
and  utilization  records  and  prepares  a  reply  to  the  notice.  With 
the  exception  of  an  occasional  read  or  write  error  in  some  phases 
of  the  SSA  computer  operations,  SSA  will  transmit  a  reply  to  every 
message  received  even  though  there  may  be  a  need  for  an  investi- 
gation.   (See  §  3512.7  below,  Disposition  Codes.)  "Disposition" 
codes  are  furnished  in  the  reply  to  enable  the  intermediary  to 
determine  qualifications,  original  type -of -query  identity,  and 
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other  conditions  which  may  affect  entitlement  or  a  "spell  of 
illness. " 

The  number  of  hospital  or  ECF  days  remaining,  home  health  visits 
available,  the  inpatient  deductible  and  blood  deductible  status 
furnished  in  the  reply  are  as  of  the  last  date  of  discharge 
furnished  in  the  reply.    In  the  reply,  SSA  will  not  have  deter- 
mined whether  a  new  spell  of  illness    has  begun.    The  intermediary 
should  examine  the  "Disposition"  codes,  the  last  date  of  discharge, 
and  the  open  items  to  determine  remaining  eligibility  and  deduct- 
ible status. 

All  SSA  replies  to  admission  notices  will  have  either  a  Type  1, 
Type  2,  Type  3,  or  Type  k  code  as  the  first  character  in  the 
reply  message.    Type  1  identifies  the  reply  to  admission  notices 
from  hospitals  and  ECF's.    Type  2  concerns  replies  to  start  of 
care  notices  from  home  health  agencies  (see  §§35UOff ).    Type  3 
is  for  all  replies  to  admission  notices  or  start  of  care  reports 
concerning  questionable  HI  claim  numbers  or  names.    Type  k  is  for 
queries  rejected  by  SSA  because  of  errors  in  the  information 
received  in  the  transmitted  query  record.    See  §  35>5>0 ,  exhibits 
5-11  for  specific  formats  of  admission  notice  replies  by  wire 
(Advanced  Record  System) .    For  details  of  telecommunication  pro- 
cedures, see  SSA1 s  manual,  "Telecommunications  Operating  Procedures, 
Advanced  Record  System." 

3512.    CONTENTS  OF  THE  SSA  REPLY  TO  THE  NOTICE  OF  ADMISSION 
(TYPE  1). 

Type  1  is  a  reply  to  a  hospital  or  ECF  query  indicating  remaining 
eligibility  and  status  of  deductible  as  of  the  last  discharge 
date  recorded  in  SSA's  records. 

3512.1  Beneficiary  Identification.  —  The  HI  claim  number  sent  in 
the  admission  notice  will  always  appear  in  the  reply.    Where  either 
the  name  or  HI  claim  number  on  the  admission  notice  is  different 
than  those  in  the  SSA  central  record,  the  corrected  name  or  number 
will  appear  in  a  special  field  in  the  reply.    In  this  case,  the 
information  on  the  admission  and  billing  form  should  be  changed 

to  reflect  the  information  furnished  in  the  SSA  reply.  These 
changes  should  be  brought  to  the  attention  of  the  provider  for 
correction  of  the  billing  form  before  it  is  submitted  for  payment. 

3512.2  Data  Furnished  by  Provider.-- The  date  of  admission  will 
be  the  same  as  that  on  the  admission  notice. 
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3*12.3    Part  A  Data. 

a.  The  effective  date.  This  entry  will  be  the  first  month  of 
entitlement  to  benefits  under  Part  A.  No  payment  can  be  made  for 
Part  A  services  furnished  before  this  date. 

b.  Date  of  last  discharge.    If  previous  inpatient  hospital  or 
ECF  stays  were  covered  under  Part  A  and  the  discharge  was  reported, 
the  latest  discharge  date  reported  will  appear  in  the  reply.  If 
SSA  was  notified  of  an  admission,  but  not  of  the  discharge  for  that 
admission,  the  need  to  verify  the  open  item  will  be  indicated  in 
the  reply  to  the  intermediary.    Where  this  occurs,  either  the 
intermediary  or  Bureau  of  Health  Insurance  Direct  Reimbursement 
Operations  will  verify  an  open  item  or  prior  stay  according  to 

§§  3518  -  3519. 

3512. k    Part  A  Benefits  Available  As  of  Date  of  Last  Discharge. 
This  will  show  the  number  of  days  for  which  reimbursement  may  be 
made,  the  amount  needed  to  meet  the  inpatient  deductible,  and  the 
number  of  pints  of  blood  needed  to  meet  the  whole  blood  deductible. 
This  information  is  based  on  the  last  date  of  discharge  shown  in 
SSA  records;  the  intermediary  determines  the  actual  remaining 
eligibility  with  tiie  additional  information  available  to  it. 

3*12.5    Part  A  Intermediary  Number. — This  will  be  the  identifica- 
tion number  assigned  by  SSA  to  the  Part  A  intermediary  handling 
the  current  admission. 

3512.6  Part  B  Data.— This  will  show  the  effective  date,  the  first 
month  of  entitlement  to  benefits  under  Part  B,  and,  the  status  of 
the  deductible  under  Part  B  as  currently  shown  in  the  records  (as 
"MET"  or  "NOT  MET;"  or  coded  in  the  wire:    1  for  MET,  and  2  for 
NOT  MET). 

The  "MET"  or  "NOT  MET"  codes  are  informational  and  should  not  be 
acted  upon.    Even  where  the  indication  on  a  Part  A  query  reply  is 
"MET,"  the  intermediary  will  initiate  a  Part  B  query  when  acting 
on  a  payment  under  Part  B.    If  the  intermediary  has  been  previous- 
ly notified  through  the  Part  B  query  procedure  and  keeps  records 
of  such  notices,  the  subsequent  query  may  not  be  necessary. 
See  §  3525  for  further  explanation. 

3512.7  Disposition  Code. — This  is  a  code  describing  the  reply. 
It  may  encompass  caution  signals,  no  record  indications,  ques- 
tionable items,  errors,  etc.    In  the  explanations  of  the  codes, 
the  term  "Query  Related"  is  used.  The  following  chart  explains  a 
query  related  or  a  non-query  related  condition: 
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Source  of  Open  Item 

Admission  Provider  on  Query 

Notice  SSA' s  Record  Related 


Hospital  Hospital  Yes 

Hospital  EOF  Yes 

Hospital  H  H  A  No 

E  C  F  E  C  F  Yes 

E  C  F  Hospital  Yes 

E  C  F  H  H  A  No 

H  H  A  H  H  A  Yes 

H  H  A  Hospital  No 

H  H  A  EOF  No 


Listed  below  are  the  identification  and  explanations  of  the 
"Disposition"  codes: 


DISPOSITION  CODES  -  PART  A 


Disposition     Open  Item 

Code  Established  Explanation 

00  No  SSA  investigation  action  being  taken. 

(Usually  represents  a  file  search  to 
check  name  and/or  Health  Insurance  Claim 
Number. )    A  definitive  reply  will  follow 
within  a  few  days.    If  SSA  is  unable  to 
locate  the  record  or  reconcile  the  name 
differences,  a  reply  with  a  disposition 
code  will  be  sent. 


01  Yes        Approval .    The  beneficiary  has  never  used 

Part  A  services.    This  is  an  initial 
admission  or  start-of-care  query  for  this 
beneficiary. 

02  Yes         Approval.    Some  prior  Part  A  utilization. 

Last  recorded  date  of  discharge  is 
within  60  days  of  this  date  of  admission 
and  there  are  no  query  related  open  items 
on  SSA  tape  records. 

21  Yes         Qualified  Approval.    Query  related  open 

item  exists  on  SSA  tape  records. 

22  Yes         Qualified  Approval.    Admission  date 

precedes  date  of  entitlement  to  Part  A. 
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Disposition     Open  Item 

Code  Established  Explanation 

23  Yes         Qualified  Approval*    Previously  reported 

deceased  on  a  billing  form.  The  admission 
date  is  in  or  prior  to  month  of  death. 

2k  Yes         Qualified  Approval.    Previously  reported 

deceased,  by  SSA  or  RRB  processing  compon- 
ents other  than  those  directly  related 
to  the  Health  Insurance  Benefit  Utiliza- 
tion operations,  and  the  admission  date 
is  in  or  prior  to  the  month  of  death. 

25  Yes         Qualified  Approval.    Some  prior  Part  A 

Utilization.  Last  recorded  date  of  dis- 
charge is  beyond  60  days  of  this  date  of 
admission  and  there  are  no  query  related 
open  items  on  SSA  tape  records. 

ill  Yes         Disallowed.    Query  related  benefit  is 

exhausted.    It  is  the  intermediary' s 
responsibility  to  close  or  delete  (as 
applicable)  the  open  item. 

1*2  (Only  for     Disallowed.    No  entitlement  to  Part  A, 

home  health   but  entitled  to  Part  B.    It  is  the  inter- 
services)      mediary' s  responsibility  to  close  or 
delete  a  home  health  open  item. 


kh  No  Rejection.    Previously  reported  deceased 


than  those  directly  related  to  the  Health 
Insurance  Benefit  Utilization  operations, 
and  the  admission  date  is  after  the  month 
of  death. 

h$  No  Rejection.    Unable  to  identify  benefici- 

ary under  HI  Claim  Number  reported  in  the 
query.    Recheck  HI  Claim  Number  and  name. 
If  necessary,  contact  the  provider.  (A 
previous  reply  was  sent  under  code  "00" . ) 


U3  No  Rejection.    Previously  reported  deceased  g 

on  a  billing  form.  The  admission  date  1 
is  after  the  month  of  death.  cn 


by  SSA  or  RRB  processing  compenents  oth  er  n' 


O  s 

n  . 
fl>  ! 
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Disposition         Open  Item 

Code  Established  Explanation 

U6  No  Rejection.    Christian  Science  ECF  involved 

with  other  ECF  during  the  current  spell 
of  illness. 

U7  No  Rejection.    Duplicate  admission. 

1±8  No  Rejection.    Not  entitled  to  Part  A  or  Part  3 

benefits. 

f 

k9  No  Rejection.    Unmatched  deletion  item.  (See 

deletion  query  codes  §  3507. U.  ) 

60  No  Status.    NOTE;    "Status"  indicated  in 

this  and  the  following  explanations  is 
related  to  replies  to  queries  transmitted 
under  Query  Code  "5" • 

Investigation  action  taken  to  check  name 
and/or  Health  Insurance  Claim  Number.  A 
definitive  reply  will  follow  within  a  few 
days.    If  SSA  is  unable  to  locate  the 
record  or  reconcile  the  name  differences, 
a  reply  with  a  disposition  code  "65" 
will  be  sent. 

61  No  Status.    No  prior  Part  A  utilization. 

62  No  Status .    Eligibility  has  been  reduced  by 

prior  utilization. 

63  No  Status.    Previously  reported  deceased  on 

a  billing  form. 

6k  No  Status.    Previously  reported  deceased  by 

SSA  or  RRB  processing  components  other 
than  those  directly  related  to  the  Health 
Insurance  Benefit  Utilization  operations. 

65  No  Status.    Unable  to  identify  the  benefici- 

ary under  Health  Insurance  Claim  Number 
furnished  in  the  query.    Recheck  the  HI 
Claim  Number  and  name.    If  necessary, 
contact  SSA  district  office.     (A  previous 
reply  was  sent  under  code  "60". ) 
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Disposition 
Code 


Open  Item 
Established 


Explanation 


66 


No 


Status.  No  entitlement  to  Part  A,  but 
entitled  to  Part  B. 


67 


No 


Status.  No  entitlement  to  Part  A  or 
Part  B. 


3513.    CONTENTS  OF  SSA  REPLY  (TYPE  3) 

(For  Type  2,  see  §§  35UOff . )    A  Type  3  reply  means  that  SSA  could 
not  locate  the  record  of  the  beneficiary  on  the  basis  of  the  HI 
claim  number  furnished  in  the  query,  and  will  review  all  possible 
records  so  that  an  answer  can  be  given.    Another  reply  (Type  1  or 
2)  will  be  sent  within  a  few  days  either  with  the  corrected  data 
or  with  a  rejection.    See  §  3550?  exhibit  11  for  format  and  con- 
tents of  reply. 

351U.    CONTENTS  OF  SSA  REPLY  (TYPE  U) 

This  type  of  reply  indicates  errors  in  the  admission  notice 
transmitted  to  SSA.    It  is  a  rejection  of  query  by  SSA  during  the 
initial  query  message  edit  operation.    The  intermediary  is  to  re- 
query  with  correct  data. 

An  asterisk(-x-)  in  the  replies  is  used  as  a  field  separator,  but 
only  when  the  preceding  field  contained  an  error  condition  in  the 
query  message.    See  §  3550,  exhibit  11  for  format  and  contents  of 
reply. 

3518.     INTERMEDIARY  ACTION  ON  SSA  REPLIES. 

Generally,  the  SSA  reply  to  an  admission  notice  will  be  complete 
enough  to  permit  the  intermediary  to  compute  the  patient' s  eligi- 
bility where  the  reply  does  not  indicate  an  open  item  or  there  is 
no  prior-inpatient  stay  involvement.    If  the  intermediary  deter- 
mines that  the  reply  contains  the  information  the  provider  needs 
to  assess  eligibility  for  billing  purposes,  it  will  forward  the 
reply  to  the  provider. 

3518.1    The  Report  of  Eligibility.  — The  "Report  of  Eligibility'* 
part  of  the  inpatient  admission  and  billing  forms  (see  §  3550, 
exhibit  2,  SSA  1U53  and  SSA  1U85)  may  be  used  by  the  intermediary 
as  a  reply  to  the  admission  notice  received  from  the  provider. 
Whether  the  reply  will  be  given  by  telephone,  mail,  or  wire  to 
the  provider,  it  will  contain  eligibility  information  similar  to 
the  content  in  the  ''Report  of  Eligibility"  part  of  the  admission 
notice.    If  there  is  no  eligibility  or  less  than  10  days  eligi- 
bility remains,  the  intermediary  will  telephone  or  wire  the 
reply  to  the  provider.     (For  guarantee  of  payment  purposes,  a 
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hard-copy  reply  will  also  be  furnished  to  the  provider  as  a 
written  confirmation  to  a  telephone  reply.    The  date  of  the  tele- 
phone reply  constitutes  the  date  of  notification.    See  §  3l|0U.  ) 

Outlined  below  is  an  explanation  of  the  eligibility  information 
in  the  "Report  of  Eligibility." 

Item  A.    Effective  Date — Hospital  Insurance.    The  month,  day,  and 
year  of  the  patient's  entitlement  to  hospital  insurance  benefits 
(Part  A)  will  be  shown.    If  not  entitled,  an  entry  will  be  made  to 
show  this. 

Item  B.    Effective  Date — Medical  Insurance.    The  month,  day,  and 
year  of  the  patient' s  entitlement  to  medical  insurance  benefits 
(Part  B)  will  be  entered.    If  applicable,  an  entry  will  be  made 
to  indicate  that  the  patient  is  not  entitled  to  Part  B  benefits. 

Item  C.    Hospital  Days  Remaining.    Enter  in  the  "Full"  block,  the 
number  of  inpatient  days  for  which  payment  can  be  made  in  full. 
Enter  in  the  "Coinsurance"  block,  the  number  of  inpatient  days 
for  which  the  patient  is  responsible  for  coinsurance  payments. 

Item  D.    Medical  Plan  Deductible.    The  status  of  this  deductible 
will  be  indicated  by  entering  an  "X"  in  the  block  designated  "MET" 
or  "NOT  MET."    (This  indication  is  informational,  see  1  3512.6.) 

Item  E.    Remaining  Inpatient  Deductible.    Enter  the  dollar  amount, 
if  any,  of  the  $1*0  inpatient  deductible  yet  to  be  met  for  the 
current  spell  of  illness. 

Item  F.    Pints  Remaining — Blood  Deductible.    Enter  the  number  of 
pints  of  blood,  if  any,  needed  to  satisfy  the  whole  blood  deductible 
for  the  current  spell  of  illness. 

Item  G.    ECF  Days  Remaining.    Enter  the  number  of  inpatient  extended 
care  facility  days  available,  if  any,  for  the  current  spell  of  ill- 
ness. 

Item  H.    HHA  Visits  Remaining — Hospital  Insurance  and  Medical 
Insurance .    Shoxj  the  number  of  home  health  visits  remaining  under 
hospital  insurance.    If  the  intermediary  also  needs  to  furnish 
the  number  of  HHA  visits  remaining  under  Part  B,  it  may  obtain 
this  information  by  using  query  code  5>  and  entering  007000  in 
the  provider  field  of  the  query. 

Item  I.    Psychiatric  Days  Remaining.    This  information  will  be 
shown  where  the  admitting  hospital  is  a  psychiatric  hospital. 
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Item  J.    Open  Item  Information.    The  intermediary  will  use  Item  J 
of  the  "Report  of  Eligibility"  for  open  item  development  entries. 
If  the  intermediary  (or  Bureau  of  Health  Insurance  Direct  Reim- 
bursement if  the  provider  deals  directly  with  the  Government) 
determines  that  the  reply  indicates  an  open  item  or  prior-inpatient 
stay,  it  will  initiate  the  action  outlined  in  II  3519  and  3520 
below,  and  update  the  reply  on  the  basis  of  the  results  of  the 
development. 

Remarks .    Enter  here  any  necessary  explanation  of  eligibility 
inf ormation.    This  will  include  corrections  in  the  name  or  health 
insurance  claim  number  reported  by  the  provider.    When  changes 
of  this  sort  are  reported,  the  provider  should  be  informed  to 
change  the  name  or  HI  claim  number  information  on  the  billing 
form. 

This  section  may  also  be  used  as  necessary  to  request  the  provider 
to  verify  reports  of  death  shown  in  the  patient' s  SSA  central 
record. 

3519.    OPEN-ITEM  DEVELOPMENT 

Where  the  SSA  reply  to  the  admission  notice  transmitted  by  the 
intermediary  shows  an  open  item,  the  intermediary  checks  the 
provider  code  number  shown  in  the  open  item,  refers,  if  necessary, 
to  the  Directory  of  Medical  Facilities,  and  takes  the  following 
action. 

3^19.1  If  the  Intermediary  Services  the  Open- Item  Provider .--It 
will  screen  records  internally  to  ascertain  the  disposition  of 
the  item  or  contact  the  open- item  provider  to  verify  the  stay,  to 
obtain  information  on  inpatient  and  whole  blood  deductibles,  and  o 
to  request  an  immediate  submittal  of  a  billing,  if  appropriate.  1 
It  will  be  necessary  to  delay  processing  the  bill  for  the  current  w 
admission  until  any  prior  billing  is  settled.  The  intermediary  — 
should  set  up  a  control  on  the  open-item  to  assure  submittal  of  j? 
the  bill  from  that  provider.  This  is  necessary  to  avoid  paying  n 
bills  out  of  sequence  for  the  same  beneficiary. 

However,  if  the  verification  and  the  SSA  reply  indicate  that  the 
inpatient  and  any  whole  blood  deductibles  are  satisfied  and  the 
spell  of  illness  and  coinsurance  days  will  not  be  affected,  the 
intermediary  may  furnish  a  provisional  reply  to  the  current 
admission  notice  without  waiting  for  the  prior  billing.  When 
the  prior  billing  is  received,  the  intermediary  may  then  inform 
the  current  stay  provider  of  any  changes  to  the  earlier  reply. 
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3519 • 2    If  the  Intermediary  Does  Not  Service  the  Open-Item  Provider* 
The  intermediary  that  transmitted  the  admission  notice  will  request 
the  servicing  intermediary  to  contact  that  provider  to  resolve  the 
issue.    It  may  be  necessary  to  refer  to  the  Directory  of  Medical 
Facilities  to  obtain  the  proper  servicing  intermediary  address. 
(If  either  the  current-stay  or  prior-stay  provider  deals  directly 
with  the  Government,  the  Bureau  of  Health  Insurance  Direct  Reimburse- 
ment will  contact  the  servicing  intermediary  or  be  contacted  by  it, 
as  applicable.  ) 

The  intermediary  making  the  request  will  indicate  to  the  intermedi- 
ary servicing  the  open- item  provider  the  need  to  obtain  a  billing, 
if  appropriate,  from  the  provider  immediately.    It  will  also  request 
the  servicing  intermediary  to  furnish  it  information  on  all  deduct- 
ibles and  dates  affecting  spell  of  illness  and  coinsurance  days  as 
soon  as  possible.    If  the  prior-stay  intermediary  has  not  yet 
received  the  open-item  provider' s  billing  at  the  time  it  replies, 
it  will  notify  the  current-stay  intermediary  as  soon  as  the  bill 
is  received,  so  that  the  current-stay  billing  may  be  processed 
without  delay.    The  current- stay  intermediary  will  followup  with 
the  intermediary  servicing  the  open- item  provider  after  7  calendar 
days  have  elapsed  if  no  response  is  received. 

3520.     VERIFICATION  OF  PRIOR  INPATIENT  STAY 

A  recent  prior  admission  or  discharge  may  indicate  whether  the 
patient  has  limited  or  no  eligibility  in  the  current  spell  of 
illness,  whether  the  $1^0  inpatient  or  whole  blood  deductibles  are 
applicable  to  this  hospital  stay,  or  whether  the  coinsurance  pro- 
vision will  be  in  effect.    Inpatient  benefits  are  related  to  a 
spell  of  illness  and,  once  begun,  a  spell  of  illness  cannot  end 
until  an  individual  has  not  been  an  inpatient  of  a  hospital  or 
extended  care  facility  (ECF)  for  60  consecutive  days.    An  inpatient 
stay  in  a  hospital  or  extended  care  facility  continues  a  spell  of 
illness  and  prevents  the  start  of  a  new  spell  of  illness  with  the 
current  admission.    There  is  also  a  need  to  verify  prior  stays 
for  ECF  admissions  where  no  open  hospital  item  is  on  record  and 
the  date  of  last  discharge  recorded  is  earlier  than  the  alleged 
related  discharge  date. 

An  additional  inpatient  stay  verification  is  necessary  in  the  case 
of  psychiatric  and  tuberculosis  hospitals,  related  to  stays  in 
such  institutions  during  the  90  days  prior  to  the  first  day  of 
entitlement.     Development  of  this  information  will  begin  with 
completion  by  the  provider  of  sections  11  and  12  of  form  SSA-1U85. 
It  will  flow  through  the  same  steps  as  in  the  following  §§  3520»1 
and  3520.2. 
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3520.1  Prior-Stay  Institution  is  a  Participating  or  Covered 
Emergency  Services  Provider.  —  The  SSA  reply  will  show  the  "Date  of 
last  Discharge"  from  a  covered  stay.    If  this  entry  is  consistent 
with  the  prior-stay  allegation  on  the  current-stay  provider's 
admission  notice,  no  further  action  is  required.    If  it  is  not, 
the  intermediary  should  consult  its  records  or  contact  the 
prior-stay  provider  or  servicing  intermediary  in  the  same  manner 
as  for  open  items  in  Section  B  above  to  verify  the  entry  and 
obtain  a  claim,  if  appropriate.    As  discussed  in  i  3519.1,  it  may 
be  necessary  to  wait  until  an  admission-billing  form  is  obtained 
from  the  prior- stay  provider  before  processing  the  current  bill- 
ing. 

35 20 . 2  Prior-Stay  Institution  Is  Not  A  Participating  or  Covered 
Emergency  Services  Provider.  —  The  SSA  record  will  not  contain  a 
discharge  date  for  a  non-covered  prior-stay  in  a  nonparticipating 
institution  which  may  be  shown  on  the  admission  notice.    If  the 
SSA  reply  shows  a  last  discharge  date  that  is  more  than  60  days 
before  the  day  of  the  current  admission,  a  contact  will  be  neces- 
sary with  the  nonparticipating  institution  to  verify  the  allega- 
tion on  the  admission  notice  and  determine  whether  the  stay  pro- 
longed the  spell  of  illness. 

There  is  no  need  to  contact  a  prior- stay  nonparticipating  provider 
where  there  is  a  last  discharge  date  in  the  SSA  reply  and  there  are 
less  than  60  days  between  this  last  discharge  date  and  the  current 
date  of  admission.    In  these  cases  the  current- stay  continues  the 
spell  of  illness  in  any  event.    If  no  last  discharge  date  is  shown 
on  the  SSA  reply,  it  will  also  not  be  necessary  for  the  intermedi- 
ary to  verify  a  prior-stay  in  a  nonparticipating  institution 
(including  a  nonparticipating  institution  which  meets  the  require- 
ments for  coverage  of  emergency  services). 

Where  the  intermediary  determines  by  reference  to  the  Directory 
of  Medical  Facilities  that  the  prior- stay  institution  is  one 
which  does  not  meet  the  definition  of  a  hospital  or  ECF  for 
purposes  of  prolonging  a  spell  of  illness,  no  further  intermedi- 
ary action  is  required. 


Part  3  Queries  and  Replies 

3525.    OUTPATIENT  AND  PART  B  HOME  HEALTH  QUERY 
When  the  intermediary  receives  an  outpatient  hospital  or  Part  B 
home  health  billing,  it  will  query  the  SSA  central  records  for  the 
Part  3  deductible  status  information,  even  though  it  may  have  been 
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indicated  in  the  reply  to  a  prior  Part  A  query  that  the  Part  B 
deductible  had  been  met.    SSA's  records  identify  Part  B  physicians' 
services  carriers  who  have  been  notified  that  the  deductible  is  met 
in  reply  to  a  Part  B  query,  and  only  such  intermediaries  are  notified 
in  the  event  the  beneficiary's  Part  B  entitlement  is  terminated 
during  the  year.    Part  A  queries  and  Part  B  queries  by  Part  A  inter- 
mediaries are  not  earmarked  in  this  manner.    Thus,  only  if  a  Part  A 
intermediary  is  also  a  Part  B  physicians'  services  carrier,  maintains 
beneficiary  status  records  in  that  capacity,  and  has  been  notified 
through  the  Part  3  query  procedure  that  the  deductible  has  been  met, 
may  a  subsequent  Part  B  query  be  unnecessary. 

See  §  3^27  ff .  for  the  Part  B  query  and  the  reply.    The  query  code 
that  will  be  used  for  this  query  is  I.    J  is  the  code  when  follow- 
ing up  on  this  query.    A  followup  will  be  made  after  7  days  have 
elapsed.    Exclude  Saturdays,  Sundays,  and  legal  Federal  holidays 
(see  §  3hOk)  in  counting  days  for  the  7-day  followup. 

3527.    PART  B  QUERIES --GENERAL 

A.  Carry-over  Expenses. — Expenses  incurred  in  the  last  three 
months  of  a  calendar  year  which  apply  toward  the  Part  B  deductible 
for  that  year,  also  apply  toward  the  Part  B  deductible  for  the 
following  year.    SSA  maintains  a  record  of  this.    Therefore,  when 
querying  SSA,  the  intermediary  reports  the  "First  Incurred  Dates" 
and  "Reasonable  Charges"  during  the  first  nine  months,  and  those 
during  the  last  three  months,  in  separate  fields. 

B .  Limitation  on  Nonlapatient  Psychiatric  Expenses . — The 
limitation  on  incurred  expenses  for  psychiatric  treatment  of 
individuals  who  are  not  inpatients  of  hospitals  applies  to  physi- 
cians' services  only.    It  does  not  apply  to  provider  services. 
PART  A  INTERMEDIARIES  SHOULD  DISREGARD  THIS  ITEM  ON  QUERIES .  IT 
IS  EXPECTED  THAT  IT  WILL  NOT  BE  IN  REPLIES  TO  THEM  UNDER  SYSTEMS 
BEING  CONSIDERED. 

C.  Two  Calendar  Years  Involved. — 'When  the  request  for  payment 
includes  incurred  dates  that  are  not  in  the  same  calendar  year, 
prepare  separate  queries. 

D.  Outpatient  Charges. — The  intermediary  query  to  SSA,  after 
receipt  of  an  outpatient  hospital  billing  form  (SSA-1U83)  should 
show  all  reasonable  medical  plan  charges  from  item  17  of  the  form 
and  no  more  than  $20  of  the  reasonable  hospital  plan  charges  from 
item  17. 
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E.    Selecting  Query  Codes.    Various  query  codes  are  available 
to  identify  the  type  of  data  that  the  intermediary  is  transmitting 
to  SSA. 

To  correct  a  money  amount  previously  reported  in  a  routine  query 
coded  I,  the  intermediary  repeats  the  incorrect  amount  in  a  new 
query  using  a  C  query  code.     The  C  code  alerts  SSA  that  a  corrected 
amount  will  follow.    The  intermediary  then  transmits  the  corrected 
amount  in  a  query  coded  E.    The  C  and  E  queries  must  be  transmitted 
the  same  day  or  SSA  will  reject  the  query.    If  a  followup  is  made, 
both  D  and  F  queries  must  also  be  sent  the  same  day. 

If  the  intermediary  wants  to  cancel  the  entire  previous  query 

(I  code)  instead  of  correcting  it,  he  so  indicates  in  a  new  query 

using  an  A  query  code. 

3529.    FORMAT  FOR  PREPARING  THE  PART  B  QUERY  TO  SSA  (ADVANCED 
RECORD  SYSTEM) 

For  details  of  telecommunications  procedures,  intermediaries  directly 
connected  to  the  Advanced  Record  System  should  refer  to  Volume  I 
of  the  SSA  Telecommunications  Operating  Procedures  (T.O.P. )  Advanced 
Record  System,  and  the  related  addenda.    Intermediaries  directly 
connected  to  the  Blue  Cross  Association's  wire  system  should  refer 
to  Telecommunications  System  Principles  of  Operation,  Tributary 
Station,  issued  by  the  BCA. 

Transmit  data  to  SSA  as  indicated  below.    Also  see  Exhibit  12, 
ARS  Query  Coding  Sheet.    The  data  following  each  field  identifica- 
tion code  must  be  left- justified  and  each  field  must  be  terminated 
by  a  period.     The  omission  of  a  period  will  cause  an  edit  error  in 
two  fields  of  the  message  and  may  cause  an  edit  error  in  two  mes- 
sages.   When  the  teletype  operator  discovers  that  she  has  made  an 
error  in  a  message,  she  must  exactly  follow  the  error  correction 
procedures  specified  in  the  "T.O.P."  mentioned  above. 

The  HI  claim  number  (CN  field)  and  the  beneficiary's  name  (CH  field) 
must  appear  in  every  query.    An  error  in  the  HI  claim  number  will 
delay  processing  the  query. 

Field  Identi- 
fication  Code 

II  Prefix  Code.    This  indicates  the  type  of  traffic  and 

the  start  of  a  new  query.    If  the  prefix  code  is 
shown  incorrectly,  it  will  result  in  two  queries 
being  combined.    An  "II"  must  be  shown  to  identify 
each  query. 
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The  field  identification  codes  below  are  followed  by  (F)  when  the 
field  is  fixed  and  by  (V)  when  the  field  is  variable". 

No.  of 

Field  Identi-  Charac- 
fication  Code  ters 

IN        (F)       5>       Intermediary  Number.    This  is  a  £-digit 

number  that  SSA  has  assigned  to  the  inter- 
mediary. 

IC       (V)       10      Intermediary  Control  Number.    The  intermedi- 
ary may  assign  himself  a  control  number, 
and  show  it  here,  for  SSA  to  use  in  the  reply. 
This  field  is  variable  in  length  up  to  a 
maximum  of  10  positions.    A  control  number 
of  36^  is  entered  "IC365." 


IQ        (F)       1       Type  of  Query.     The  following  query  codes  are 
used  to  indicate  the  type  of  data  that  the 
intermediary  is  transmitting  to  SSA. 

Query  Code; 


A         Void  Query.    When  a  prior  query  is  to  be  completely 

cancelled  and  not  replaced,  cancel  it  by  retransmitting 
the  same  prior  query  data  using  an  A  query  code. 

C        Credit  Query.    Use  this  code  when  sending  a  query  to 

credit  an  amount  given  in  a  prior  query.    This  removes 
the  amount  given  in  a  previous  I-coded  query,  and  indi- 
cates that  an  E-coded  query  will  follow  with  the 
corrected  amount.     (SSA  must  receive  the  C  and  E  queries 
on  the  same  day  or  it  will  send  a  reject  reply  using 
disposition  code  1*7.) 

E        New  Debit  Query.    Use  this  code  to  report  a  new  debit 

after  an  amount  previously  reported  in  an  I-coded  query 
has  been  credited  in  a  C  query.    SSA  updates  its 
deductible  totals  on  the  basis  of  this  type  of  query. 

G        Routine  Claim  Query-- Termination  Involved.    Use  this 
code  to  report  amounts  for  services  obtained  during  a 
period  in  which  the  individual  was  still  entitled  to 
Part  B,  after  SSA  has  furnished  the  information  that 
the  beneficiary' s  entitlement  to  Part  B  payments  has 
terminated  for  a  reason  other  than  death  (disposition 
code  kh),    SSA  updates  its  records  on  the  basis  of  this 
type  of  query. 
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Query  Code; 

I         Part  B  Deductible  and  Query,    Use  this  query  code  to 
request  status  when  a  claim  is  pending.    SSA  updates 
its  deductible  totals  on  the  basis  of  this  type  of 
query. 

K        Part  B  Entitlement  Status  Query.    Use  the  K  query  code 
to  request  status  when  no  claim  is  pending.    It  is  used 
when  the  intermediary  needs  information  from  SSA's 
records  to  process  correspondence,  to  assist  in  resolv — 
ing  questionable  items  prior  to  submitting  a  routine 
claim  inquiry,  etc.    A  code  K  query  must  have  a  year 
indication  in  the  (SI)  field.    The  month  may  be  an 
actual  month  or  two  zeros.    The  money  fields  may  be 
omitted  or  zero  filled.    SSA  does  not  update  on  the 
basis  of  this  type  of  query. 

NOTE;    Second  requests  may  be  made  if  no  reply  has  been  received 
after  7  days.    Queries  should  not  be  followed-up  routinely, 
since  indiscriminate  use  of  the  follow-up  codes  will  further 
delay  replies.    To  indicate  that  this  is  a  second  request 
to  a  previously  submitted  query,  use  these  query  codes; 


Use  Query  Code;  To  Follow  up  on  Prior  Query  Codes; 

B  A 

D  C 

F  E 

H  G 

J  I 

K  K 

Field  Identi-  No.  of 

fication  Code  Characters 

CH       (V)  Ik        Claim  Holder.    In  this  field  furnish  the 


name  and  sex  of  the  "claim  holder,"  i.e., 
the  beneficiary  or  potential  beneficiary. 
Show  up  to  11  letters  of  the  surname 
followed  by  a  comma  and  1  or  2  initials. 
If  the  surname  is  less  than  11  letters, 
key  a  comma  immediately  after  the  last 
character  of  the  surname.    One  or  two 
initials  are  entered  immediately  follow- 
ing the  comma.     Do  not  show  Jr.,  Sr., 
Ill,  etc.    Show  two-word  surnames  as  one 
word.    Do  not  use  hyphens,  apostrophes, 


3-121 


3529  (ContQ  ADMISSION  AND  QUERY  PROCEDURES  7-66 


Field  Identi-       No.  of 
fication  Code  Characters 

or  other  punctuation  with  the  surname 
field.     Immediately  after  the  initial 
or  initials,  show  a  period.    Right  after 
the  period  key  a  one-position  sex  code: 
"1"  for  male,  "2"  for  female,  and  "3" 
for  unknown. 

CN        (V)  12         Claim  Number.    The  HI  claim  number 

follows  this  code.     (See  §  35>OU  for  an 
explanation  of  HI  claim  numbers . ) 

NOTE;    When  the  SI  code  precedes  a  field,  it  must  be  followed  by 
an  RC  and/or  PC  field  except  where  the  query  code  (TQ)  is 
a  K.    When  all  the  expenses  being  reported  in  this  query 
were  incurred  in  the  last  quarter  of  the  year,  omit  the  SI, 
RC,  and  PC  fields. 

SI        (F)  h  First  Date  Incurred  (January  through 

September).    Use" this  field  when  the 
first  expense  being  reported  in  this  query 
was  incurred  during  the  first  9  months 
of  the  year.    When  the  request  for  pay- 
ment includes  more  than  one  date, 
report  the  earliest  date.    Show  month 
and  year  in  that  order.    January  is 
shown  as  "01,"  1968  as  "68,"  etc. 

NOTE:    It  is  imperative  that  the  cents  positions  be  included  in  all 
money  fields  of  the  query.    But  do  not  place  a  decimal 
point  between  the  dollars  and  cents. 

RC        (V)  6  Part  B  Reasonable  Charges  for  Hedical 

Care  Other  Than  Psychiatric  (January 
through  September)^    Part  A  intermedi- 
aries  show  all  reasonable  charges  for 
medical  care  that  are  being  reported 
in  this  query.    These  expenses  must  have 
been  incurred  during  the  first  nine  months 
of  the  year.     This  field  has  a  maximum 
of  six  characters.    Examples:  For 
$l£0.00,  transmit:    RCl^OOO.    For  $22.90, 
transmit:    RC2290.     If  charges  exceed 
$9,999*99,  transmit  that  amount. 
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Field  Identi-       No.  of 
fication  Code  Characters 

PC        (V)  £  Reasonable  Charges  for  Noninpatient 

Psychiatric  Care  (January  through"" 
September)^  PART  A  INTERMEDIARIES 
DISREGARD  THIS  ITEM. 

NOTE:    When  the  CD  code  precedes  a  field  it  must  be  followed  by  a 

CC  and/or  CP  field.    When  all  the  expenses  being  reported 

in  this  query  were  incurred  prior  to  the  last  quarter,  omit 
the  CD,  CC,  and  CP  fields. 

CD       (F)  h  First  Date  Incurred  (October  through 

December)"^     Transmit  the  earliest  date 
being  reported  in  this  query  that  falls 
in  this  part  of  the  year.    This  field 
is  It  positions  in  length.    Show  two 
digits  for  the  month  and  the  last  two 
digits  of  the  year  in  that  order. 

CC        (V)  6  Part  B  Reasonable  Charges  for  Medical 

Care  Other  Than  Psychiatric  (October 
through  December).    Part  A  intermediaries 
transmit  the  total  reasonable  charges 
for  medical  care  that  are  being  reported 
in  this  query.    The  field  is  a  maximum 
of  six  positions.    Examples:  For 
$1,010.00,  show:    CC101000.    For  $20.00, 
transmit:    CC2000.    If  charges  exceed 
$9,999*99,  transmit  that  amount. 

CP       (V)  f?  Part  B  Reasonable  Charges  for  Nonin- 

patient Psychiatric "Car e  (October 
through  December )^     (PART  A  INTERMEDI- 
ARIES  DISREGARD  THIS  ITEM.  ) 

3531.    SSA  RECORD  MAINTENANCE  AND  REPLIES 

SSA  maintains  an  up-to-date  record  of  each  beneficiary' s  status, 
using  expenses  reported  in  queries  received  from  the  intermediary 
to  update  the  deductible  amount  on  the  SSA  tape  record.  The 
record  will  include  separate  totals  for  psychiatric  and  non- 
psychiatric  expenses.    SSA  will  also  maintain  the  amount  of  any 
carry-over  deductible.    Upon  receipt  of  each  new  inquiry,  SSA 
notifies  the  current  inquirer  of  the  amount  of  the  deductible  that 
still  has  not  been  satisfied. 
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SSA's  reply  gives  the  status  prior  to  receipt  of  the  current  in- 
quiry and  enables  the  intermediary  to  determine  whether  he  can  make 
a  payment.    EXCEPTIONS :    Replies  containing  disposition  codes  "21" 
and  "22"  furnish  status  after  adjustments  have  been  made  based  on 
the  current  inquiry.     (See  query  codes  A,  C,  and  E.  §  3529.) 

SSA  will  not  furnish  a  deductible  status  in  reply  to  an  intermedi- 
ary when: 

a.  The  reported  incurred  date  precedes  the  month  of  the 
beneficiary's  entitlement  to  Part  B,  or 

b.  His  entitlement  to  Part  B  has  ended. 

There  is  an  exception  to  item  b.  above,  SSA  will  reply  when  the 
intermediary  used  a  query  code  of  "G"  indicating  that  he  is  aware 
of  the  termination  but  is  reporting  expenses  incurred  prior  to 
termination. 

3533.    ADVANCED  RECORD  SYSTEM  (ARS)  PART  B  REPLY  RECORD  FORMAT 
(See  exhibits  13  through  16. )    SSA  uses  a  period  (.)  to  terminate 
each  field  except: 

1.  an  asterisk  (-*)  is  shown  instead  of  a  period  at  the  end 
of  a  field  containing  data  that  was  incorrect  in  the  query,  and 

2.  no  period  is  shown  after  the  last  field  in  each  line, 
although  an  asterisk  is  placed  there  when  appropriate. 

A  field  is  not  split  between  two  lines.  SSA  separates  replies  by 
five  blank  lines.  The  data  is  transmitted  in  the  order  indicated 
below. 

Type  of  Reply  Indications.     The  type  of  reply  code  is  always  shown 
as  the  first  position  in  the  first  line  of  a  reply.    There  are 
three  types  of  Part  B  replies  to  Part  A  intermediaries: 

Type  3  -  Acknowledgement  only.    SSA  is  unable  to  locate  the  bene- 
ficiary' s  record  on  the  basis  of  the  HI  claim  number  or  beneficiary 
name  furnished  in  the  query.    SSA  is  investigating  and  will  send 
a  type  k  or  6  reply  within  a  few  days. 

Type  h  -  Rejected  in  edit.    SSA  uses  a  code  of  k  to  reject  a  query 
because  of  incorrect  data.    The  intermediary  should  requery  with  the 
correct  data. 
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Type  6  -  Routine  reply.  The  6  indicates  the  beginning  of  a  routine 
reply  about  Part  B  benefits.  Check  the  disposition  code  for  quali- 
fied replies. 

No.  of 

Positions 

$         Intermediary  Number.    This  is  a  5-digit  number  assigned 
by  SSA  to  the  intermediary. 

12         HI  Claim  Number.    This  is  the  beneficiary's  claim  number, 
which  may  vary  from  7  to  12  positions.    The  field  is  12 
positions;  any  unused  positions  following  the  seventh 
position  will  be  blank. 

2         Disposition  Code.    This  is  a  2-digit  number  that  describes 
the  reply. 

Disposition  Code 

(Columns  19-20)  Condition 

00  There  will  be  a  delay;  SSA  is  investigating.  Defini- 
tive reply  will  follow. 

01  Approval.    This  is  an  unqualified  reply  containing 
data  requested  in  the  query. 

02  Approval.    Beneficiary's  entitlement  to  Part  B 
terminated  by  death. 

21  Acknowledgement .    Query  Code  A  (void  credit)  has 
been  received  and  posted.    This  reply  furnishes 
status  after  adjustment  has  been  made  based  on  the 
current  query. 

22  Acknowledgment .    Query  Codes  C  and  E  (adjustment 
credit)  has  been  received  and  posted.    This  reply 
furnishes  status  after  adjustment  has  been  made 
based  on  the  current  query. 

Ul  Rejected.    Date  of  first  expense  is  prior  to 

entitlement  date. 

I4.2  Rejected.    Individual  has  never  been  entitled  to 

Part  B. 

U3  (not  used) 
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Disposition  Code 

(Columns  19-20)  Condition 

hh  Rejected.    Beneficiary's  entitlement  to  Part  B 

terminated  for  reasons  other  than  death. 

U5  Rejected.    Unable  to  identify  beneficiary  by  the 

HI  claim  number  given  in  the  query.  Re check  name 
and  HI  claim  number. 


hi  Rejected.    Query  code  C  and  E  received  without  the 

counterpart.    Resubmit  entire  adjustment,  using  C 
and  E  again,  not  the  follow-up  query  codes. 

81  Edit  error.    HI  claim  number.    Resubmit  query. 


82 
83 
8U 
85 

86 


Edit  error.  Query  code.    Resubmit  query. 

Edit  error.  Name.    Resubmit  query. 

Edit  error.  First  incurred  date.    Resubmit  query. 

Edit  error.  Reasonable  medical  charges.  Resubmit 
query. 

Edit  error.  Reasonable  psychiatric  charges. 
Resubmit  query.     (PART  A  INTERMEDIARIES  DISREGARD 
ITEM  86. ) 


87  Edit  error.    Carry-over  data.    Resubmit  query. 

Additional  codes  may  be  assigned  as  dictated  by  need  and  negotiation 
agreements. 


No.  of 
Positions 


U       Part  B  Entitlement  Date.     This  is  the  month  and  year  that 
the  beneficiary  became  entitled  to  Part  B  supplementary 
medical  insurance  payments.    SSA  transmits  two  digits 
for  the  month  and  the  last  two  digits  of  the  year.  When 
the  month  is  one  digit,  it  will  be  preceded  with  an  "0.'* 
Example:     for  September  1969,  SSA  shows  0969. 

6       Beneficiary's  Date  of  Birth.     This  information  is  taken 
from  SSA  records  and  is  transmitted  with  two  positions 
each  for  the  month,  day,  and  year.     Example:    for  January  27, 
1900,  SSA  transmits  012700. 
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No.  of 
Positions 

k       Part  B  Remaining  Deductible.     This  is  the  amount  of  the 
deductible  that  has  not  been  met  prior  to  receipt  of 
the  present  query. 

NOTE ;    Data  that  is  transmitted  only  in  certain  replies,  as  needed, 
is  preceded  by  a  trailer  record  code  to  indicate  its  presence 
and  what  it  is.    In  any  Part  B  reply,  none,  one,  or  more 
trailer  record  codes  may  be  present.    The  trailer  record 
codes  and  the  fields  that  they  precede  are  shown  below. 

No.  of 

Positions 


10      Intermediary  Control  Number.    A  record  code  of  A  precedes 
this  field.     This  is  a  repeat  of  the  control  number  that 
the  intermediary  included  in  the  query. 

Ik      Corrected  Surname.    A  record  code  of  B  precedes  this 

field.    A  corrected  surname  is  shown  only  if  the  name  of 
the  beneficiary  submitted  in  the  query  is  incorrect. 

12      Corrected  HI  Claim  Number.    A  trailer  code  of  C  precedes 
this  field.     The  corrected  number  is  included  only  if  the 
HI  claim  number  submitted  in  the  query  is  incorrect. 

5      Reasonable  Charges  Remaining  for  Psychiatric  Care.  A 

trailer  r  ecord  code  of  D  precedes  this  field.     PART  A  co 

INTERMEDIARIES  DISREGARD  THIS  ITEM.    IT  IS  EXPECTED  THAT  § 

IT  WILL  NOT  BE  IN  SUCH  REPLIES  UNDER  SYSTEMS  BEING  i 

CONSIDERED.  ? 


k       Part  B  Termination  Month  and  Year.    A  record  of  F  pre- 
cedes this  field.    SSA  transmits  2  digits  for  the  last 
month  covered  and  the  last  2  digits  of  the  year.  Ex- 
penses incurred  through  the  last  day  of  this  month  are 
reimbursable . 

1  or  2  lines    Representative  Payee.    A  record  code  of  G  precedes 
this  field.    When  SSA  has  knoxvledge  that  someone  is 
authorized  to  act  on  behalf  of  the  beneficiary,  the  name 
and  address  is  transmitted  here.    HOWEVER,  PART  A 
INTERMEDIARIES  SHOULD  DISREGARD  THIS  INFORMATION  ON 
REPLIES  CONCERNING  PART  B  PROVIDER  SERVICES.    IT  IS 
EXPECTED  THAT  THIS  ITEM  WILL  NOT  BE  IN  SUCH  REPLIES 
UNDER  SYSTEMS  BEING  CONSIDERED. 
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35^0.     COMPLETION  OF  START  OF  CARE  NOTICE  BY  HOME  HEALTH  AGENCIES 
The  home  health  agency  will  have  completed  items  1  -  16  on  the 
start  of  care  notice  (admission)  part  of  the  SSA-1^87,  Home 
Health  Agency  Report  and  Billing  Form  at  the  time  the  patient 
first  receives  home  health  services.    The  intermediary  will  re- 
view for  omissions  and  inconsistencies,  the  information  on  the 
start  of  care  notice.    If  the  review  so  indicates,  the  inter- 
mediary will  take  action  to  obtain  the  necessary  information  from 
the  provider  before  transmission  to  SSA  central  records. 

Most  of  the  start  of  care  items  on  form  SSA-1487  are  equivalent 
to  those  on  Form  SSA- 1^53  (Inpatient  Hospital  Admission  and 
Billing)  and  should  be  reviewed  in  the  same  way.    The  following 
items  are  peculiar  to  home  health  services. 

Item  10.    Date  Care  Started.    This  item  will  indicate  the  date 
on  which  home  health  services  actually  began. 

Items  11  and  12.    Name  and  Address  of  Institution,  If  Any, 
Caring  For  Condition  Later  Requiring  Home  Health  Services  and 
Verified  Dates  of  Stay.    The  home  health  agency  will  complete 
item  11,  if  applicable,  showing  the  name  and  address  of  the 
hospital  or  extended  care  facility  from  which  the  patient  was 
discharged . 

The  verified  dates  of  prior  stay  will  be  shown  in  item  12  only 
when  they  are  taken  from  official  hospital  records  or  extended 
care  facility  records  furnished  to  the  home  health  agency.  These 
dates  may  be  available  where  the  home  health  agency  has  an 
arrangement  with  the  provider,  and  in  situations  where  a  hospital 
has  a  home  health  department. 

The  intermediary  will  need  to  obtain  verified  dates  of  prior 
stay  where  this  information  is  not  entered  in  the  start  of  care 
notice.     If  this  information  is  in  the  intermediary's  files, 
i.e.,  it  services  the  institution  in  item  11,  these  dates  will 
be  considered  verified.    If  the  dates  are  not  in  the  intermediary's 
files,  it  will  need  to  contact  the  institution,  or  the  appro- 
priate intermediary  (or  Bureau  of  Health  Insurance  Direct  Reim- 
bursement) servicing  the  institution  in  question,  to  verify  the 
dates.     Upon  verification,  the  intermediary  or  the  home  health 
agency  will  enter  these  dates  in  item  12  of  the  billing  copies 
of  form  SSA- ikSj.     (See  §  35^7-) 
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Where  a  patient  receiving  home  health  services  under  a  plan 
from  another  home  health  agency  transfers  to  a  new  home  health 
agency,  the  current  home  health  services  are  a  continuation  of 
the  original  plan  and  the  first  current  visit  is  within  a  year 
after  the  qualifying  discharge  from  an  institution,  the  name 
of  the  prior  home  health  agency  will  be  shown  in  item  11.  The 
inclusive  dates,  if  verified,  during  which  the  patient  re- 
ceived the  prior  home  health  services  will  be  shown  in  item 
12.    The  entries  in  items  11  and  12  for  prior  home  health 
services  will  also  be  made  where  the  present  service  was  in- 
terrupted by  confinement  in  a  hospital  or  extended  care  facility. 

Item  13-     Date  Home  Health  Agency  Plan  Established.    The  date 
the  home  health  plan  is  established  by  the  physician  will  be 
shown  in  this  item. 

The  date  the  plan  is  established  must  be  within  1^  days  after 
the  discharge  from  a  3~<iay  inpatient  hospital  stay,  or  a 
covered  extended  care  facility  stay  in  order  for  the  services 
to  be  covered  under  hospital  insurance. 

351+2.     TRANSMISSION  OF  START  OF  CARE  NOTICES 
When  the  home  health  agency  has  secured  the  health  insurance 
claim  number  and  has  completed  the  start  of  care  items  on 
form  SSA- 1^87,  it  will  either  furnish  the  admission  copy(ies) 
of  form  SSA-ll+87  (See  §  3550,  exhibit  3)  to  the  intermediary, 
or  telephone  the  information  to  the  intermediary,  according 
to  the  arrangements  made . 


n 


See  §  3507.1  -  3507. Q  for  the  query  format  and  codes  which  are 
also  to  be  used  for  home  health  agency  services. 

35I+I+.     SSA  REPLIES  TO  START  OF  CARE  NOTICES 

See  §  3550,  exhibits  5  and  10  for  an  explanation  and  sample  of 
the  format  of  the  reply  to  the  start  of  care  query.  The  reply 
will  contain  the  following  information: 

A.  Type .  The  reply  to  the  Start  of  Care  notice  will  always 
be  a  Type  2  Code.     (See  3550,  Exhibit  10.) 
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B.  Part  A  Intermediary  Number  for  Home  Health  Agency.  This 
will  be  the  identification  number  assigned  by  SSA  to  the  inter- 
mediary to  whom  the  reply  to  the  Start  of  Care  notice  should  be 
sent. 


CO 
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C.  Health  Insurance  Claim  Number.     This  will  be  the  same 
HI  claim  number  as  reported  on  the  query.     See  §  3512.1 

for  treatment  of  beneficiary  claim  number  discrepancies. 

D.  Disposition  Code.    This  code  describes  the  reply. 
(See  §  3512.7  for  disposition  codes.) 

E.  Date  of  Start  of  Care.  Tnis  shows  the  date  services  began 
as  indicated  on  the  start  of  care  notice. 


F.  Part  A  Visits  Available.    This  gives  the  remaining  number 
of  visits  which  may  be  reimbursed  under  Part  A,  provided  the 
other  requirements  are  met.    When  furnishing  the  remaining  number 
of  visits,  SSA  will  not  consider  whether  all  the  requirements 
for  hospital  insurance  benefits  are  met,  such  as  the  prior  3~day 
inpatient  hospital  stay  requirement,  whether  a  new  spell  of 
illness  has  begun,  etc.    The  intermediary  will  determine  the  actu- 
al number  of  visits  available  taking  into  consideration  the 
number  of  visits  available  as  shown  in  the  SSA  reply;  the  last 
discharge  date;  whether  the  patient's  condition  is  related  to  the 
one  for  which  he  was  treated  in  the  hospital  or  extended  care 
facility;  the  effect  of  a  new  spell  of  illness  based  on  a  date 

of  discharge  later  than  that  available  from  SSA  central  records; 
whether  the  date  of  start  of  care  is  within  the  one-year  period; 
and,  the  date  the  current  plan  of  treatment  was  established. 

G.  Part  B  Visits  Available.    This  information  shows  the 
potential  remaining  home  health  visits  which  may  be  reimbursed 
under  Part  B. 

H.  Part  B  Deductible  Status.     This  item  will  show  if  the  $50 
deductible  is  "MET"  or  "NOT  MET':  The  "MET"  or  "NOT  MET"  notation  will 
be  informational  only.    However,  no  further  action  is  to  be  taken 

by  the  intermediary  to  ascertain  deductible  status  at  this  time, 
even  if  it  determines  that  there  are  no  Part  A  visits  available 
and  that  the  visits  will  be  chargeable  to  Part  B.    The  inter- 
mediary takes  this  action  when  it  receives  the  home  health  agency 
Part  B  billing.    At  that  time,  the  intermediary  will  use  the 
Part  B  query  system  to  query  SSA  central  records  for  additional 
Part  B  deductible  information.     (See  §  3525  for  a  further  expla- 
nation of  the  need  for  a  Part  B  query  by  the  Part  A  intermediary. 
See  1  §  3527ff .  for  explanation  and  format  of  the  Part  B  query 
system. )    Reasonable  charges  must  first  be  determined  by  the 
intermediary  before  dollar  amounts  may  be  listed  on  the  Part  B 
query.    See  I  3550  exhibit  12  for  the  query  format  to  be  used  by 
the  intermediary. 
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I.    Psychiatric  Expenses  Incurred.     The  Part  B  noninpatient 
expenses  limitation  will  be  shown  as  "MET"  or  "NOT  MET."  This 
item  is  informational  only.    The  limitation  applies  only  to 
physicians'  services,  and  not  to  the  home  health  agency's 
services . 

J.     last  Discharge  Date.    This  shows  the  last  date  recorded 
in  SSA  central  records  of  a  discharge  from  a  hospital  or 
extended  care  facility. 

Where  SSA  central  records  were  notified  of  an  admission  or  a 
start  of  care  but  not  of  the  discharge,  an  open  item  will  be 
indicated  in  the  reply  to  the  intermediary.    This  will  show 
the  Intermediary  Number  of  the  intermediary  servicing  the  open 
item  provider,  the  Provider  Number  of  the  open  item  provider, 
and  the  Admission  Date,  the  date  the  individual  was  admitted  into 
the  institution. (See  I  3519  for  verifying  open  items.) 

K.    Part  A  Effective  Date.     This  indicates  the  date  the 
patient  became  entitled  to  hospital  insurance  and  is  useful 
in  determining  the  earliest  date  home  health  services  may  be 
payable  under  Part  A.    Where  there  is  entitlement  to  both  Part  A 
p.nd  Part  B  benefits,  Part  A  benefits  must  be  used,  if  applicable, 
before  payment  for  home  health  services  can  be  made  under  Part  B. 


I.  Part  B  Effective  Date.  This  indicates  the  date  the  patient 
is  enrolled  under  medical  insurance.  Thus,  benefits  may  be  avail- 
able under  this  program  if  benefits  are  not  payable  under  Part  A. 

INTERMEDIARY'S  REPLY  TO  THE  HOME  HEALTH  AGENCY  (THE  REPORT 
OF  ELIGIBILITY) 

The  SSA  reply  will  generally  be  complete  enough  to  compute  the 
patient's  eligibility  if  the  reply  does  not  indicate  an  open  item. 
The  intermediary  may  use  the    Report  of  Eligibility    part  of  the 
home  health  agency  report  and  billing  form  as  a  reply  to  the  start 
of  care  notice.    The  information  on  the  Report  of  Eligibility 
may  be  furnished  to  the  home  health  agency  by  mail,  messenger 
service,  or  telephone,  in  accordance  with  prior  arrangements. 
Outlined  below  is  an  explanation  of  the  eligibility  information 
in  the  Report  of  Eligibility. 


Item  A.    Effective  Date,  Hospital  Insurance.    The  month,  day,  and 

year  of  the  patient's  entitlement  to  Part  A  will  be  shown. 

Item  B.    Effective  Date,  Medical  Insurance.     The  month,  day,  and 

year  of  the  patient's  entitlement  to  Part  B  will  be  shown. 


u 
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Item  C.    Date  of  Start  of  Care.    This  is  the  date  shown  on  the 
start  of  care  notice. 

Item  D.    Hospital  Insurance  Visits  Available.    Show  the  number  of 
Part  A  visits  available  based  on  the  SSA  reply,  the 
information  in  the  start  of  care  notice,  prior-stay 
verification,  and  any  open-item  investigation. 

Item  E.    Medical  Insurance  Visits  Available.    Show  the  potential 
remaining  Part  B  visits  available. 

Item  F.    Last  Discharge  Date.    Show  the  date  of  last  discharge 

from  a  hospital,  or  extended  care  facility,  based  on  the 
SSA  reply  and  any  prior-stay  verification  or  open-item 
development. 

Item  G.    Medical  Plan  Deductible.      Show  for  informational  purposes 
whether  the  Part  B  deductible  is  met  or  not  met. 

Item  H.    Outpatient  Psychiatric  Expense.    Show  for  informational 

purposes  whether  the  Part  B  psychiatric  expense  limitation 
is  met  or  not  met. 

Item  I.    Remarks .    Show  any  necessary  explanation  of  eligibility 
information.    Corrections  in  names  or  HI  claim  numbers 
reported  by  SSA  central  records  will  also  be  shown  here. 
Where  changes  of  this  sort  are  reported,  the  provider 
should  be  informed  to  change,  as  appropriate,  the  name 
or  HI  claim  number  information  on  the  billing  form. 

This  section  may  also  be  used  as  necessary  to  request 
the  provider  to  verify  information,  e.g.,  reports  of 
death  shown  in  the  patient's  SSA  central  records. 


Item  J. 


Where  there  is  an  open  item,  the  intermediary  will 
initiate  the  action  outlined  in  §  35>U7.  Upon  resolution 
of  the  open  item,  the  intermediary  will  forward  the 
reply  to  the  current-stay  provider.  If  the  intermediary 
uses  the  Report  of  Eligibility  as  the  reply  to  the  start 
of  care  notice,  it  should  use  item  J  of  the  form  for  the 
open-item  development  entries  and  items  A  -  I  for  eligi- 
bility information. 


35U7.    VERIFYING  STAY  IN  INSTITUTION  CARING  FOR  CONDITION  LATER 

REQUIRING  HOME  HEALTH  SERVICES 
If  the  patient  received  prior  services  for  a  related  condition  in 
a  hospital  or  extended  care  facility,  or  prior  home  health  services, 
the  start  of  care  notice  should  show  the  name  and  address  of  the 
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institution  or  agency.    If  item  12,  Verified  Dates  of  Stay,  is  not 
completed,  the  intermediary  will  verify  the  prior  3-day  inpatient 
hospital  stay.     (No  verification  will  be  made  with  other  inter- 
mediaries or  BHI  Direct  Reimbursement  until  after  the  SSA  central 
records  reply  to  the  start  of  care  notice  is  received. )    In  any 
event,  it  will  also  ascertain  whether  the  extended  care  facility 
stay  was  covered. 

In  counting  days  for  a  qualifying  3-day  hospital  stay,  the  day  of 
admission  is  counted  as  a  day,  but  the  day  of  discharge  is  not 
counted  as  a  day.    In  cases  involving  prior  inpatient  hospital 
services,  the  date  of  discharge  may  not  be  prior  to  7/1/66. 
"Where  discharge  from  an  extended  care  facility  is  involved,  the 
date  of  discharge  may  not  be  earlier  than  1/1/67  since  extended 
care  services  are  not  covered  until  that  date. 

Since  the  SSA  reply  to  the  start  of  care  notice  will  not  show  the 
status  of  the  prior  provider,  the  intermediary  will  have  to  refer 
to  the  Directory  of  Medical  Facilities  and  check  whether  the 
provider  is  a  participating  hospital,  extended  care  facility,  or 
home  health  agency,  or  a  hospital  approved  for  emergency  services. 
It  is  possible  that  the  Directory  of  Medical  Facilities  may  not 
show  the  status  of  the  provider  because  the  signing  of  the  agree- 
ment may  have  been  too  recent  for  issuance  in  the  directory.  If 
the  provider  is  not  listed,  the  intermediary  should  attempt  to 
obtain  the  status  from  the  Bureau  of  Health  Insurance  Regional 
Repre  sentati  ve . 

Where  the  prior  stay  involves  a  hospital,  verify  the  dates  of 
inpatient  stay. 

Where  a  participating  extended  care  facility  is  involved,  verify 
the  coverage  of  the  extended  care  services  and  the  date  of  dis- 
charge.   Where  a  participating  home  health  agency  is  involved, 
verify  the  number  of  visits  used  by  the  patient  under  both 
hospital  insurance  and  supplementary  medical  insurance,  the  period 
during  which  home  health  services  were  provided,  and  the  dates 
of  hospital  or  extended  care  facility  stay  if  the  home  health 
services  were  interrupted  by  such  stay. 

35U7.1    The  Intermediary  Services  the  Prior  Provider. — If  the 
intermediary  services  the  prior  provider  and  the  home  health 
agency  has  not  verified  the  dates  of  stay,  the  intermediary 
should  screen  its  own  records  for  this  information.    Where  the 
intermediary' s  records  do  not  contain  sufficient  information,  it 
should  contact  the  prior  provider  to  obtain  it. 
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35>U7.2    Another  Intermediary  Services  the  Prior  Provider*  —  If 
another  intermediary  or  Bureau  of  Health  Insurance  Direct  Reimburse- 
ment had  serviced  the  prior  provider  and  the  home  health  agency 
has  not  verified  the  dates  of  stay,  contact  the  other  intermediary 
or  BHI  Direct  Reimbursement  for  the  pertinent  information. 

OBTAINING  OPEN-ITEM  INFORMATION 
If  the  SSA  central  records  reply  to  the  start  of  care  notice  shows 
an  "open  item,"  this  would  be  an  indication  that  the  patient  may 
have  received  services  (inpatient  hospital,  extended  care,  or 
home  health  services)  and  that  payment  action  on  these  services 
has  not  been  completed. 

35U8.1    The  Intermediary  Services  the  Open-Item  Provider. — The 
intermediary  should  screen  its  own  records  for  dates  of  stay 
information.    If  the  intermediary's  records  do  not  contain  suffi- 
cient information,  it  should  contact  the  open-item  provider  to 
obtain  it  and  request  an  immediate  submittal  of  a  claim,  if  appro- 
priate. 

After  the  pertinent  information  is  obtained,  update  the  SSA  reply 
and  transmit  the  Report  of  Eligibility  information  to  the  current 
home  health  agency.     If  the  information  cannot  be  obtained,  set  up 
a  control  on  the  open-item  provider  to  assure  submittal  of  the 
bill  from  that  provider.    This  is  necessary  to  avoid  paying  bills 
out  of  sequence  for  the  same  beneficiary.    However,  if  the  pertinent 
information  is  obtained,  the  intermediary  may  furnish  a  provisional 
reply  to  the  home  health  agency  without  waiting  for  the  prior 
services  billing.    When  the  prior  services  billing  is  received, 
the  intermediary  may  then  inform  the  provider  of  any  changes  to 
the  earlier  reply. 

35>li8.2    Another  Intermediary  Services  the  Open-Item  Provider. — 
Where  another  intermediary  or  BHI  Direct  Reimbursement  is  involved 
and  the  current  home  health  agency  has  not  verified  the  dates  of 
stay,  contact  the  other  intermediary  (or  BHI  Direct  Reimbursement) 
for  the  pertinent  information. 

The  intermediary  servicing  the  open-item  provider  should  be 
advised  of  the  need  to  obtain  a  billing  from  that  provider  as  soon 
as  possible.    On  the  basis  of  the  information  obtained  from  that 
intermediary,  the  current  intermediary  can  make  a  provisional 
reply  to  the  home  health  agency.    If  the  other  intermediary  is 
unable  to  provide,  the  necessary  information,  follow  up  on  the 
request  in  7  calendar  days.    Update  the  reply,  as  appropriate, 
and  furnish  it  to  the  home  health  agency  when  informed  that  the 
prior  bill  has  been  processed. 
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3550.  EXHIBITS 

Exhibit  No.    1A.    Health  Insurance  Cards 

Exhibit  No.    IB.    Temporary  Notice  of  Eligibility 

Exhibits  Nos.    2A  and  2B.    Admission  Notices— Reports  of  Eligibility 
Exhibit  No.    3.    Start  of  Care  Notice— Report  of  Eligibility 
Exhibit  No.    k.    Part  A— Notice  of  Admission  Coding  Sheet 
Exhibit  No.     5.    Explanation  of  Part  A  Reply- -Exhibits  6-10. 
Exhibits  Nos.    6  through  11.    Type  1  through  h  Replies  to 
Admission  and  Start  of  Care  Notices. 

Exhibit  No.    12.    Part  B-Inquiry  Coding  Sheet 

Exhibits  Nos.  13  through  l6.    Type  6,  Type  3,  and  Type  k  Replies 
(Part  B)  Advanced  Record  System 
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EXHIBIT  1  A 


HEALTH  INSURANCE  CARDS 


neai  in 

4ssy  insurance 

SOCIAL 

NAME  OF  BENEFICIARY 

JANE  Q.  DOE 

CLAIM  NUMBER 

ooo-oo-oo^A  M 

IS  ENTITLED  MpJV  M 

HOSPITAL  Twflra 
MEDICAL  INSDKI^i 

SECURITY  ACT 

SEX 

FEMALE 

EFFECTIVE  DATE 

ISDi  7-1-66 

SIGN  A 
HERE  V 

RAILROAD    RETIREMENT  BOARD 

NAME  OF  BENEFICIARY 

JOHN  C.  DOE 

CLAIM  NUMBER 

A-O00-OO-00 

IS  ENTITLED  TO 

HOSPITAL  INS' 
MEDICAL  INSURANCE" 


SIGN  r\ 
HERE  V 


Front 


Front 


1.  Carry  your  card  with  you  when  you  are  away  from  home. 

2.  Let  your  hospital  or  doctor  see  your  card  when  you  require 
hospital,  medical  or  health  services  under  "Medicare." 

3.  Get  in  touch  with  your  social  security  office  if  you  have 
questions  about  your  rights  under  "Medicare." 

4.  Your  card  is  good  wherever  you  live  in  the  United  States. 

WARNING:  Issued  lor  the  sole  use  of  Ihe  holder  designated 
hereon.  Intentional  misuse  of  this  card  is  unlawful  and  will 
make  the  offender  liable  to  penalty. 

PROPERTY  OF  UNITED  STATES  GOVERNMENT 
IF  FOUND  DROP  IN  NEAREST  U.S.  MAIL  BOX. 

Return  To:      SOCIAL  SECURITY  ADMINISTRATION 
Baltimore,  Maryland  21235 

FORM  SSA-1944  (7-66) 


1.  Carry  your  card  with  you  when  you  are  away  from  home. 

2.  Let  your  hospital  or  doctor  see  your  card  when  you  require 
hospital,  medical  or  health  services  under  "Medicare". 

3.  Get  in  touch  with  your  Railroad  Retirement  Board  office  if 
you  have  questions  about  your  rights  under  "Medicare." 

4.  Your  card  is  good  wherever  you  live  in  the  United  States. 
For  benefits  in  Canada,  write  to  the  Railroad  Retirement 
Board. 

WARNING:  Issued  for  the  sole  use  of  the  holder  designated  hereon. 
Intentional  misuse  of  this  card  is  unlawful  and  will  make  the  offer 
liable  to  penalty. 

PROPERTY  OF  UNITED  STATES  GOVERNMENT. 
IF  FOUND  DROP  IN  NEAREST  U.S.  MAIL  BOX. 
Return  to:     RAILROAD  RETIREMENT  BOARD 

844  Rush  Street,  Chicago,  Illinois  6061 1 


Form  G-43  12-66) 


Back 


Back 
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EZHIBIT  1  B 


District  Office  Address: 


Date: 


Dear  : 

Based  on  the  information  you  have  given  to  the  Social  Security  Administration 
you  will  he  eligible  for  hospital  insurance  benefits  beginning  (mo. ) 

fyr. )   and  for  supplementary  medical  insurance  benefits  beginning 

(mo.)  (yr»)   .    Your  eligibility  will  continue  for 


60  days  from  the  date  shown  at  the  top  of  this  notice  unless  you  are  notified 
otherwise  during  the  60-day  period. 

To  obtain  medical  services  before  you  receive  your  card,  show  this  letter  to 
your  hospital  or  doctor  but  keep  the  letter  with  you.    This  temporary  notice 
of  eligibility  is  to  be  used  only  by  the  person  to  whom  it  is  addressed. 
Misuse  is  unlawful  and  will  make  the  offender  liable  to  a  penalty. 

This  letter  should  be  destroyed  as  soon  as  you  receive  your  health  insurance 
card  or  other  notice  concerning  your  eligibility. 

Sincerely  yours, 


Robert  M.  Ball 

Commissioner  of  Social  Security 


IMPORTANT 

When  services  are  provided  on  the  basis  of  this  notice,  all  bills  or 
correspondence  with  an  intermediary  or  the  Social  Security  Administration 
should  show  the  patient's  social  security  claim  number. 
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DEPARTMENT  OF 
HEALTH.     EDUCATION.    AND  WELFARE 
SOCIAL  SECURITY  ADMINISTRATION 


EXHIBIT  2  A 

INPATIENT  HOSPITAL  ADMISSION  AND  BILLING 
HOSPITAL  INSURANCE  BENEFITS— SOCIAL  SECURITY  ACT 


Form  Approved. 
Budget  Bureau 
No.  72-R734 


1  .  PATIENT'S  LAST  NAME                                                     ]    FIRST  NAME  |m| 

2.  HEALTH  INSURANCE  CLAIM  NUMBER 

3.  PATIENT'S  ADDRESS  IStreet  number.  City,  State,  Zip  Code) 

4.  DATE  OF  BIRTH 

5.  SEX 

6.  HOSPITAL  NAME  AND  ADDRESS 

7.  PROVIDER  NO. 

8.  MEDICAL  RECORD  NO. 

9.  NAME  AND  ADDRESS  OF  ATTENDING  PHYSICIAN 

10.  DATE  OF  THIS  ADMISSION 

1  1 
1  ! 
1 

11.  NAME  AND  ADDRESS  OF  ANY  INSTITUTION  FROM  WHICH  DISCHARGED  DURING  LAST  60  DAYS  (If  this  hospital, 
give  dates  of  stay) 

12.  PAYMENT  SOURCE  FOR  CHARGES  TO  PATIENT 

□ SELF  OR  I     I  BLUE  CROSS 

FAMILY  ' — I 


PI  PUBLIC  AGENCY 
I  FAMILY  I — I  BLUE  SHIELD  1 — 1  (Give  name) 

□ PRIVATE  I    I  EMPLOYER  I    1  OTHER  (Explain) 

INSURANCE  I — I  OR  UNION  1 — 1 


BLUE  SHIELD 


is.  PATIENT'S  CERTIFICATION:  AUTHORIZATION  TO  RELEASE  INFORMATION  AND  PAYMENT  REQUEST.  I  certify  that 
the  information  given  by  me  in  applying  for  payment  under  Title  XVIII  of  the  Social  Security  Act  is  correct.  I  authorize  release  of  all 
records  required  to  act  on  this  request.  I  request  that  payment  of  authorized  benefits  be  made  on  my  behalf. 


SIGNATURE  (Patient  or  authorized  representative)  (Signature  by  mark  must  be  witnessed) 


14.  ADMITTING  DIAGNOSIS 


EMPLOYMENT 
RELATED 


□  VES  Q. 


V  yes,  give  name  and  address 
of  employer 


REPORT  OF  ELIGIBILITY 


A.  Effective  Date  -  Hospital  Insurance 

J.  Open  Item  Information 
1.  Intermediary 

B.  Effective  Date  -  Medical  Insurance 

C.  Hospital  Days  Remaining 

Full  Coinsurance 

D.  Medical  Plan  Deductible 

□  Met           □  Not  Met 

E.  Remaining  inpatient 
Deductible  $ 

F.  Pints  Remaining 
Blood  Deductible 

G.  ECF  Days  Remaining 

2.  Provider 

H.  HHA  Visits  remaining 

Hospital            ]  Medical 
Insurance           j Insurance 
i 

I.  Psychiatric  Days  Remaining 

Remarks 

3.   Date  Admitted 

4.   Date  Discharged 

Intermediary  Approval 

Date 

FORM  SSA-1453  14-66) 


ADMISSION  COPY 
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EXHIBIT  2  B 


ijmjlS  3550  INPATIENT  PSYCHIATRIC  OR  TUBERCULOSIS  HOSPITAL  ADMISSION  AND  BILLING 
Xpllp'  HOSPITAL  INSURANCE  BENEFITS  -  SOCIAL  SECURITY  ACT 


Form  Approved. 
Budget  Bureau 
No.  72-R732 


1.   PATIENT'S  LAST  NAME                                                     .FIRST  NAME                                             1  Ml 

1 

1                                                                          1  1 

2.  HEALTH   INSURANCE  CuAIM  NUMBER 

3.  PATIENT'S  ADDRESS  (Street  number,  City,  State,  Zip  Code) 

4.  DATE  OF  B  IRTH 

5.  SEX 

«.  HOSPITAL  NAME  AND  ADDRESS 

7.  PROV  ID  ER  NO. 

9.  NAME  AND  ADDRESS  OF  ATTENDING  PHYSICIAN 

S.  MEDICAL  RECORD  NO. 

10.  ADMITTED   TO  ACTIVE  CARE 


11.  NAME  AND  ADDRESS 
PATIENT  CARE  Dl 


•ss  OF  ANY  INST  I  TUT  ION  (including  «ftis  institution)  IN  w 
urin  g  last  60  days  (If  this  hospital,  give  dates  of  stay) 


WHICH  PATIENT  RECEIVED  IN- 


12.  NAME  AND  ADDRESS  OF  ANY  PSYCHIATRIC  OR  TUBERCULOSIS  INSTITUTION  WHICH  FURNISHED  INPATIENT  SERVICES  AT  ANY  TIME  DURING 
90  DAY  PERIOD  PRECEDING  EFFECTIVE  DA  TE  FO  R  HOSPITAL  IN  SU  R  ANC  E  (Jf  this  hospital,  give  dates  of  Stay) 


13.  PAYMEN  T  SOURCE  FOR  CHARGES  TO  PATIENT 

|  1  SELF  OR  |  1  BLUE  CROSS  |  1  PUBLIC  AGENCY 

1— 'FAMILY  I — I  BLUE  shield  ' — I  (Give  name) 

I  1  PRIVATE  r    I  EMPLOYER  r— ,  nTU ,B_,„-  , 

t  I  (INSURANCE  1  1  OR  UNION  I  1  OTHER  (  axplaiit) 


i«. PATIENT'S  CERTIFICATION:  AUTHORIZATION  TO  RELEASE  INFORMATION  AND  PAYMENT  REQUEST.   I  certify  that  the  information 
given  by  me  in  applying  for  payment  under  Title-XVIII  of  the  Social  Security  Act  is  correct.  I  authorize  release  of  all  records  required  to 
act  on  this  request.  I  request  that  payment  of  authorized  benefits  be  made  on  my  behalf. 


SIGNATURE  (Patient  or  authorized  representative)  (Signature  by  mark  must  be  witnessed) 


is.  admitting  or  current  diagnosis  employment  related         □  yes  □  no  (If  yes,  give  name  and  address  of  employer.) 


REPORT  OF  ELIGIBILITY 


A.  Effective  Date  —  Hospital  Insurance 

J.  Open  Item  Information 
1.  Intermediary 

B.  Effective  Date  —  Medical  Insurance 

C.  Hospital  Days  Remaining 

Full  iCoinsurance 
1 

i 

D.  Medical  Plan  Deductible 

|     |  Met              □  Not  Met 

E.  Remaining  Inpatient  Deductible 

s 

F.  Pints  Remaining  Blood  Deductible 

G.  ECF  Days  Remaining 

2.  Provider 

H.  HHA  Visits  Remaining 

Hospital            \  Medical 
Insurance          i  Insurance 

I.    Psychiatric  Days  Remaining 

Remarks 


3.  Date  Admitted 


4.  Date  Discharged 


INTERMEDIARY  APPROVAL 


form  SSA- 1485  (4-eei 


ADMISSION  COPY 
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( 


\ 


HOME  HEALTH  AGENCY 
REPORT  AND  BILLING 


EXHIBIT  3 


Form  Approved. 
Budget  Bureau 
No.  72-R736 


!.  PATIENT  S  LAST  NAME 


FIRST  NAME 


2.  HEALTH  INSURANCE  CLAIM  NUMBER 


3.  PATIENT'S  ADDRESS  (Street  number,  City,  Slate,  Zip  Code) 


4.  DATE  OF  BIRTH 


□    "  □ 


6.  HOME  HEALTH  AGENCY  NAME  AND  ADDRESS 


7.  PROVIDER  NO. 


9.  NAME  AND  ADDRESS  OF  ATTENDING  PHYSICIAN 


8.  MEDICAL  RECORD  NO. 


I  0.  DATE  CARE  STARTED 


I  I.  NAME  AND  ADDRESS  OF  INSTITUTION,  IF  ANY.  CARING  FOR  CONDI- 
TION LATER  REQUIRING  HOME  HEALTH  SERVICES 


12.  VERIFIED  DATES  OF 
STAY  IN  ITEM  I  I 


DATE  HOME 
HEALTH  PLAN 
ESTABLISHED 


I  4.  PAYMENT  SOURCE  FOR  CHARGES  TO  PATIENT 
SELF  OR  |     |    BLUE  CROSS    e   j  j 


□ 


j  j    PR  IV 


INSURANCE 


BLUE  SHIELD 


OR  UNION 


□ 


PUBLIC  AGENCY 

(Give  name) 


OTHER  (Explain) 


PATIENT'S  CERTIFICATION:  AUTHORIZATION  TO  RELEASE  INFORMATION  AND  PAYMENT  REQUEST:  I  certify 
that  the  information  given  by  me  in  applying  for  payment  under  Title  XVIII  of  the  Social  Security  Act  is  correct.  I  authorize  re- 
lease of  all  records  required  to  act  on  this  request.  I  request  that  payment  of  authorized  benefits  be  made  in  my  behalf. 


SIGNATURE  (Patient  or  authorized  representative)  (Signature  by  mark  must  be  witnessed) 


1  6.  DIAGNOSES 


EMPLOYMENT 
RELATED 


□ 


□ 


(//  yes,  give  name  and  address 
of  employer.) 


LEAVE  BLANK 


REPORT  OF  ELIGIBILITY 


A.  EFECTIVE  DATE.  HOSPITAL  INSURANCE 


J.  OPEN  ITEM 


B.  EFFECTIVE  DATE.  MEDICAL  INSURANCE 


C.  DATE  OF  START  OF  CARE 


D.  HOSPITAL  INSURANCE  VISITS  AVAILABLE 


E.  MEDICAL  INSURANCE  VISITS  AVAILABLE 


F.  LAST  DISCHARGE  DATE 


G.  MEDICAL  PLAN  DEDUCTIBLE 

]  MET  Q   NOT  MET 


H.  OUTPATIENT  PSYCHIATRIC  EXPENSE 
|~|  MET  Q  NOT  MET 


I.  REMARKS 


I.  INTERMEDIARY 


2.  PROVIDER 


3.  ADMITTED 


4.  DISCHARGED 


APPROVED  BY 


FORM  SSA-1487  (4-66) 


ADMISSION  COPY 
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Exhibit  $ 


EXPLANATION  OF  PART  A  REPLY — EXHIBITS  6-10 

Periods  (.)  in  the  replies  are  used  as  field  separator  characters. 
Individual  replies  will  be  separated  by  five  blank  lines.  The 
last  field  in  a  line  will  not  be  followed  by  a  period  and  a  field 
will  not  be  split  between  two  lines. 

Type  of  Reply  Indication — Identifies  the  type  of  reply.  (See 
§  35 OU  for  various  reply  indications. ) 

Intermediary  Number — The  number  assigned  by  SSA  to  the  intermediary. 

HI  Claim  Number- -The  beneficiary's  Health  Insurance  claim  number. 
It  may  be  from  7  to  12  digits  in  length.    Unused  positions  follow- 
ing the  7th  digit  will  be  blank. 

Disposition  Code- -A  code  describing  the  reply;  it  may  encompass 
caution  signals,  no  record  indications,  questionable  items, 
errors,  etc.     (See  I  35>Ol|.A.7. ) 

Date  of  Admission  or  Date  of  Start  of  Care — This  date  as  given  in 
the  query  record  that  elicited  reply.    Month,  Day,  and  Year,  e.g., 
081066. 

Hospital  Days  Full  Coverage — A  maximum  of  60  days  less  the  number 
of  covered  days  (up  to  60;  spent  as  a  hospital  inpatient  during 
the  most  recent  spell  of  illness. 

Hospital  Days  Coinsurance — A  maximum  of  30  days  of  coinsurance 
coverage  less  the  number  of  covered  days  over  60  spent  as  a 
hospital  inpatient  during  the  most  recent  spell  of  illness. 

Psychiatric  Days  Available— A  lifetime  maximum  of  190  days  less 
the  number  of  covered  days  used. 

Extended  Care  Facility  Days  Available- -A  maximum  of  100  days  less 
the  number  of  covered  days  spent  in  an  extended  care  facility 
during  the  most  recent  spell  of  illness. 

Home  Health  Agency  Visits  Available  Part  A — A  maximum  of  100  home 
health  visits  less  the  number  of  visits  used  since  the  last  dis- 
charge from  a  hospital  or  extended  care  facility  and  covered 
under  Part  A. 

Inpatient  Hospital  Deductible  Part  A — The  applicable  inpatient 
deductible  ($U0.00  before  1969)  less  the  amount  of  the  inpatient 
deductible  paid  during  the  most  recent  spell  of  illness. 
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Exhibit  5 
(continued) 


Part  B  Deductible  Status--"!"  if  Part  B  deductible  is  met.  "2" 
if  Part  B  deductible  is  not  met. 

Blood  Deductible  Pints — Three  pints  of  whole  blood  less  the  number 
of  pints  paid  for  or  replaced  during  the  most  recent  spell  of  ill- 
ness. 

Last  Discharge  Date- -The  date  of  the  most  recent  discharge  from  a 
hospital  or  extended  care  facility.    Month,  Day,  and  Year,  e.g., 
091166. 

Part  A  Effective  Date — The  month  and  year  of  entitlement  to 
Part  A  benefits,  e.g.,  0766. 

Part  B  Effective  Date — The  month  and  year  of  entitlement  to 
Part  B  benefits,  e.g.,  0766. 

Provider  Number — This  is  a  6- digit  number  assigned  by  SSA  to 
identify  the  provider. 

Psychiatric  Expense  Incurred  Status — "1"  if  maximum  payable  has 
been  reached.    "2"  if  maximum  payable  has  not  been  reached. 

Home  Health  Agency  Visits  Available  Part  B--A  maximum  of  100  home 
health  visits  less  the  number  of  visits  used  during  the  current 
calendar  year  and  covered  under  Part  B. 

The  following  information  identifies  and  describes  the  "Trailer" 
codes.    The  "Trailer"  codes  are  preceded  and  succeeded  by  a  period 
(.)  except  when  the  code  is  the  first  position  of  lines  other  than 
the  first  line.    A  line  may  begin  with  a  "Trailer"  code  followed 
by  a  period  (. ) 


Trailer  Field 

Code               Data  Length 

B                 Name  Correction  Ik 

C                Health  Insurance  Claim  Number  Correction  12 

D                Open  Item  Trailer  19 

(i.e.  Intermediary  Number  0221*1  £ 

Separator  Period  1 

Provider  Number  21*0001  6 

Separator  Period  1 

Admission  Date  6 


NOTE:    More  than  one  open  item  trailer  may  appear  at  the  end  of  a 
reply  message. 
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TYPE  1  -  INPATIENT  HOSPITAL  QE  EXTENDED  CARE  FACILITY  REPLY  - 
NO  CORRECTION  OR  OPEN  ITEM  TRAILER 


Position 


1  Type  of  Reply  Code  (l) 

3-7  Intermediary  Number 

9-20  HI  Claim  Number 

22-23  Disposition  Code 

2^-30  Date  of  Admission 

32-33  Hospital  Days  Full  Coverage 

35-36  Hospital  Days  Coinsurance 

38-I4.O  Psychiatric  Days  Available 

hZ-hh  Extended  Care  Facility  Days  Available 

I4.6-U8  Home  Health  Agency  Visits  Available  Part  A 

50-53  Inpatient  Hospital  Deductible  Part  A 

55  Part  B  Deductible  Status 

57  Blood  Deductible  Pints 

59-6U  Last  Discharge  Date 

66-69  Part  A  Effective  Date 


Line  #2 

1-U        Part  B  Effective  Date 


Example: 

1. 01212. 021102011D  .01.082866.60.30.190.100.100.1*000.2.3.  .0766 
0766 

NOTE:    Last  discharge  date  field  is  shown  as  blank  since  there 
has  been  no  prior  Part  A  utilization. 
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TYPE  1  -  IMPATIENT  HOSPITAL  OR  EXTENDED  CARE  FACILITY  REPLY  - 
OPEN  ITEH  TRAILER 


Position 

1  Type  of  Reply  Code  (l) 

3-7  Intermediary  Number 

9-20  HI  Claim  Number 

22-23  Disposition  Code 

25-30  Date  of  Admission 

32-33  Hospital  Days  Full  Coverage 

35-36  Hospital  Days  Coinsurance 

38-1*0  Psychiatric  Days  Available 

1*2-1*1*  Extended  Care  Facility  Days  Available 

1*6-1*8  Home  Health  Agency  Visits  Available  Part  A 

50-53  Inpatient  Hospital  Deductible  Part  A 

55  Part  B  Deductible  Status 

57  Blood  Deductible  Pints 

59-6U  Last  Discharge  Date 

66-69  Part  A  Effective  Date 


Line  #2 

1-1*        Part  B  Effective  Date 
6        Trailer  Code  (D) 

8-12       Intermediary  Number 
lU-19       Provider  Number 
21-26       Date  of  Admission 


Example: 

1 . 01212 . 031017 3  95A  . 21 . 100266 . 60 . 
0766 .  D.  0221*1. 21*0001 . 080366 


.190.100.100.1*000.2.3.  .0766 
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TYPE  1  -  INPATIENT  HOSPITAL  OR  EXTENDED  CARE  FACILITY  REPLY  - 
CORRECTED  BENEFICIARY  NAME 


Position 

1  Type  of  Reply  Code  (l) 

3-7  Intermediary  Number 

9-20  HI  Claim  Number 

22-23  Disposition  Code 

25-30  Date  of  Admission 

32-33  Hospital  Days  Full  Coverage 

35-36  Hospital  Days  Coinsurance 

38-I4.O  Psychiatric  Days  Available 

U2-UU  Extended  Care  Facility  Days  Available 

U6-U8  Home  Health  Agency  Visits  Available  Part  A 

$0-53  Inpatient  Hospital  Deductible  Part  A 

55  Part  B  Deductible  Status 

57  Blood  Deductible  Pints 

59-6U  Last  Discharge  Date 

66-69  Part  A  Effective  Date 


Line  #2 

1-U         Part  B  Effective  Date 

6         Trailer  Code  (B) 
8-21       Corrected  Name  of  Beneficiary 


Example: 

1 . 01212 . 058097  757  A  . 02 . 071566 . 59 . 30 . 190 . 100 . 100 . 2000 .2.3. 070566 . 0766 
0766.B.MAHONEY       ,  TA 
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TYPE  1  -  INPATIENT  HOSPITAL' OR  EXTENDED  CARE  FACILITY  REPLY  - 
CORRECTED  HI  CLAIM  NUMBER  AND  OPEN  ITEM  TRAILER 


Position 


1 

Type  of  Reply  Code  (l) 

3- 

•7 

Intermediary  Number 

9- 

•20 

HI  Claim  Number 

22- 

■23 

Disposition  Code 

25- 

•30 

Date  of  Admission 

32- 

■33 

Hospital  Days  Full  Coverage 

35- 

•36 

Hospital  Days  Coinsurance 

38- 

-1*0 

Psychiatric  Days  Available 

U2- 

■111* 

Extended  Care  Facility  Days  Available 

U6- 

-U8 

Home  Health  Agency  Visits  Available  Part  A 

50- 

•53 

Inpatient  Hospital  Deductible  Part  A 

55 

Part  B  Deductible  Status 

57 

Blood  Deductible  Pints 

59- 

■6U 

Last  Discharge  Date 

66- 

■69 

Part  A  Effective  Date 

Line  #2 

1-U  Part  B  Effective  Date 

6  Trailer  Code  (C  ) 

8-19  Corrected  HI  Claim  Number 

21  Trailer  Code  (D) 

23-27  Intermediary  Number 

29-3U  Provider  Number 

36-IlI  Date  of  Admission 


Example : 

1.02212.396320606  . 21. 102866. 60. 30. 190. 100. 100. U000. 2. 3.  .0766 
0766 . C . 396320606A      . D.022U1 . 2^0001 . 080366 


225-297  O-66— 11 
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TYPE  2  -  HOfffi  HEALTH  CARE  REPLY  -  NO  CORRECTION  OR  OPEN  ITEM 


TRAILERS 


Position 

1  Type  of  Reply  Code  (2) 

3-7  Intermediary  Number 

9-20  HI  Claim  Number 

22-23  Disposition  Code 

25-30  Date  of  Start  of  Care 

32 -3k  Home  Health  Agency  Visits  Available  Part  A 

36-38  Home  Health  Agency  Visits  Available  Part  B 

UO  Part  B  Deductible  Status 

U2  Psychiatric  Expense  Incurred  Status 

hh-k9  Last  Discharge  Date 

51-5U  Part  A  Effective  Date 

56-59  Part  B  Effective  Date 


NOTE:    The  correction  trailer  for  HI  claim  numbers 
and  name,  and  the  open  item  trailer  appear 
in  this  message  on  line  2  as  they  appear  in 
the  type  1  replies. 


Example: 

2.01212.1*81*100337  D  .02.101066.092.100.2.2.093066.0766.0766 


\ 
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TYPE  3  REPLY  -  RECORD  NOT  IN  FILE  ON  BASIS  OF  EITHER  HI  CLAIM  NUMBER 
OR  NAME  SUBMITTED  (SSA  is  investigating,  a  type  1 
or  2  reply  will  follow . ) 


Position 


1  Type  of  Reply  Code  (Type  3) 

3-7  Intermediary  Number 

9-20  HI  Claim  Number 

22-23  Disposition  Code 

25-35  Surname 

36  Comma 

37-38  First  Initial,  Middle  Initial  or  Blank  if  not  Middle  Initial 

UO  Query  Code 

U2-U7  Provider  Number 

h9-5h  Date  of  Admission  or  Date  of  Start  of  Care 


TYPE  k  REPLY  -  INITIAL  EDIT  REJECT 


Position 

1  Type  of  Reply  Code  (Type  h) 

3-7  Intermediary  Number 

9-20  HI  Claim  Number 

22-23  Surname 

33  Comma 

3U-35  First  Initial,  Middle  Initial 

37  Query  Code 

39-hh  Provider  Number 

1*6-51  Date  of  Admission  or  Date  of  Start  of  Care 

53-58  Date  of  Birth 


NOTE:    The  field  or  fields  that  caused  the  Edit  Reject 
will  be  followed  by  an  (#)  instead  of  a  (. )• 
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Section  3550  Exhibit  13  1 

n : 

□  £ 

3  Z 

EXAMPLES  OF  PART  B    ARS  MESSAGE  REPLIES 

S  £ 

°  c 

TYPE  6  REPLIES  -  PART  B  DEDUCTIBLE/PSYCHIATRIC  STATUS  REPLY 

£ 

Example  It  = 

6.01212. OU9077395A    .01. 0866. 081201. 5000  \ 
A.123U567891.C.OU9707395A  < 
G.CONSUELLA  G  DAVIS  &,  PIERINA  F  ARSENA,  GDNS  OF, 
MARIA  C  BASILE,59  WRIGHT  ST,NEW  BERLIN  N  Y 

Position 

1  Type  of  Reply  Code  (6) 

3-7  Intermediary  Number 

9-20  HI  Claim  Number 

22-23  Disposition  Code  (01- -gives  unqualified  data) 

2^-28  Part  B  Effective  Date 

30-35  Date  of  Birth 

37 -U0  Part  B  Deductible  To  Be  Met 


Line  #2  if  Needed 

1  Part  B  Trailer  Record  Code  (A) 

3-12  Intermediary  Control  Number 

1U  Second  Trailer  Record  Code  (C) 

16-27  HI  Claim  Number  Correction 


1 

3-69 


1-69 


Line  #3  if  Needed 

Part  B  Trailer  Record  Code  (G) 
First  Line  of  Representative  Payee  Information 
(Part  A  Intermediaries  Disregard. ) 

Line  tfk  if  Needed 

Second  Line  of  Representative  Payee  Information 
(Part  A  Intermediaries  Disregard. ) 


Example  2: 

6 . 01212 . 10011|l62  8B  .  01 . 0766 . 102081 . 5000 
B.MCCADDEN      ,LJ.D. 50000 
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Exhibit  13 
(continued) 


Position 


1 

Type  of  Reply  Code  (6) 

3- 

•7 

Intermediary  Number 

9- 

-20 

HI  Claim  Number 

22- 

•23 

Disposition  Code 

25- 

•28 

Part  B  Effective  Date 

30- 

■35 

Date  of  Birth 

37- 

■llD 

Part  B  Deductible 

Line  #2  if  Needed 


1         Part  B  Trailer  Record  Code  (B) 
3-16       Name  Correction 

18       Part  B  Trailer  Record  Code  (D) 
20-2U       Noninpatient  Psychiatric  Expense  Status 

(PART  A  INTERMEDIARIES  DISREGARD  THIS  ITEM.) 
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EXAMPLE  OF  PART  B    ARS  MESSAGE  REPLY 


TYPE  3  REPLY  -  QUERY  ACKNOWLEDGMENT.    SSA  is  unable  to  locate  the 
record  based" on  the  HI  claim  number  and/or  name  given  in  the  query. 
SSA  is  investigating;  type  h  or  6  reply  will  follow. 


3.01212.387129686B    .00.  MEYER         ,AW.  1.1.0766.031*265 


Position 


1 

Type  of  Reply  Code  (3) 

3-7 

Intermediary  Number 

9-20 

HI  Claim  Number 

22-23 

Disposition  Code 

25-35 

Surname 

36 

Comma 

37-38 

First  Initial,  Middle  Initial 

UO 

Query  Code  (This  is  a  repeat  of  the  query 
code  furnished  in  the  query. ) 

U2 

Sex 

14JU-U7 

Month  Service  Incurred 

h9-$h 

Reasonable  Charges 

56 

Part  B  Trailer  Record  Code  (A)    ) These  would  be  added 

58-67 

Intermediary  Control  Number         )if  the  intermediary 

control  number  was 
furnished  in  the  query. 
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EXAMPLE  OF  PART  B    ARS  MESSAGE  REPLY  AS  IT  MAY  APPEAR  ON  HARD  COPY 

AT  THE  RECEIVING  STATION 

TYPE  k  REPLY  -  REJECTION  OF  QUERY  BY  SSA  DURING  INITIAL  QUERY  EDIT 


U. 01212. 396031217 D  .LANGE  ,RT.I.1.0866.007$OA*10000 
A. 12 96O 66109 


Position 

1        Type  of  Reply  Code  (h) 
3-7         Intermediary  Number 
9-20       HI  Claim  Number 
22-32  Surname 

33  Comma 
3h-3$       First  Initial,  Middle  Initial 

37       Query  Code  (This  is  a  repeat  of  the  query 

code  given  in  the  query. ) 

39  Sex 
Ul-kh       Month  Service  Incurred 
U6-51       Reasonable  Charge 

52       ^-Denotes  Query  Transmission  Error  in 
Preceding  Field 
53-57       Reasonable  Charges  Noninpatient  Psychiatric 

(PART  A  INTERMEDIARIES  DISREGARD  THIS  ITEM.  ) 


Line  #2  if  Needed 

1         Trailer  Record  Code  (A)  )  Shown  when  the 

3-12       Intermediary  Control  Number      )  intermediary  control 

number  was  furnished 
in  the  query. 
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Exhibit  16 

EXAMPLE  OF  PART  B  MESSAGE  REPLY 
REJECTION  OF  QUERY  BY  SSA  DURING  INITIAL  QUERY  EDIT 


Section  35$0 
TYPE  k  REPLY  - 


(For  example,  when  a  letter  appears  in  a  field  that  should  be  all 
numbers. ) 


U. 01212. 37512 31;£6HB  .BASHE  , MCI. 2. 0766. 0101^0 . 0^000 
1066 . 00^000 . 02  G50*A . 12  3US0 98  76 


Position 

1  Type  of  Reply  (U) 

3-7  Intermediary  Number 

9-20  HI  Claim  Number 

22-32  Surname 

33  Comma 

3U-35  First  Initial,  Kiddle  Initial 

37  Query  Code    (This  is  a  repeat  of  the  query 

code  given  in  the  query.  ) 

39  Sex 

UL-hh  Month  Service  Incurred 

U6-£l  Reasonable  Charge 

£3-5>7  Reasonable  Charges  Noninpatient  Psychiatric 

(PART  A  INTERMEDIARIES  DISREGARD  THIS  ITEM.) 


Line  #2  if  Needed 

l-U         Month  Service  Incurred  (Oct. -Dec.) 
6-11       Reasonable  Charges  (Oct. -Dec.) 
13-17       Reasonable  Charges  Noninpatient  Psychiatric  (Oct. -Dec.) 
(PART  A  INTERMEDIARIES  DISREGARD  THIS  ITEM.) 

18  The  Asterisk  (*)  Denotes  Query  Transmission  Error  in 

Preceding  Field 

19  Trailer  Record  Code  (a) 
21-30      Intermediary  Control  Number 
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CHAPTER  VII 
BILL  REVIEW 


Section  Page 

General   3600  175 

Authorized  Provider  Signatures  and  Listings  ••••  36OI  176 

Use  of  Ledger  Sheets   3602  176 

Design  of  Inpatient  Hospital  Admission  and 

Billing  Forms  by  Hospitals   3603  176 

Bill  Review  Technique   36OU 

Release  of  Carrier  Copies  of  Billing  Form    3605  178 

Copies  of  Approved  Billing  Forms  for  Public 

Welfare  Agencies  •   3606  179 

Part  A  Intermediary  Handling  of  Form  SSA-155U, 

Provider  Billing  For  Patient  Services  by 

Physicians    3607  179 

Guarantee  of  Payment  Determinations   3608  179 

Outpatient  Hospital  Services  Which  Are  Treated 

as  Inpatient  Hospital  Services   3609  l80 

Inpatient  Billing  After  Exhaustion  of  Benefits ..  36IO 
Discharges  on  Patient's  First  Day  of  Entitlement 

or  Hospital's  First  Day  as  a  Participating 

Provider   3611  181 

Ambulance  Service  •  •   3612  162 

Review  of  Inpatient  Hospital  Admission  and 

Billing  Form  SSA-1U53    3620  185 

Review  of  Inpatient  Psychiatric  or  Tuberculosis 

Hospital  Admission  and  Billing  (Form  SSA- 

11*85)    3630  195 

Review  of  the  Explanation  of  Accommodation 

Furnished  (SSA-ll*81*)    3635 

Outpatient  Hospital  Billing  (Form  SSA-II483)   361*0  209 

Outpatient  Hospital  Services   361*0.1  209 

General  Rule  For  Separating  Hospital 

Outpatient  Services  on  Billing  Forms  ....  36I1O.2  210 
Payments  under  the  Hospital  Insurance  Plan 

and  the  Medical  Insurance  Plan   361jO«3  210 

Services  Provided  by  Physicians,  Interns, 

and  Residents   361*0.1*  211 

Processing  Outpatient  Diagnostic  Bills.. <>••  361*0.5 
Query  of  the  Social  Security  Administration 

Central  Record   361*0.6  211 

Completion  of  Items  on  the  Form  by  the 

Hospital   361*0.7  213 
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BILL  REVIEW 


For  Intermediary  Use  •••••••• 

Payment  Distribution  •  •«•••••• 

Examples  •  

Home  Health  Agency;  Report  and  Billing  (Form 
SSA-1U87)  


3-17U 


7-66 


BILL  REVIEW 


3600 


3600.  GENERAL 

When  services  have  been  furnished,  the  provider  will  forward  the 
appropriate  billing  form  with  the  necessary  attachments  to  the  inter- 
mediary who  is  to  review  the  documents  and  determine  the  amount 
payable  to  the  provider.    The  intermediary's  certification  of  payment 
is  based  upon  the  data  in  the  billing  form,  attachments  to  the  billing 
form,  and  information  supplied  by  the  Social  Security  Administration 
in  response  to  the  notice  of  admission  and  other  queries. 

The  billing  forms  requiring  Part  A  intermediary  review  include: 

A.  SSA-1U53  -  Inpatient  Hospital  Admission  and  Billing 

B.  SSA-lIt85  -  Inpatient  Psychiatric  or  Tuberculosis  Hospital 
Admission  and  Billing 

C.  SSA-1U83  -  Outpatient  Hospital  Billing 

D.  SSA-li|87  -  Home  Health  Agency  Report  and  Billing 

E.  SSA-lli78  -  Extended  Care  Admission  and  Billing  (being  devised) 

The  identifying  data,  e.g.,  beneficiary's  name,  health  insurance  claim 
number,  etc.  is  arranged  in  similar  order  on  all  forms.    This  data  is 
essential  for  identifying  the  beneficiary  on  Social  Security  Adminis- 
tration central  records  and  to  establish  his  entitlement  to  benefits 
under  Part  A  and/or  Part  B.  (See  Chapter  VI.)  The  billing  portion  of 
the  forms  solicit  necessary  information  to  identify  services  and  items 
furnished  as  well  as  charges  necessary  to  make  reimbursement  deter- 
minations, i.e.,  interim  payments  and  annual  settlements.    The  interim 
payment  consists  of  the  estimated  reasonable  costs  less  the  applicable 
deductibles  and  coinsurance.    For  the  annual  settlement,  provider 
departmental  totals  will  be  accumulated  giving  a  basis  for  judgement 
as  to  the  provider  costs  and  charge  statements  when  providers  are 
reimbursed  on  an  RCC  method.    In  addition  to  the  foregoing,  the  billing 
forms  serve  to  furnish  program  and  operating  statistics. 

The  signed  statements  of  the  beneficiary  with  respect  to  certification, 
release  authorization,  and  request  for  payment  are  an  essential  part 
of  the  billing  form.    These  statements,  however,  may  be  on  any  writing 
attached  to  the  file. 
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3601.  AUTHORIZED  PROVIDER  SIGNATURES  AND  LISTINGS 

The  signature  of  the  authorized  provider  representative  on  the  billing 
form  attests  that  the  required  certification  or  recertifications  are 
in  the  provider's  file  to  support  the  request  for  payment  (stamped 
signatures  are  not  acceptable).    This  statement  must  accompany  the 
claims  material  when  it  is  not  executed  on  the  billing  form.  The 
statement  on  the  billing  form,  or  on  attachments,  that  the  certifi- 
cation and  recertifications  are  on  file,  will  generally  be  accepted 
by  the  intermediary  for  purposes  of  individual  billing  review. 

Each  provider  should  submit  to  its  Part  A  intermediary  a  listing  of 
officials  it  has  authorized  to  sign  and  certify  bills  and  supporting 
statements.    The  listing  should  be  kept  current  and  should  be  used 
by  the  intermediary  for  reference  when  a  question  arises  about  the 
validity  of  a  bill. 

3602.  USE  OF  LEDGER  SHEETS 

If  the  provider  and  the  intermediary  agree,  the  provider  may  use 
columnar  ledger  sheets  to  report  its  services  and  charges.    In  such 
cases,  the  provider  need  not  complete  the  statement  of  services, 
except  for  accommodation  and  blood  entries,  where  appropriate. 
Services  which  are  not  covered  must  be  either  itemized  on  the  ledger 
or  shown  in  the  "Noncovered"    column  of  the  billing  form.    When  the 
hospital  does  not  fully  itemize  charges  on  the  form  itself,  it  must 
be  done  by  the  intermediary  since  only  billing  forms  are  transmitted 
to  the  Social  Security  Administration. 

3603.  DESIGN  OF  INPATIENT  HOSPITAL  ADMISSION  AND  BILLING  FORMS  BY 
HOSPITALS 

Some  hospitals  using  electronic  data  processing  equipment    may  prefer 
to  design  their  own  inpatient  admission  and  billing  form  as  a  con- 
tinuous feed  form  that  can  be  printed  by  their  electronic  data  process. 

This  is  permissible  provided  such  a  form  closely  follows  the  format  of 
the  standard  form.     Such  things  as  wording,  numbering  of  items,  place- 
ment of  items,  and  placement  of  columns  should  be  identical  to  that 
of  the  standard  form.    The  only  substantial  flexibility  would  be  in 
spacing,  size  of  margins,  length  of  the  form,  etc.,  so  the  form  would 
be  compatible  with  the  electronic  data  processing  system. 

Since  it  is  not  practical  for  a  beneficiary  to  sign  a  mechanically 
prepared  form,  it  is  also  permissible  for  hospitals  to  reproduce  a 
patient's  signature  form.    The  wording  on  the  form  must  be  identical 
with  that  on  the  standard  form,  e.g.,  item  13  of  form  SSA-LU53.  The 
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signature  form  must  be  signed  by  the  patient  and  attached  to  the 
hospital's  billing  form.    The  signature  of  the  hospital  representative, 
however,  should  be  on  the  billing  form  itself. 

Any  form  a  hospital  designs  must  be  submitted  to  the  Social  Security 
Administration  for  approval.    Such  forms  designs  should  be  sent  to: 

Bureau  of  Health  Insurance 
Division  of  Methods  and  Procedures 

Operations  Building 
6U01  Security  Boulevard 
Baltimore,  Maryland  21235 

360U.    BILL  REVIEW  TECHNIQUES 

The  intermediary  is  responsible  for  a  review  of  the  total  billing 
form.    Bill  review  techniques  developed  through  the  intermediary's 
experience  will  be  used  and/or  adapted  for  operations  applicable  to 
this  program.    The  skill  and  judgement  of  the  intermediary  are  relied 
upon  in  making  correct  payment  under  the  health  insurance  program. 
It  is  expected  that  claims  evaluation  and  review  experience  with  the 
program  will  serve  to  provide  a  basis  for  the  identification  of 
troublesome  conditions  and  situations.    As  these  trouble  areas  are 
analyzed,  review  techniques  and  procedures  can  be  refined. 

The  following  are  some  basic  evaluation  techniques  and  may  be 
supplemented  by  others  normally  used  by  the  intermediary  in  its  own 
review  operations: 

A.  Reconciliation  of  diagnoses  with  surgical  or  other  procedures 
and  with  the  pattern  of  acceptable  or  consistent  related  services 
rendered  in  the  hospital. 

B.  Recognition  of  incomplete,  inconsistent,  or  duplicative 
entries,  e.g.,  surgical  procedures  without  corresponding  consistent 
entries  such  as  an  operating  room  and  anesthesia)  the  contrary 
situation,  where  there  is  an  entry  for  an  operating  room  and/or 
anesthesia  recorded,  but  no  surgical  procedure  is  shown. 

C.  Charges  appear  unreasonable. 

D.  Identification  of  personal  comfort  or  other  non-covered  services. 

E.  Identification  of  potential  workmen's  compensation  payments. 
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F.    Identification  of  diagnoses  or  procedures  suggesting  that 
services  would  not  be  covered,  e.g.,  cosmetic  surgery. 

When  additional  information  must  be  obtained  to  resolve  a  question 

on  a  billing  form,  intermediaries  should  be  guided  by  their  experience 

in  deciding  how  the  additional  information  can  best  be  secured. 

Corrections  on  the  billing  forms  may  be  simply  made  by  additions 
or  deletions.    Nbncovered  charges  may  only  need  to  be  relocated 
on  the  form  and  the  original  entry  deleted  where  appropriate. 
Changes  on  the  billing  form  should  be  made  neatly  so  that  legibility 
will  be  assured. 

360$.     RELEASE  OF  CARRIER  COPIES  OF  BILLING  FORM 
The  copy  of  the  hospital  billing  form  (inpatient  and  outpatient) 
designated  "Carrier  Copy"  is  to  be  sent  to  the  Part  B  carrier  upon 
completion  of  the  billing  process.    The  Carrier  Copy  will  be  sent 
to  the  carrier  servicing  the  hospital's  area  in  every  case  where 
the  SSA-155U  (Provides  Billing  For  Patient  Services  By  Physicians) 
accompanies  the  billing  form  and  the  beneficiary  is  not  identified 
as  a  Railroad  Retirement  Beneficiary.     (Railroad  beneficiaries  may 
be  identified  by  the  health  insurance  claim  number,  which  will  be 
either  a  six  or  nine  digit  number  with  one  or  more  letter  prefixes. ) 
Where  a  railroad  retirement  beneficiary  is  identified,  the  SSA-155U 
and  the  carrier  copy  is  to  be  forwarded  to  the  Travelers  Insurance 
Company  which  is  the  carrier  for  such  beneficiaries.    Where  an 
SSA-155U  does  not  accompany  the  hospital  billing  the  carrier  copy 
should  be  sent  to  the  carrier  servicing  the  address  of  the  physician 
shown  in  item  9  of  the  billing  form  or  Travelers  Insurance  Company 
if  the  beneficiary  is  a  Railroad  Retirement  beneficiary. 

The  Carrier  Copy  of  these  forms  is  used  by  the  Part  B  intermediary 
to  supplement  and  assess  a  Part  B  bill  for  physician's  services 
that  it  may  process.    It  may,  for  example,  be  useful  to  determine 
whether  a  bill  for  surgery  is  consistent  with  the  information 
available  about  the  period  of  hospitalization  and  the  kind  of  treat- 
ment the  patient  received.    It  may  also  be  used  to  assist  in  a 
determination  of  reasonable  charges  for  salaried  physicians.  When 
a  patient  submits  receipted  bills  to  the  carrier,  the  carrier  copy 
of  the  hospital  billing  form  will  provide  complete  diagnoses  if  the 
receipted  bill  lacks  this  information. 
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3606.  COPIES  OF  APPROVED  BILLING  FORMS  FOR  PUBLIC  WELFARE  AGENCIES 
If  the  item  "Payment  Source  for  Charges  to  Patient"  indicates  that 
some  of  the  charges  will  be  paid  by  welfare,  the  intermediary  is  to 
prepare  and  send  a  copy  of  the  approved  provider  services  billing 
form  to  the  welfare  agency  shown  on  the  form.     (The  copy  to  welfare 
should  include  reimbursement  amount  or  computation  and  intermediary 
signature.)    Procedures  for  handling  cases  where  welfare  requires 
additional  information  from  the  intermediary  will  be  developed  by 
the  welfare  agencies  and  the  intermediaries. 

3607.  PART  A  INTERMEDIARY  HANDLING  OF  FORM  SSA-155U,  PROVIDER 

BILLING  FOR  PATIENT  SERVICES  BY  PHYSICIANS 

Hospitals  billing  for  hospital- based  physicians  will  complete 
form  SSA-l551*i  Provider  Billing  for  Patient  Services  By  Physicians. 
They  will  transmit  this  form  to  Part  A  intermediaries  in  situations 
where  they  are  concurrently  transmitting  an  inpatient  or  outpatient 
bill.    When  an  inpatient  or    outpatient  bill  is  not  being  transmitted 
the  hospital  will  send  the  SSA-155U  directly  to  the  Part  B  carrier. 

When  the  Part  A  intermediary  receives  the  hospital  bill  with  a 
form  SSA-155U,  it  will  hold  the  SSA-155U  until  the  hospital  billing 
is  processed  to  completion  and  then  attach  the  SSA-l££U  to  the 
Carrier    Copy  of  the  hospital  billing  form  to  the  appropriate  carrier 
(See  §  3605).    The  carrier  will  review  the  SSA-155U  and  make  the 
necessary  payment. 

3608.  GUARANTEE  OF  PAYMENT  DETERMINATIONS 

A  hospital  bill  involving  guarantee  of  payment  (See  §  3U05  ff . )  is 
to  be  accompanied  by  information  sufficient  to  justify  payment 
under  this  provision.    If  such  information  is  not  included  with 
the  bill,  it  should  be  requested  from  the  hospital.    The  information 
on  the  billing  form  and  the  explanation  is  to  be  evaluated  along 
the  following  guidelines: 

A.  Covered  Services — The  services  shown  on  the  bill  must  be 
within  the  scope  of  covered  services. 

B.  Acted  Reasonably — The  hospital  must  establish  that  it  acted 
reasonably  in  assuming  that  the  patient's  inpatient  days  had  not 
been  or  were  about  to  be  exhausted.    A  decision  that  a  hospital 
had  or  had  not  acted  reasonably  is  to  be  made  by  evaluating  the 
accompanying  information  furnished  by  the  hospital.    If  this  informa- 
tion justifies  the  hospital's  assumption  that  coverage  continued, 
then  this  requirement  will  have  been  met. 


3-179 


3609 


BILL  REVIEW 


"Acted  reasonably"  will  be  found  if  the  hospital  attempted  to  ascertain 
the  extent  of  the  beneficiary' s  entitlement  to  inpatient  hospital 
services  by: 

1.  Asking  the  beneficiary  or  other  person  if  the  beneficiary 
received  inpatient  services  in  a  hospital  or  extended  care  facility 
within  the  past  60  days;  and 

2.  If  such  prior  institutionalization  is  indicated,  requesting 
the  necessary  additional  information  from  the  beneficiary  or  other 
person  to  determine  the  number  of  days  of  inpatient  hospital  services, 
if  any,  remaining  in  the  current  spell  of  illness. 

C.  Good  Faith — If  the  hospital  is  determined  to  have  acted  reasonably 
in  accordance  with  the  criteria  shown  in  B  above,  it  will  generally 
be  presumed  to  have  acted  in  good  faith  in  assuming  the  individual 
was  entitled  to  payment  for  hospital  services  unless  the  facts 
indicate  otherwise.    There  would  be  an  absence  of  good  faith  if  the 
hospital  furnished  services  under  circumstances  in  which  it  had  or 
should  have  had  substantial  doubt  that  coverage  existed.  Under 
such  circumstances  the  hospital  cannot  qualify  for  payment  under 
this  provision. 

D.  Refund  Made — If  a  portion  of  the  bill  has  been  paid  by  or 
on  behalf  of  the  patient,  such  payment  must  be  refunded  (other 
than  the  deductible  and  coinsurance  amounts). 

3609.  OUTPATIENT  HOSPITAL  SERVICES  WHICH  ARE  TREATED  AS  INPATIENT 
HOSPITAL  SERVICES 

When  an  individual  in  furnished  outpatient  hospital  services  and 
is  thereafter  admitted  as  an  inpatient  of  the  same  hospital  before 
midnight  of  the  next  day,  the  outpatient  hospital  services 
furnished  him  are  treated  as  inpatient  services.    The  day  on  which 
he  is  formally  admitted  as  an  inpatient  is  counted  as  the  first 
inpatient  day. 

3610.  INPATIENT  BILLING  AFTER  EXHAUSTION  OF  BENEFITS 
The  benefit  days  available  to  a  beneficiary  depend  on  the  status 
of  his  prior  utilization  of  services  during  this  "spell  of  illness." 

The  days  that  the  beneficiary  spends  in  the  hospital  after  his 
90  benefit  days  have  been  exhausted  must  be  reported  by  the  hospital 
so  that  the  intermediary  and  the  Social  Security  Administration  will 
know  when  a  spell  of  illness  ends. 
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The  information  submitted  on  a  billing  form  after  benefits  have 
been  exhausted  is  limited  to  identifying  information,  critical  dates, 
and  essential  statistical  data. 

Items  1,  2,  U,  7,  10,  12,  15,  16,  17  (line  0),  22,  and  23  are  the 
only  items  required  on  the  Form  SSA-1U53*  Inpatient  Hospital  Admission 
and  Billing.    Items  1,  2,  U,  7,  10,  13,  16,  17,  18  (line  0),  2U, 
and  25  should  be  completed  on  Form  SSA-1U85,  Inpatient  Psychiatric 
or  Tuberculosis  Hospital  Admission  and  Billing. 

The  hospital  detaches  the  two  admission  copies  and  sends  the  top 
three  copies  of  the  form  to  the  intermediary  in  the  usual  manner. 
Only  one  billing  form  need  be  completed  for  the  period  after  benefits 
are  exhausted,  regardless  of  the  length  of  time  involved.  This 
form  may  be  completed  after  discharge  or  death. 


The  intermediary  should  review  the  identification  items  in  accordance 
with  regular  review  procedures  and  verify  that  benefits  are,  in  fact, 
exhausted.    Items  17  (line  0)  or  18  (line  0)  on  forms  SSA-li53  and 
SSA-1U85  respectively,  do  not  lend  themselves  to  review.  However, 
they  should  be  checked  to  the  extent  of  verifying  that  an  entry 
is  shown.    Items  22  and  23  of  the  SSA-1U53  and  items  2k  and  2$  of 
the  SSA-lii85  should  similarly  show  an  entry  and  must  be  obtained 
where  not  shown. 


The  reviewing  intermediary  representative  should  affix  his  name  in 
item  27  and  also  show  the  date  signed.    These  forms  should  be 
transmitted  under  separate  batch  in  accordance  with  §  38O3. 

3611.    DISCHARGES  ON  PATIENT'S  FIRST  DAY  OF  ENTirLEMENT  OR  HOSPITAL'S 
FIRST  DAY  AS  A  PARTICIPATING  PROVIDER 


Where  a  patient  who  is  admitted  prior  to  the  first  date  of  his 
entitlement  is  discharged  from  a  participating  hospital  on  the  first 
day  of  his  entitlement,  the  day  of  discharge  will  be  treated  as  a 
regular  day  of  discharge;  that  is,  an  accommodations  charge  will 
not  be  allowed.    However,  ancillary  services  provided  on  that  day 
will  be  covered.    Although  a  day  of  utilization  will  not  be  charged 
a  beneficiary,  a  spell  of  illness  will  be  started  and  charges  applied 
against  the  deductible  as  appropriate. 

To  assure  proper  processing  of  these  cases,  the  inpatient  billing 
form,  SSA-1U53,  and  the  inpatient  psychiatric  or  tuberculosis  billing 
form,  SSA-1U85  should  show  the  actual  date  of  admission  in  item  10 
of  these  forms.    In  the  "Statement  Covers  Period"  items  (item  18  of 
the  SSA-l!i!?3  and  item  19  of  SSA-Dj85)  the  date  of  discharge  should 
be  shown  in  both  the  "From"  and  "To"  entries.    In  the  "Total  Days" 
items  (item  19  of  the  SSA-1U53  and  item  20  of  the  3SA-1U85)  show  "0." 

a 
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In  these  particular  instances  any  interim  payment  is  to  be  computed 
on  the  basis  of  85  percent  of  ancillary  charges  less  the  deductible 
amounts . 

The  same  policy  as  described  above  will  be  governing  in  cases  where 
an  entitled  individual  in  a  noncovered  stay  in  a  nonpar ticipa ting 
hospital  is  discharged  on  the  first  day  the  hospital  becomes  a 
participating  hospital. 

3612.    AMBULANCE  SERVICE 

Ambulance  service  is  covered  under  medical  insurance.  Whether 
the  service  is  furnished  to  an  inpatient  or  an  outpatient,  it 
should  be  billed  on  the  Outpatient  Hospital  Billing  form  as  a 
medical  plan  charge. 
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DEPARTMENT  OF 
HEALTH.    EDUCATION,     AND  WELFARE 
SOCIAL  SECURITY  ADMINISTRATION 


INPATIENT  HOSPITAL  ADMISSION  AND  BILLING 
HOSPITAL  INSURANCE  BENEFITS — SOCIAL  SECURITY  ACT 


Form  Approved. 
Budget  Bureau 
No.  72-R734 


1  .  PATIENT'S  LAST  NAME                                                     ]    FIRST  NAME  ]m| 

2.  HEALTH  INSURANCE  CLAIM  NUMBER 

3.  PATIENT'S  ADDRESS  (Street  number,  City,  State,  Zip  Code) 

4.  DATE  OF  BIRTH 
1  1 

5.  SEX 

6.  HOSPITAL  NAME  AND  ADDRESS 

7.  PROVIDER  NO. 

a:  MEDICAL  RECORD  NO. 

9.  NAME  AND  ADDRESS  OF  ATTENDING  PHYSICIAN 

lO.  DATE  OF  THIS  ADMISSION 

1  1 
1  1 
I  l 

 ,  |  

11.  NAME  AND  ADDRESS  OF  ANY  INSTITUTION  FROM  WHICH  DISCHARGED  DURING  LAST  60  DAYS  (If  this  hospital, 
fzive  dates  of  stay) 

12.  PAYMENT  SOURCE  FOR  CHARGES  TO  PATIENT 
I     I  SELF  OR  |     |  BLUE  CROSS 

I — I  FAMILY 
IVATE 
JRANCE 


|  I  PRIVA 
I — I  INSUF 


□ BLUE  CROSS  I    I  PUBLIC  AGENCY 

BLUE  SHIELD  1 — 1  (Give  name) 

I     I  EMPLOYER  I     I  OTHER  (Explain) 

I — I  OR  UNION  1 — 1 


is.  PATIENT'S  CERTIFICATION:  AUTHORIZATION  TO  RELEASE  INFORMATION  AND  PAYMENT  REQUEST.  I  certify  that 
the  information  given  by  me  in  applying  for  payment  under  Title  XVIII  of  the  Social  Security  Act  is  correct.  I  authorize  release  of  all 
records  required  to  act  on  this  request.  I  request  that  payment  of  authorized  benefits  be  made  on  my  behalf. 


SIGNATURE  (Patient  or  authorized  representative)  (Signature  by  mark  must  be  witnessed) 


14.  ADMITTING  DIAGNOSIS 


EMPLOYMENT 
RZLATED 


□  YES  QnO 


If  yes,  give  name  and  address 
of  employer 


15.  DISCHARGE  DIAGNOSES  OR  CURRENT  DIAGNOSES    (Primary  illness  and  secondary  or  complicating  illnesses) 


Do  not  use  this  space 


16.  SURGICAL  PROCEDURES    (Related  to  primary  illness  and  other — Show  dale  of  each) 


it.  STATEMENT  OF  SERVICES  RENDERED 


ACCOMMODATION 


A.  1-Bed 


TOTAL 
CHARGES 


NON -COVERED 
CHARGES 


18.  STATEMENT  COVERS  PERIOD 
FROM  I  TO 


19.  TOTAL 
DAYS 


B.  2-3-4  Bed 


C.  5  or  more  Beds 


20.  DATE  GUARANTEE  OF  PMT. 
OR  UR  NOTICE  RECEIVED 


21.  DATE  BENEFITS 
EXHAUSTED 


D.  Intensive  Care 


E.  Self  Care 


ISCHARGED 


F     WHOLE  PINTS 

BLOOD  FURNISHED 


NOT 

REPLACED 


CHARGE 
PER  PINT 


□  ° 

□  °'E°         □  PATENT 


23.  DATE  DISCHARGED  OR 
DIED 


G.  Operating  Room 


24.  COMPUTATION  OF  INTERIM  PAYMENT 


H.  Pharmacy 


L  Laboratory 


J.  Radiology 


K.  Medical,  Surgical  and  Central  Supplies 
L.  Anesthesia 


M.  Inhalation  Therapy 


N.  Other  (Describe) 


0. 


TOTALS 


P.  Inpatient  Deductible 


Reimbursement  Amount 


Q.  Blood  deductible 


Pts.  @ 


R.  Coinsurance 


FOR  INTERMEDIARY  USE 

PROVIDER  NO. 


25.  VERIFIED  PRIOR  STAY  DATES 


S.  TOTAL  DEDUCTIONS 


1  certify  that  the  required  physician's  certification  and  recertifications  are  on  file. 


□ 

NONE 


26.  SIGNATURE  OF  HOSPITAL  REPRESENTATIVE 


DATE  FORWARDED 


27.  APPROVED  BY 


FORM   SSA-1453    (4-66)  3t18U 


3620.    REVIEW  OF  INPATIENT  HOSPITAL  ADMISSION  AND  BILLING 
FORM  SSA-1U53 

Items  provide  the  necessary  identification,  and  admission  data 

as  well  as  information  which  will  alert  intermediaries  to  possible 
noncovered  stays  or  workmen1 s  compensation  involvement. 
Items  15-27  provide  diagnoses,  surgical  procedures,  service  and 
billing  data.    The  intermediary  should  carefully  review  the  billing 
form  with  respect  to  both  the  admission  data  and  the  billing  entries. 
The  following  discusses  how  the  hospital  is  to  complete  the  various 
items  on  this  form  which  must  be  reviewed  by  the  intermediary. 

Item  1;    Patient's  Identification. — The  patient's  name  will  be  shown 
with  the  last  name  first,  but  otherwise  should  be  the  same 
as  that  shorn  on  his  health  insurance  card. 

Item  2 i  Health  Insurance  Claim  Number. — The  health  insurance  claim 
number  should  be  checked  at  the  time  the  admission  data  is 
received  (See  §  3£0l*).  The  health  insurance  number  should 
also  be  checked  against  the  SSA  reply  to  the  notice  of  ad- 
mission and  corrections  made  as  appropriate. 

Item  3i    Patient's  Address.  —  The  patient's  mailing  address  should 

be  shown  in  this  item.    The  intermediary  will  not  normally 
be  required  to  review  this  item. 

Items  k  and  5:    Date  of  Birth  and  Sex.  —  The  date  of  birth  should 
be  shown  in  item  k»    However,  the  date  of  birth  may  not 
be  shown  if  it  is  not  available  after  the  provider  has 
made  a  reasonable  effort  to  obtain  it  (See  §  3507.8). 
Six-digit  numbers  are  used  for  the  date  of  birth,  e.g., 
01/02/9^  for  January  2,  1895.    Ibis  information  is  pro- 
vided to  assist  in  identifying  the  patient  and  the  sex 
designation  should  be  reviewed  in  con  junction  with  items  1U, 
15,  16,  diagnoses  and  surgical  procedures  to  identify  in- 
consistencies. 

Items  6,  7,  and  8: — Hospital  and  Medical  Record  Identification. — The 
name  and  address  of  the  hospital  and  the  hospital's  health 
insurance  provider  number  should  be  entered.    These  items 
may  have  been  preprinted  on  all  copies  of  the  hospital's 
supply  of  these  forms.    The  intermediary  should  check  the 
accuracy  of  these  items. 

The  patient's  medical  record  in  item  8  may  be  shown  by  the 
hospital  if  the  hospital  assigns  one  and  it  is  needed  by  the 
hospital  for  association  and  reference  purposes.    The  in- 
termediary need  not  review  this  item. 


3-185 


3620  (Cont. ) 


BILL  REVIEW 


7-66 


Item  9:    Attending  Physician. — The  name  and  address  of  the  attending 
physician  should  be  shown.    The  name  should  be  that  of  the 
physician  who  would  normally  be  expected  to  certify  and 
recertify  the  medical  necessity  of  the  hospital  stay.  If 
this  item  is  omitted,  it  need  not  be  obtained  unless  this 
information  is  needed  to  properly  route  the  "Carrier  Copy" 
of  the  form.     (See  §  3605.) 

Item  10:     Date  of  This  Admission — The  date  of  this  admission  should 
be  shown  in  six-digit  numbers  each  time  a  billing  is  sub- 
mitted, e.g.,  07/15/66.    The  actual  date  of  admission  should 
be  shown  even  if  before  the  effective  date  of  entitlement 
to  hospital  insurance. 

Item  11:     Prior  Stay  Information. — The  name  and  address  of  any  hosp- 
ital or  extended  care  facility  from  which  the  patient  was 
discharged  as  an  inpatient    within  the  last  60  days  before 
the  present  admission.     If  the  prior  stay  was  in  the  same 
hospital  from  which  the  admission  notice  is  initiated  the 
dates  of  stay  will  be  shown.     (See  §  3520  for  instructions 
on  verifying  the  prior  inpatient  stay.) 

Item  12:    Payment  Source. — The  hospital  will  show  all  sources  that 
will  pay  amounts  of  the  bill  which  cannot  be  paid  for  by 
the  health  insurance  program.    If  a  State  public  welfare 
agency  will  pay  or  has  paid  for  such  amounts,  the  name  and 
address  of  the  agency  will  be  entered. 

Item  13:     Patient's  Certification  and  Payment.  Request — This  item 
should  have  the  patient's  signature,  or  the  signature  of 
someone  filing  on  behalf  of  the  patient.    Where  someone 
files  on  behalf  of  the  patient,  an  accompanying  statement 
should  be  attached  explaining  the  relationship  of  the 
signatory  to  the  patient  and  the  circumstances  that  made 
it  impracticable  for  the  patient  to  sign.     (See  §</3302.) 

Where  the  patient's  signature  is  by  mark,  the  mark  must  be 
witnessed  by  someone  who  knows  him.    The  witness's  name 
and  address  would  be  shown. 

If  the  bill  submitted,  however,  is  a  subsequent  bill  in 
connection  with  the  same  hospital  admission,  this  item  need 
not  be  completed.    Similarly,  if  the  billing  is  submitted 
for  purposes  of  satisfying  §  3610,  Inpatient  Billing  After 
Exhaustion  of  Benefits,  no  signature  need  be  shown. 
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Item  1U:    Admitting  Diagnosis  —The  admitting  diagnosis  as 

furnishea  by  the  physician  to  the  hospital  is  provided  for  use 
in  reviewing  admission  notices,  where  applicable,  so  that 
the  intermediary  may  be  alerted  to  the  possibility  of  non- 
covered  services*    An  essential  part  of  this  item  is  the 
information  solicated  regarding  whether  or  not  the  condition 
was  work -related.    (See  §  3h09  ff •  for  a  description  of  the 
necessary  considerations  required  in  handling  workmen's 
compensation  involvement.) 

Item  15:    Discharge  Diagnoses  or  Current  Diagnoses—The  discharge 
diagnoses  should  reflect  information  contained  in  the 
patient's  medical  record  relating  to  all  conditions  causing 
the  current  episode  of  hospitalization.    If  two  or  more 
diagnoses  are  shown  the  one  shown  first  should  be  the  most 
significant  of  the  conditions.    The  first  diagnosis  should 
show  "primary"  in  parenthesis  next  to  the  entry.  The 
diagnoses  should  be  in  accordance  with  recognized  nomenclature, 
e.g.,  Current  Medical  Terminology,  Standard  Nomenclature 
of  Diseases  and  Operations.    If  no  diagnoses  are  shown, 
this  information  should  be  obtained  from  the  hospital  prior 
to  payment  and  the  appropriate  entry  made  in  this  item. 
This  item  should  be  reviewed  in  conjunction  with  item  17 
and  may  also  serve  to  alert  the  intermediary  to  possible 
noncovered  services. 

Item  16;    Surgical  Procedures— Surgical  procedures  performed  during 
this  billing  period  should  be  shown  as  entered  in  the 
patient's  medical  record.    The  first  procedures  listed 
should  be  related  to  the  primary  diagnosis.  Surgical 
procedures  should  be  specified  in  detail  using  recognized 
nomenclature  such  as  that  used  in  Current  Madical  Terminology, 
Standard  Nomenclature  of  Diseases  and  Operations,  etc. 
For  the  purposes  of  this  item,  surgery  includes  incision, 
excision,  amputation,  introduction,  endoscopy,  repair, 
destructions,  suture  and  manipulations.    This  item  should 
be  reviewed  in  conjunction  with  item  17  and  may  alert 
the  intermediary  to  possible  noncovered  services  or  omissions, 
e.g.,  no  operating  room  charges  are  shown  on  the  bill. 

Item  17:    Statement  of  Services— All  charges  should  be  shown,  (See 
§  3602  where  ledger  sheets  are  used.)    Where  the  hospital 
has  more  departments  than  shown  on  the  form,  the  charges 
should  be  combined,  where  appropriate,  for  purposes  of 
completing  the  form.   Any  charges  which  cannot  be  applied 
to  one  of  the  items  shown  should  be  described  in  17N -Other. 
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All  charges  -  covered  and  noncovered  -  should  be  shown  in 
the  "Total  Charges"  column.    Charges  for  noncovered  services 
and  items,  except  for  the  services  of  hospital-based  phy- 
sicians, are  itemized  in  the  "Noncovered  Charges"  column. 
A  statement  "will  be  attached  by  the  hospital  where  it  is 
necessary  to  explain  an  item. 

The  amounts  paid  to  a  provider  of  services  under  the 
hospital  insurance  plan,  subject  to  the  deductible  and 
coinsurance  provisions,  should  be  the  estimated  reasonable 
cost  of  the  services.    The  intermediary  is  responsible 
for  checking  the  accuracy  of  the  total  charges,  estimated 
costs,  and  deductions.  5 

Accommodation 

A.  One -Bed — Where  a  patient  needed  a  private  room  for  medical 
reasons  one  copy  of  the  SSA-1484,  Explanation  of  a  ccommodation 
Furnished  (See  §  3635)  should  be  attached  to  explain  the 
medical  necessity  for  such  accommodations.    The  customary 
charge  for  a  one-bed  accommodation  in  the  "rate"  column 

should  be  shown  and  the  "Total  Charges"  column  "will  be  completed. 

If  the  patient  was  in  a  one-bed  accommodation  for  other 
than  medical  reasons,  payment  cannot  be  made  for  more  than 
the  most  prevalent  two,  three,  or  four-bed  accommodation 
rate.    In  such  cases  an  SSA-1484  will  not  be  required  and 
the  charge  for  the  one-bed  accommodation  should  be  entered 
in  the  "rate"  column.    The  difference  between  the  total 
one-bed  room  charges  and  the  accommodations  charges  which 
would  have  been  made  if  the  patient  had  occupied  a  two-, 
three-,  or  four -bed  room  (at  the  most  prevalent  rate  for 
such  a  room  at  the  time  of  admission)  should  be  shown  in 
the  "Noncovered  Charges"  column. 

B.  Two-,  Three-,  or  Four-Bed — If  the  patient  occupied  semi- 
private  accommodations  (two-,  three-,  or  four-bed  room) 
the  number  of  days  and  the  actual  daily  rate  for  the  accom- 
modations should  be  shown. 

C.  Five  or  More  Beds — Under  the  hospital  insurance  program, 
payment  is  made  for  semiprivate  accommodations  (two-, 
three-,  or  four-bed  room) .  If  the  patient  is  assigned  to 
a  room  with  five  or  more  beds,  the  hospital  should  complete 


3-188 


7-66 


BILL  REVIEW 


3620  (Cont. ) 


Form  SSA-lii8ii,  Explanation  of  Accommodations  Furnished,  in 
duplicate,  explaining  the  reasons  for  this  accommodation, 
and  these  forms  are  attached  to  the  billing  form.    If  the 
patient  requested  that  assignment,  only  one  copy  of  the 
SSA-1U8U  is  necessary.    Where  the  patient  requested  a  five 
or  more  bed  assignment,  or  the  reason  for  assignment  is 
one  that  the  intermediary  can  approve,  the  reimbursement 
will  be  made  for  the  reasonable  costs  of  the  actual  accom- 
modation furnished.    However,  where  the  ward  accommodation 
was  provided  not  at  the  patient' s  request,  nor  for  a 
reason  which  the  intermediary  can  approve,  payment  will 
be  made,  at  the  end-of-the-year  settlement,  on  the  basis 
of  the  reasonable  cost  of  semiprivate  accommodations 
minus  the  difference  between  the  hospital's  customary 
charge  for  semiprivate  accommodations  and  its  customary 
charge  for  ward  accommodations.    In  either  case,  the 
customary  ward  charge  should  be  shown  in  the  "Rate" 
column  on  the  billing  form.    But  when  the  ward  accommo- 
dation was  not  requested  by  the  patient  or  approved  by 
the  intermediary,  the  hospital  should  show  its  customary 
charge  for  semiprivate  accommodation  at  the  most  prevalent 
rate  at  the  time  the  accommodation  was  made,  on  the  form 
SSA-lii8Ui  so  that  the  intermediary  can  compute  the  payment 
due. 

If  the  Hospital  has  only  ward  accommodations,  the  actual 
rate  should  be  used  for  accommodations  furnished.  No 
supplemental  statement  is  necessary. 

See  §  3635  for  a  full  description  of  the  Explanation  of 
Accommodations  Furnished  form. 

D.  and  E.    Intensive  Care  and  Self -Care — The  number  of  days  the 
patient  was  in  an  intensive  or  self-care  unit,  applicable 
rate,  and  total  charges  should  be  shown. 

The  total  number  of  days  in  the  various  accommodations 
shown  on  the  form  should  equal  the  number  of  days  shown 
in  item  18,  "Statement  Covers  Period."  Where  some  of  the 
days  cannot  be  paid  for  because  benefits  were  exhausted 
before  discharge  or  death,  charges  for  days  after  benefits 
were  exhausted  should  be  shown  in  "Noncovered  Charges." 

F.         Whole  Blood- -This  item  should  reflect  the  pints  of  whole 
blood  furnished,  the  number  of  pints  not  replaced,  and 
the  charge  per  pint  of  such  blood.    The  charge  per  pint 
entry  should  reflect  the  cost  of  such  blood  excluding 
charges  for  administering  the  blood. 
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The  "Total  Charges"  column  will  show  the  combined  amount 
of  the  cost  for  pints  not  replaced  and  the  charges  for 
administering  the  blood. 

G.  and  H.  General — Item  G  includes  recovery  room  and  item  H 
includes  intravenous  solution. 

Where  items  and  services  are  furnished  which  are  more 
expensive  or  in  excess  of  the  services  covered  by  the 
program,  the  difference  between  the  amount  customarily 
charged  for  such  services  requested  and  the  amount  cus- 
tomarily charged  for  covered  services  should  be  shown  as 
noncovered  charges.    An  example  of  this  would  be  luxury 
meals  at  extra  cost. 

0.        Totals — The  total  charges  and  the  total  noncovered  charges 
should  be  shown. 

P.        Inpatient  Deductible — The  amount  of  the  deductible  which 
is  applicable  is  shown  on  the  reply  to  the  Notice  of 
Admission.    The  amount  to  be  shown  in  this  item  (in  the 
"Noncovered  Charges"  column),  is  $40  unless  the  deductible 
has  been  met  in  full  or  in  part.    Where  the  full  deductible 
has  not  been  met,  the  remaining  deductible  to  be  met  should 
be  shown.    The  only  exception  to  this  is  where  the  total 
charge  shown  in  item  0  minus  any  physicians  1  services 
included  in  that  total  charge,  is  less  than  the  remaining 
deductible  to  be  met.    Where  this  is  the  case,  the  differ- 
ence between  the  total  charges  and  the  physicians'  services 
should  be  shown  in  this  item: 

Example:    The  beneficiary  has  met  no  part  of  the  de- 
ductible. However,  the  total  charge  (item  0)  is  $42  and 
the  charge  for  physicians 1  services  included  in  the  $42 
is  $5.    Therefore,  $37  should  be  shown  in  item  P. 

Q.        Blood  Deductible — Where  whole  blood  has  been  furnished  to 
the  patient  (Item  F)  and  a  remaining  blood  deductible  is 
shown  on  the  reply  to  the  Notice  of  Admission,  the  number 
of  pints  of  the  deductible  remaining  should  be  shown  in 
this  item  as  well  as  the  cost  of  the  blood  per  pint 
(excluding  the  cost  for  administering  the  blood.)    The  cost 
of  the  blood  per  pint  should  be  multiplied  by  the  number 
of  pints  and  the  sum  shown  in  the  "Noncovered  Charges" 
column. 
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R.    Coinsurance— The  coinsurance  days  are  the  6lst  day  through 
the  90th  day.    The  number  of  coinsurance  days  should  be  multiplied 
by  $10  and  the  sum  shown  in  the  "Noncovered  Charges"  column. 


S.    Total  Deductions— The  total  of  any  amount  appearing  in  items 
P.  through  R. 

Item  18:    Statement  Covers  Period. --The  beginning  and  ending  days 
of  the  period  covered  by  the  bill  should  be  shown.  The 
beginning  date  should  be  no  earlier  than  the  first  day  of 
the  beneficiary's  date  of  entitlement  even  though  the 
date  of  admission  in  item  10  may  be  before  that  date.  Where 
the  patient  was  admitted  before  July  1,  1966,  show  O7/OI/66 
in  the  "From"  item.     In  the  "To"  item,  show  the  date  of 
death  or  discharge. 

Where  the  patient  was  still  in  the  hospital,  the  last  day 
of  the  period  being  reported  on  the  bill  will  be  shown, 
whether  or  not  this  last  day  was  a  day  of  covered  services. 
(See  §  361O  for  completion  of  forms  where  benefit  days  are 
exhausted. ) 


Where  inpatients  of  a  hospital  leave  the  hospital  for 
planned  leaves  of  absence  or  where  they  are  absent  without 
leave,  the  following  rules  apply  in  determining  which  days 
are  to  be  counted  as  inpatient  days. 

a .  Patient  Does  Not  Return  to  Hospital  by  Midnight  of  the 
Same  Day. --Where  an  inpatient  leaves  a  hospital  on  a  given 
day  and  does  not  return  by  midnight  of  the  same  day,  such 
day  is  treated  as  a  day  of  discharge. 

b.  Patient  Returns  to  Institution.— The  day  on  which  a 
patient  returns  to  the  hospital  following  a  leave  of  absence 
and  is  lodged  in  the  hospital  at  midnight  is  treated  as  an 
inpatient  day. 

Item  19 :    Total  Days. --The  total  days  of  covered  inpatient  care  should 
be  shown.    Any  days  for  which  payment  may  not  be  made  because 
benefits  were  exhausted  should  be  excluded.    In  counting 
days,  the  date  of  admission  is  counted  but  not  the  date  of 
discharge.    Where  the  patient  was  admitted  and  discharged  on 
the  same  day  (See  §  3101)  the  total  days  should  be  shown 
as  "1." 
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Item  20:    Date  Guarantee  of  Payment  or  UR  Notice  Received—This 
item  is  used  to  report  either  of  the  following: 

A.  The  date  that  the  hospital  received  notice  that  the  number  of 
inpatient  days  remaining  was  less  than  the  number  of  inpatient  days 
already  provided  in  the  current  hospitalization.    This  date  should 
be  checked  against  the  intermediary's  record  of  the  date  on  which 
the  notice  was  transmitted  to  the  hospital.    (See  §  3^05ff  and 

§  3608  for  the  evaluation  of  information  required  in  these  cases.) 
The  guarantee  does  not  apply  unless  the  hospital  establishes  that  it 
acted  in  good  faith  in  assuming  that  the  patient  was  entitled  to 
have  payment  made  for  hospital  services,  and  acted  reasonably  in 
assuming  that  the  patient's  inpatient  days  had  not  been  or  were  not 
about  to  be  exhausted. 

B.  The  date  of  receipt  by  the  hospital  of  the  finding  by  the 
physician  members  of  the  Utilization  Review  Committee  (or  the  group 
responsible  for  review  of  utilization)  that  a  further  hospital  stay 
was  not  medically  necessary  should  be  shown.     (See  §  3^21  for  effect 
on  payment. ) 

The  heading  which  does  not  apply  should  be  crossed  out. 

Item  21;    Date  Benefits  Exhausted—If  the  patient  was  still  hospi- 
talized when  there  were  no  more  inpatient  days  available, 
the  last  day  for  which  benefits  were  payable  should  be 
shown.    However,  no  entry  should  be  shown  if  the  reply  to 
the  Notice  of  Admission  showed  no  days  remaining. 

Items  Discharge  Information — If  the  patient  was  still  hospi- 
22  -  23:    talized  when  the  billing  was  submitted,  either  because 

this  is  not  a  final  billing  or  the  patient's  benefit  days 
are  exhausted,  "Still  Patient"  should  be  checked.  Other- 
wise, "Discharged"  or  "Died"  should  be  checked  in  item  22. 
The  date  of  discharge  or  death  should  be  shown  in  item  23. 
Items  21,  22,  and  23  should  be  reviewed  in  conjunction 
with  item  18. 

Item  2k:    Computation  of  Interim  Payment— The  computation  of  interim 
payment  will  not  be  shown  by  the  hospital  in  this  item  on 
forms  submitted  to  the  intermediary.    The  intermediary  may 
show  the  computation  of  the  interim  payment  in  this  item. 
However,  the  reimbursement  amount  must  always  be  shown. 
The  interim  rate  to  be  applied  may  be  a  per  diem  rate,  or 
percentage  of  charges.    The  method  is  to  be  arranged 


3-192 


7-66 


BILL  REVIEW 


K20  ftftnti) 


between  the  hospital  and  the  intermediary  in  accordance 
with  reimbursement  principles  established  by  the  Social 
Security  Administration.    Whatever  method  used,  the  total 
deductions  in  item  17-S  should  be  subtracted  from  the 
total  estimated  costs  arrived  at  by  the  interim  rate 
agreed  upon  and  the  remainder  shown  as  the  reimbursement 
amount . 

Item  25:    Verified  Prior  Stay  Dates  and  Provider  Number — This  item 

should  be  completed  by  the  intermediary  upon  resolution  of 
a  prior  stay  issue.    Show  the  provider  number  of  the  prior- 
stay  institution,  if  such  institution  has  one  (see  S  3520ff). 
If  a  prior  stay  which  would  prolong  a  spell  of  illness  is 
not  established,  check  the  "none"  block. 

Item  26 :    Hospital  Certification  and  Signature  Lines— A  hospital 

representative's  signature  should  appear  in  this  item.  If 
no  signature  is  shown,  the  hospital  should  be  requested  to 
submit  such  certification  prior  to  payment.    (See  I  36OI 
for  discussion  of  authorized  provider  signatures  and 
listings . ) 


Item  27:    Approved  By  and  Date— The  intermediary's  representative  or 
official  designated  to  approve  billing  payment  will  sign 
and  date  the  form. 
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INPATIENT  PSYCHIATRIC  OR  TUBERCULOSIS  HOSPITAL  ADMISSION  AND  BILLING 
HOSPITAL  INSURANCE  BENEFITS  -  SOCIAL  SECURITY  ACT 


Form  Approved. 
Budget  Bureau 
No.  72-R732 


t.  PATIENT'S  LAST  NAME                                                     .  FIRST  NAME                                             1  Ml 

1 

1  1 
1  1 

2.  HEALTH   INSURANCE  CLAIM  NUMBER 

3.  PATIENT'S  ADDRESS  (Street  number.  City,  State,  Zip  Code) 

4.  DATE  OFBIRTH                    5.  SEX 

i      ;        a**  cjf 

 1  i  I  

6.  HOSPITAL   NAME   AND  ADDRESS 

7  .  PROVIDER  NO. 

9.  NAME  AND  ADDRESS  OF  ATTENDING  PHYSICIAN 

8.  MEDICAL  RECORD  NO. 

10.  ADMITTED   TO  ACTIVE  CARE 

1  1 
1  1 
1  1 
 |  |  

It.  NAME  AND  A  DDR  ESS  OF  ANY   INSTITUTION  (including  this  institution)  IN  WHICH  PATIENT   RECEIVED  IN- 
PATIENT care  during  last  60  d ay s  (If  this  hospital,  give  dates  of  stay) 

12.  NAME  AND   ADDRESS  OF  ANY   PSYCHIATRIC  OR  TUBERCULOSIS  INSTITUTION  WHICH  FURNISHED  INPATIENT  SERVICES  AT   ANY   TIME  DURING 
90  DAY   PERIOD  PRECEDING  EFFECTIVE  DATE   FOR  HOSPITAL   INSURANCE^/  jj£s  hospital,  give  dates  of  Stay) 

13.  PAYMEN  T  SOURCE  FOR   CHARGES   TO  PATIENT 

□ SELF  OR  |  1  BLUE  CROSS  |  1  PUBLIC  AGENCY 

FAMILY  \ — I  BLUE  SHIELD  I — '(Give  name) 

I  1  PRIVATE  i  1  EMPLOYER  |   nTorB,r,»U.l 

I  'INSURANCE  1  1  OR  UNION  I  1  OTHER  ( t.xp  Lain  ) 

14.  PATIENT'S  CERTIFICATION:   AUTHORIZATION  TO  RELEASE  INFORMATION  AND  PAYMENT  REQUEST.   I  certify  that  the  information 
given  by  me  in  applying  for  payment  under  Title  XVIII  of  the  Social  Security  Act  is  correct.   I  authorize  release  of  all  records  required  to 
act  on  this  request.   I  request  that  payment  of  authorized  benefits  be  made  on  my  behalf. 


signature  (Patient  or  authorized  representative)  (Signature  by  mark  must  be  witnessed) 


10.  ADMITTING  OR  CURRENT  diagnosis  emp  L  o  Y  MEN  T  R  E  L  A  T  E  D  □  YES  O  NO  (If  yes,  give  name  and  address  of  employer.) 


16.  discharge  diagnoses  OR  current  DIAGNOSES  (Primary  illness  and  secondary  or  complicating  illnesses) 


Do  Not  Use  This  Space 


17.  surgical  procedures  (Related  to  primary  illness  and  other— Show  date  of  each) 


STATEMENT  OF  SERVICES  RENDERED 


ACCOMMODATION 


A.  1-Bed 


TOTAL 
CHARGES 


NON-COVERED 
CHARGES 


IS.  statement  covers  period 


20.  TOTAL 
DAYS 


B.  2-3-4  Bed 


21.  DATE  ACTIVE  CARE  ENDED 


C.  5  or  more  Beds 

D.  Inte ns  ive  Care 


CONTINUING 

□ 


E.  Self  Care 


p  WHOLE 
' BL0O0 


PINTS 
FURNISHED 


NOT 

REPLACED 


CHARGE 
PER  PINT 


G.  Operating  Room 


H.  Pharmacy 


I.  Laboratory 


I     |  DISCHARGED 

i  1  i  ,  STILL 

□  DIED  □  PATIENT 


J.  Radiology 


26.  COMPUTATION   OF  INTERIM  PAYMENT 


K.  Medical,  Surgical  and  Central  Supplies 


L.  Anesthesia 


M.  Inhalation  Therapy 


N.  Other  (Describe) 


Reimbursement  Amount 


O. TOTALS 


FOR  INTERMEDIARY  USE 


P.  Inpatient  Deductible 


VERIFIED  PRIOR  STAY  DATES 


Q.  Blood  Deductible 


Pts.  @ 


R.  Coinsurance 


□ 
NONE 


S.  TOTAL  DEDUCTIONS 


DAYS  USED 


I  certify  that  the  required  physician's  certification  and  recertifications  are  on  file. 


28.  SIGNATURE  OF  HOSPITAL  REPRESENTATIVE 


form  SSA-1485 


3-19U 


DATE  FORWARDED 


29.   APPROVED  BY 


3630.    REVIEW  OF  INPATIENT  PSYCHIATRIC  OR  TUBERCULOSIS  HOSPITAL 

ADMISSION  AND  BILLING  (FORM  SSA-lli85 ) 
Items  1-15  provide  the  necessary  identification,  and  admission  data 
as  well  as  information  which  will  alert  intermediaries  to  possible 
noncovered  stays  or  workmen's  compensation  involvement.    Items  16-29 
provide  diagnoses,  surgical  procedures,  service  and  billing  data. 
The  intermediary  should  carefully  review  the  billing  form  with  respect 
to  both  the  admission  data  and  the  billing  entries.    The  following 
discusses  how  the  hospital  is  to  complete  the  various  items  on  this 
form  which  must  be  reviewed  by  the  intermediary. 


Item  1;    Patient's  Identification.  —  The  patient's  name  will  be  shown 
with  the  last  name  first,  but  otherwise  should  be  the  same 
as  that  shown  on  his  health  insurance  card. 


Item  2:    Health  Insurance  Claim  Number. — The  health  insurance  claim 
number  should  be  checked  at  the  time  the  admission  data  is 
received.     (See  §350U. )    The  health  insurance  number  should 
also  be  checked  against  the  Social  Security  Administration 
reply  to  the  notice  of  admission  and  corrections  made  as 
appropriate. 

Item  3:    Patient's  Address. — The  patient's  mailing  address  should 

be  shown  in  this  item.  The  intermediary  will  not  normally 
be  required  to  review  this  item. 


Items  k  and  5?    Date  of  Birth  and  Sex. — The  date  of  birth  should  be 
shown  in  item  U.    However,  the  date  of  birth  may  not  be 
shown  if  it  is  not  available  after  the  provider  has  made  a 
reasonable  effort  to  obtain  it  (see  §3507.8).  Six-digit 
numbers  are  used  for  the  date  of  birth,  e.g.,  01/02/95  for 
January  2,  1895 •    This  information  is  provided  to  assist  in 
identifying  the  patient,  and  the  sex  designation  should  be 
reviewed  in  conjunction  with  items  15,  16,  17,  diagnoses  and 
surgical  procedures  to  identify  inconsistencies. 

Items  6,  7  and  8:    Hospital  and  Medical  Record  Identification. — The 
name  and  address  of  the  hospital  and  the  hospital's  health 
insurance  provider  number  should  be  entered.    These  items 
may  have  been  preprinted  on  all  copies  of  the  hospital's 
supply  of  these  forms.    The  intermediary  should  check  the 
accuracy  of  these  items. 

The  patient' s  medical  record  in  item  8  may  be  shown  by  the 
hospital  if  the  hospital  assigns  one  and  it  is  needed  by  the 
hospital  for  association  and  reference  purposes.  The 
intermediary  need  not  review  this  item. 
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Item  9:     Attending  Physician.  —  The  name  and  address  of  the  attending 
physician  should  be  shown.    The  name  should  be  that  of  the 
physician  who  would  normally  be  expected  to  certify  and 
recertify  the  medical  necessity  of  the  hospital  stay.  If 
this  item  is  omitted,  it  need  not  be  obtained  unless  this 
information  is  needed  to  properly  route  the  "Carrier  Copy" 
of  the  form.    (See  §36c£. ) 

Item  10:    Admitted  to  Active  Care.  —  This  is  the  date  (to  be  shown  in 
six-digit  numbers,  e.g.,  07/1^/66)  the  patient  was  admitted 
for  active  treatment  or  a  medically  necessary  inpatient 
diagnostic  study.    This  will  ordinarily  be  the  day  on  which 
the  patient  is  admitted  to  the  hospital  or  distinct  part  of 
a  hospital  which  is  equipped  for  the  treatment  or  diagnostic 
services,  even  where  the  actual  treatment  or  diagnostic 
procedures  did  not  begin  until  a  later  date. 

Item  11:    Prior  Stay  Information. — The  name  and  address  of  any  hospital 
or  extended  care  facility  from  which  the  patient  was  dis- 
charged as  an  inpatient  within  the  last  60  days  before  the 
present  admission.    If  the  prior  stay  was  in  the  same  hospital 
from  which  the  admission  notice  is  initiated,  the  dates  of 
stay  will  be  shown.    (See  §3£20  for  instructions  on  verifying 
the  prior  inpatient  stay. )   Where  the  patient  was  in  a 
hospital,  but  not  in  a  part  of  the  hospital  which  has  been 
certified  as  meeting  the  definition  of  a  psychiatric  or 
tuberculosis  hospital,  "this  hospital — stay  before  admission 
to  active  treatment  from  (date)  to  (date)"  should  be  shown. 

Item  12:    Name  and  Address  of  Any  Psychiatric  or  Tuberculosis  Institution 
Wvrl  cb  ?^<~ii&<m&  C^r^ioasj.^  Mif  _Ti.ge_  ^  j^g  the 

90 -Day  Period  Preceding  Hospital  Insurance  Entitlement. — This 
is  the  name  and  address  of  any  psychiatric  or  tuberculosis 
institution  which  furnished  inpatient  services  in  the  90-day 
period  preceding  the  patient' s  first  entitlement  to  hospital 
insurance.    The  effective  date  of  the  patient's  entitlement 
to  hospital  insurance  is  shown  on  the  reply  to  the  notice  of 
admission.    If  inpatient  services  were  furnished  in  the  prior 
90-day  period  by  the  institution  which  has  submitted  the  bill, 
the  following  will  be  shown: 

(a)    If  it  is  a  stay  in  a  hospital  or  part  of  a  hospital 
which  meets  the  definition  of  a  psychiatric  or 
tuberculosis  hospital,  "this  hospital — from  (date)  to 
(date)"  will  be  shown. 


3-196 


7-66 


BILL  REVIEW 


3630  (Cont. ) 


(b)    If  the  stay  was  in  that  part  of  the  hospital  which 
does  not  meet  the  definition  of  a  psychiatric  or 
tuberculosis  hospital,  "this  hospital--not  for  active 
treatment- -from  (date)  to  (date)"  will  be  shown. 
(See  §33>20  for  verification  of  prior  stays.) 

If  the  individual  is  an  inpatient  of  a  psychiatric  or 
tuberculosis  hospital  on  the  first  day  of  the  first  month 
of  his  entitlement  to  hospital  insurance,  the  days  on  which 
he  was  an  inpatient  of  such  a  hospital  in  the  90-day  period 
immediately  before  his  first  day  of  entitlement  must  be 
subtracted  from  the  90  days  of  inpatient  services  for  which 
he  would  otherwise  be  eligible  in  his  first  spell  of  illness. 
However,  the  day3  an  individual  spends  in  an  institution 
which  does  not  qualify  as  a  psychiatric  or  tuberculosis 
hospital  (or  in  a  non-qualifying  part  of  an  institution  which 
does  qualify)  in  the  90-day  period  before  entitlement, 
should  not  be  deducted  from  the  90  days  of  inpatient 
psychiatric  or  tuberculosis  hospital  services  to  which  the 
individual  would  be  entitled  during  his  first  spell  of 
illness.    On  the  other  hand,  if  an  individual  was  in  a  non- 
qualifying general  hospital  on  the  first  day  of  his  entitle- 
ment and  was  later  transferred  to  a  qualified  general  hospital, 
he  would  be  entitled  to  have  90  days  of  inpatient  hospital 
services  during  that  spell  of  illness. 

Item  13:    Payment  Source. — The  hospital  will  show  all  sources  that  will 
pay  amounts  of  the  bill  which  cannot  be  paid  for  by  the 
health  insurance  program.    If  a  State  public  welfare  agency 
will  pay  or  has  paid  for  such  amounts,  the  name  and  address 
of  the  agency  will  be  entered. 

Item  lU:    Patient' s  Certification  and  Payment  Request. — This  item 
should  have  the  patient's  signature,  or  the  signature  of 
someone  filing  on  behalf  of  the  patient.    Where  someone 
files  on  behalf  of  the  patient,  an  accompanying  statement 
should  be  attached  explaining  the  relationship  of  the 
signatory  to  the  patient  and  the  circumstances  that  made 
it  impracticable  for  the  patient  to  sign.     (See  §3302.) 

Where  the  patient's  signature  is  by  mark,  the  mark  must  be 
witnessed  by  someone  who  knows  him.    Hie  witness's  name  and 
address  would  be  shown. 

If  the  bill  submitted,  however,  is  a  subsequent  bill  in 
connection  with  the  same  hospital  admission,  this  item  need 
not  be  completed.    Similarly,  if  the  bill  is  submitted  for 
purposes  of  satisfying  §3610,  Inpatient  Billing  After 
Exhaustion  of  Benefits,  no  signature  need  be  shown. 
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Item  15>;    Admitting  or  Current  Diagnosis. — The  admitting  diagnosis 

as  furnished  by  the  physician  to  the  hospital  is  provided  for 
use  in  reviewing  admission  notices,  where  applicable,  so  that 
the  intermediary  may  be  alerted  to  the  possibility  of  non- 
covered  services.    An  essential  part  of  this  item  is  the 
information  solicited  regarding  whether  or  not  the  condition 
was  work-related.    See  §§3U09ff  for  a  description  of  the 
necessary  consideration  required  in  handling  workmen1 s  com- 
pensation involvement. 

Item  16:    Discharge  Diagnoses  or  Current  Diagnoses.  —  The  discharge 
diagnoses  should  reflect  information  contained  in  the 
patient' s  medical  record  relating  to  all  conditions  causing 
the  current  episode  of  hospitalization.    If  two  or  more 
diagnoses  are  shown,  the  one  shown  first  should  be  the  most 
significant  of  the  conditions.    The  first  diagnosis  should 
show  "primary"  in  parenthesis  next  to  the  entry.  The 
diagnoses  should  be  in  accordance  with  recognized  nomenclature, 
e.g.,  Current  Medical  Terminology,  Standard  Nomenclature  of 
Diseases  and  Operations.    If  no  diagnoses  are  shown,  the 
information  should  be  obtained  from  the  hospital  prior  to 
payment  and  the  appropriate  entry  made.    This  item  should 
be  reviewed  in  conjunction  with  item  18  and  may  also  serve 
to  alert  the  intermediary  to  possible  noncovered  services. 

Item  17:    Surgical  Procedures. — Surgical  procedures  performed  during 
this  billing  period  should  be  shown  as  entered  in  the 
patient' s  medical  record.    The  first  procedures  listed 
should  be  related  to  the  primary  diagnosis.  Surgical 
procedures  should  be  specified  in  detail  using  recognized 
nomenclature  such  as  that  used  in  Current  Medical  Terminology, 
Standard  Nomenclature  of  Diseases  and  Operations,  etc.  For 
the  purposes  of  this  item,  surgery  includes  incision,  excision, 
amputation,  introduction,  endoscopy,  repair,  destructions, 
suture  and  manipulations.    This  item  should  be  reviewed  in 
conjunction  with  item  18  and  may  alert  the  intermediary  to 
possible  noncovered  services  or  omissions,  e.g.,  no  operating 
room  charges  are  shown  on  the  bill. 

Item  18:    Statement  of  Services  Rendered. — All  charges  should  be  shown. 

(See  §3602  where  ledger  sheets  are  used. )    Where  the  hospital 
has  more  departments  than  shown  on  the  form,  the  charges 
should  be  combined,  where  appropriate,  for  purposes  of  completing 
the  form.    Any  charge  which  cannot  be  applied  to  one  of  the 
items  shown  should  be  described  in  18  N-Other.    All  charges — 
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covered  and  noncovered—  should  be  shown  in  the  "Total  Charges" 
column.    Charges  for  noncovered  services  and  items,  except 
for  the  services  of  hospital-based  physicians,  are  itemized 
in  the  "Noncovered  Charges"  column.    A  statement  will  be 
attached  by  the  hospital  where  it  is  necessary  to  explain 
an  item. 

The  amounts  paid  to  a  provider  of  services  under  the  hospital 
insurance  plan,  subject  to  the  deductible  and  coinsurance 
provisions,  should  be  the  estimated  reasonable  cost  of  the 
services.    The  intermediary  is  responsible  for  checking 
the  accuracy  of  the  total  charges,  estimated  costs,  and 
deductions. 

Accommodation 

A.  One  Bed. — Where  a  patient  needed  a  private  room  for  medical 
reasons  one  copy  of  the  SSA-1U8U,  Explanation  of  Accommodation  Furnished 
(See  §3635)  should  be  attached  to  explain  the  medical  necessity  for 
such  accommodation.    The  customary  charge  for  a  one-bed  accommodation 

in  the  "Rate"  column  should  be  shown  and  the  "Total  Charges"  column 
will  be  completed. 

If  the  patient  was  in  a  one-bed  accommodation  for  other  than  medical 
reasons,  payment  cannot  be  made  for  more  than  the  most  prevalent  two-, 
three-,  or  four-bed  accommodation  rate.    In  such  cases  an  SSA-1U8U 
will  not  be  required  and  the  charge  for  the  one-bed  accommodation 
should  be  entered  in  the  "Rate"  column.    The  difference  between  the 
total  one-bed  room  charges  and  the  accommodation  charges  which  would 
have  been  made  if  the  patient  had  occupied  a  two-,  three-,  or  four-bed 
room  (at  the  most  prevalent  rate  for  such  a  room  at  the  time  of 
admission)  should  be  shown  in  the  "Noncovered  Charges"  column. 

B.  Two-,  Three-,  or  Four -Bed. — If  the  patient  occupied  semiprivate 
accommodations  (two-,  three-,  or  four-bed  room)  the  number  of  days  and 
the  actual  daily  rate  for  the  accommodations  should  be  shown. 

C.  Five  or  More  Beds. — Under  the  hospital  insurance  program, 
payment  is  made  for  semiprivate  accommodations  (two-,  three-,  or  four-bed 
room).    If  the  patient  is  assigned  to  a  room  with  five  or  more  beds, 

the  hospital  should  complete  Form  SSA -11*81;,  Explanation  of  Accommodation 
Furnished,  in  duplicate,  explaining  the  reasons  for  this  accommodation, 
and  these  forms  are  attached  to  the  billing  form.    If  the  patient 
requested  the  assignment, only  one  copy  of  the  SSA-lii8U  is  necessary* 
Where  the  patient  requested  a  five  or  more  bed  assignment,  or  the 
reason  for  assignment  is  one  that  the  intermediary  can  approve,  the  • 
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reimbursement  will  be  made  for  the  reasonable  costs  of  the  actual 
accommodation  furnished.    However,  where  the  ward  accommodation  was 
provided  not  at  the  patient' s  request,  nor  for  a  reason  which  the 
intermediary  can  approve,  payment  will  be  made,  at  the  end-of-the  year 
settlement,  on  the  basis  of  the  reasonable  cost  of  semiprivate 
accommodations  minus  the  difference  between  the  hospital's  customary 
charge  for  semiprivate  accommodations  and  its  customary  charge  for  ward 
accommodations.    In  either  case,  the  customary  ward  charge  should  be 
shown  in  the  "Rate"  column  on  the  billing  form.    But  when  the  ward 
accommodation  was  not  requested  by  the  patient  or  approved  by  the 
intermediary,  the  hospital  should  show  its  customary  charge  for  semi- 
private  accommodations,  at  the  most  prevalent  rate  at  the  time  the 
accommodation  was  made,  on  the  Form  SSA-ll|8Uj  so  that  the  intermediary 
can  compute  the  payment  due.    If  the  hospital  has  only  ward  accommoda- 
tions, the  actual  rate  should  be  used  for  accommodations  furnished. 
No  supplemental  statement  is  necessary.     (See  §3635  for  a  full  description 
of  the  Explanation  of  Accommodations  Furnished  form. ) 

D  and  E.    Intensive  Care  and  Self -Care.  —  The  number  of  days  the 
patient  was  in  an  intensive  or  self-care  unit,  applicable  rate,  and 
total  charges  should  be  shown. 

The  total  number  of  days  in  the  various  accommodations  shown  on  the 
form  should  equal  the  number  of  days  shown  in  item  19,  Statement 
Covers  Period.    Where  some  of  the  days  cannot  be  paid  for  because 
benefits  were  exhausted  before  discharge  or  death,  charges  for  days 
after  benefits  were  exhausted  should  be  shown  in  ;,Noncovered  Charges." 

F.    Whole  Blood.  —  This  item  should  reflect  the  pints  of  whole  blood 
furnished,  the  number  of  pints  not  replaced,  and  the  charge  per  pint 
of  such  blood.    The  charge  per  pint  entry  should  reflect  the  cost  of 
such  blood  excluding  charges  for  administering  the  blood.  The 
"Total  Charges"  column  will  show  the  combined  amount  of  the  cost  for 
pints  not  replaced  and  the  charges  for  administering  the  blood. 

G-N.    General .  —  Item  G  includes  recovery  room  and  item  H  includes 
intravenous  solution. 

Where  items  and  services  are  furnished  which  are  more  expensive  or  in 
excess  of  the  services  covered  by  the  program,  the  difference  between 
the  amount  customarily  charged  for  such  services  requested  and  the 
amount  customarily  charged  for  covered  services  should  be  shown  as 
noncovered  charges.    An  example  of  this  would  be  luxury  meals  at 
extra  cost. 
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0.    Totals.  —  The  total  charges  and  the  total  noncovered  charges 
should  be  shown. 

P.    Inpatient  Deductible. — The  amount  of  the  deductible  which  is 
applicable  is  shown  on  the  reply  to  the  notice  of  admission.    The  amount 
to  be  shown  in  this  item  (in  the  "Noncovered"  column)  is  $U0  unless 
the  deductible  has  been  met  in  full  or  in  part.    Where  the  full 
deductible  has  not  been  met,  the  remaining  deductible  to  be  met  should 
be  shown.    The  only  exception  to  this  is  where  the  total  charges  shown 
in  0  minus  any  physicians'  services  included  in  that  total  charge,  is 
less  than  the  remaining  deductible  to  be  met.    Where  this  is  the  case, 
the  difference  between  the  total  charges  and  the  physicians'  services 
should  be  shown  in  this  item: 

Example :    The  beneficiary  has  met  no  part  of  the  deductible.  However, 
the  total  charges  (Item  0)  is  $U2  and  the  charges  for 
physicians'  services  included  in  the  $U2  is  $5.00.  Therefore, 
$37.00  should  be  shown  in  P. 

Q.    Blood  Deductible. — Where  whole  blood  has  been  furnished  to  the 
patient  (Item  F)  and  a  remaining  blood  deductible  is  shown  on  the 
reply  to  the  notice  of  admission,  the  number  of  pints  of  the  deductible 
remaining  should  be  shown  in  this  item  as  well  as  the  cost  of  the  blood 
per  pint  (excluding  the  cost  for  administering  the  blood).    The  cost  of 
the  blood  per  pint  should  be  multiplied  by  the  number  of  pints  and 
the  sum  shown  in  the  "Noncovered  Charges"  column. 

R.    Coinsurance .  —  The  coinsurance  days  are  the  6lst  day  through  the 
90th  day.    The  number  of  coinsurance  days  should  be  multiplied  by  $10 
and  the  sum  shown  in  the  "Noncovered  Charges"  column.    If  a  patient 
was  receiving  care  in  a  qualified  psychiatric  or  tuberculosis  hospital, 
or  distinct  part  of  a  psychiatric  or  tuberculosis  hospital,  in  the  90 
days  before  his  entitlement  to  hospital  insurance,  these  days  may  count 
against  the  90  days  available  in  a  spell  of  illness.    However,  they  do 
not  count  toward  the  190-day  limit  on  inpatient  psychiatric  hospital 
services.    Also,  for  the  purpose  of  figuring  when  coinsurance  first 
applies,  the  inpatient  psychiatric  or  tuberculosis  hospital  days  before 
entitlement  are  not  counted.  (See  §  3203  for  a  discussion  and  example 
of  this  provision. ) 

S.    Total  Deductions.  —  The  total  of  any  amount  appearing  in  items 
P  through  R. 
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Item  19:    Statement  Covers  Period* — The  beginning  and  ending  days  of 
the  period  covered  by  the  bill  should  be  shown.  The 
beginning  date  should  be  no  earlier  than  the  first  day  of 
the  beneficiary's  date  of  entitlement  even  though  the  date 
of  admission  in  item  10  may  be  before  that  date.  Where 
the  patient  was  admitted  before  July  1,  1966,  show  07/01/66 
in  the  "From"  item.    In  the  "To"  item,  show  the  date  of 
death  or  discharge. 

Where  the  patient  was  still  in  the  hospital,  the  last  day 
of  the  period  being  reported  on  the  bill  will  be  shown, 
whether  or  not  this  last  day  was  a  day  of  covered  services. 

(See  §3610  for  completion  of  forms  where  benefit    days  are 
exhausted. ) 

Where  inpatients  of  a  hospital  leave  the  hospital  for 
planned  leaves  of  absence  or  where  they  are  absent  without 
leave,  the  following  rules  apply  in  determining  which  days 
are  to  be  counted  as  inpatient  days. 

1.  Patient  Does  Not  Return  to  Hospital  by  Midnight  of  the 
Same  Day. — Where  an  inpatient  leaves  a  hospital  on  a  given  day  and 
does  not  return  by  midnight  of  the  same  day,  such  day  is  treated  as 
a  day  of  discharge. 

2.  Patient  Returns  to  Institution. — The  day  on  which  a  patient 
returns  to  the  hospital  following  a  leave  of  absence  and  is  lodged 

in  the  hospital  at  midnight  is  treated  as  an  inpatient  day. 

Item  20:    Total  Days.  —  The  total  days  of  covered  inpatient  care  should 
be  shown.    Any  days  for  which  payment  may  not  be  made  because 
benefits  were  exhausted  should  be  excluded.    In  counting  days, 
the  date  of  admission  is  counted  but  not  the  date  of  discharge. 
Where  the  patient  was  admitted  and  discharged  on  the  same 
day  (see  §3101)  the  total  days  should  be  shown  as  "1." 

Item  21:    Date  Active  Care  Ended.  —  The  date  on  which  active  treatment 
ended  should  be  shown.    If  this  is  an  interim  billing  and 
the  patient  is  still  receiving  active  treatment,  "Continuing" 
should  be  checked. 
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Item  22:    Date  Guarantee  of  Payment  or  UR  Notice  Received. — This  item  is 
used  to  report  either  of  the  following: 

A.  The  date  that  the  hospital  received  notice  that  the  number  of 
inpatient  days  remaining  was  less  than  the  number  of  inpatient 
days  already  provided  in  the  current  hospitalization.  This 
date  should  be  checked  against  the  intermediary's  record  of  the 
date  on  which  the  notice  was  transmitted  to  the  hospital. 

(See  §  3U05ff  and  3608  for  the  evaluation  of  information  required 
in  these  cases.)    The  guarantee  does  not  apply  unless  the 
hospital  establishes  that  it  acted  in  good  faith  in  assuming 
that  the  patient  was  entitled  to  have  payment  made  for  hospital 
services,  and  acted  reasonably  in  assuming  that  the  patient's 
inpatient  days  had  not  been  or  were  not  about  to  be  exhausted. 

B.  The  date  of  receipt  by  the  hospital  of  the  finding  by  the 
physician  members  of  the  Utilization  Review  Committee  (or  the 
group  responsible  for  review  of  utilization)  that  a  further 
hospital  stay  was  not  medically  necessary  should  be  shown. 
(See  §  3U21  for  effect  on  payment.) 

The  heading  which  does  not  apply  should  be  crossed  out. 

Item  23:    Date  Benefits  Exhausted. — If  the  patient  was  still  hospitalized 
when  there  were  no  more  inpatient  days  available,  the  last  day 
for  which  benefits  were  payable  should  be  shown.    However,  no 
entry  should  be  shown  if  the  reply  to  the  notice  of  admission 
showed  no  days  remaining. 

Item  2U  and  25:    Discharge  Information. — If  the  patient  was  still  hospitalized 
■when  the  tailing  was  submitted,  either  because  this  is  not  a 
final  billing  or  the  patient's  benefit  days  are  exhausted  "Still 
Patient"  should  be  checked.    Otherwise,  "Discharged"  or  "Died" 
should  be  checked  in  item  2U.    The  date  of  discharge  or  death 
should  be  shown  in  item  25.    Items  23,  2U,  and  25  should  be  reviewed 
in  conjunction  with  item  19. 


Item  26:     Computation  of  Interim  Payment. — The  computation  of  interim 

payment  "will  not  be  shown  by  the  hospital  in  this  item  on  forms 
submitted  to  the  intermediary.    The  intermediary  may  show  the 
computation  of  the  interim  payment  in  this  item.    However,  the 
reimbursement  amount  must  always  be  shown.    The  interim  rate  to 
be  applied  may  be  a  per  diem  rate,  or  percentage  of  charges. 
The  method  is  to  be  arranged  between  the  hospital  and  the 
intermediary  in  accordance  with  reimbursement  principles  establish 
by  the  Social  Security  Administration.    Whatever  method  used, 
the  total  deductions  in  item  17-S  should  be  subtracted  from  the 
total  estimated  costs  arrived  at  by  the  interim  rate  agreed  upon 
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and  the  remainder  shown  as  the  reimbursement  amount. 

Item  27?    Verified  Prior  Stay  Dates  and  Provider  Number. —  This  item  should 
be  completed  by  the  intermediary  upon  resolution  of  a  prior  stay 
issue.    Show  the  provider  number  of  the  prior  stay  institution 
of  such  institution  has  one.    (See  §  3520  ff , )  If  a  prior  stay 
which  would  prolong  a  spell  of  illness  was  not  established,  the 
"none"  block  should  be  checked. 

The  days  on  which  the  patient  was  an  inpatient  of  a  pyschiatric 
or  tuberculosis  hospital  in  the  90-day  period  immediately  before 
the  first  day  of  entitlement,  must  be  subtracted  from  the  90 
days  of  inpatient  hospital  services  for  which  he  would  be  otherwise 
eligible  in  his  first  spell  of  illness.    Both  admission  and 
discharge  days  in  the  pre-entitlement  period  count  as  inpatient 
days. 

The  "Days  Used"  item  should  show  the  number  of  days  to  be 
charged  toward  the  90  day  inpatient  services  in  the  first  spell 
of  illness. 

Item  28;    Hospital  Certification  and  Signature  Lines. — A  hospital 

representative's  signature  should  appear  in  this  item.    If  no 
signature  is  shown, the  hospital  should  be  requested  to  submit 
such  certification  prior  to  payment.    (See  §  3601  discussion 
of  authorized  provider  signatures  and  listings) 

Item  29;    Approved  By  and  Date* — The  intermediary's  representative  or 
official  designated  to  approve  billing  payment  will  sign  and 
date  the  form. 
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Form  approved. 

Budget  Bureau  No.  72-R746 


EXPLANATION  OF  ACCOMMODATION  FURNISHED 


I.   PATIENT'S  LAST  NAME 


3.   HOSPITAL  OR   EXTENDED  CARE   FACILITY   NAME    AND  ADDRESS 


2.  HEALTH  INSURANCE  CLAIM  NUMBER 


4    PROVIDER  NO. 


5.  MEDICAL   RFCORD  NO. 


TYPE  OF  ACCOMMODATION  FURNISHED 


6A.  MOST  PREVALENT  SEMI-PRIVATE  RATE 


b.  1  -BED 

C.  5-OR-MORE-BED 

FROM  (Date) 

TO  (Date) 

RATE 

FROM  (Date) 

TO  (Date) 

RATE 

REASON  FOR  ASSIGNMENT  TO  ACCOMMODATION  MENTIONED 


PATIENT'S  REQUEST  -  The  5— or-more-bed  accommodation  shown  above  was  furnished  because  I  requested  it. 

PATIENT'S  SIGNATURE  DATE 


B.  MEDICAL  NECESSITY  (Describe) 


C.   OTHER  REASON  (Specify) 


D.   SIGNATURE  OF  HOSPITAL   REPRESENTATIVE  6.  DATE 


FOR  INTERMEDIARY  USE 


9.  Where  intermediary  determines  that  assignment  to  5-or-more-bed  room  was  not  at  patient's  request, 
or  was  not  consistent  with  the  purposes  of  the  Act,  give  difference  between  total  of  charges  for 
accommodation  at  the  most  prevalent  2-3-4  bed  room  rate  and  charges  for  a  5-or-more-bed  room  for 
all  covered  days  included  on  bill  for  services  attached. 

$ 

10.   INTERMEDIARY  APPROVAL 

DA  TE 

FORM  SSA-1484  (6-66) 
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363$ .    REVIEW  OF  THE  EXPLANATION  OF  ACCOMMODATION  FURNISHED  (SSA-1U8U) 
— Form  SSA-1U8U,  Explanation  of  Accommodation  Furnished,  should  be 
completed  by  the  hospital  to  explain  an  accommodation  furnished  other 
than  a  two-three-or-f our  bed  room.  It  should  be  attached  to  the  hos- 
pital' s  regular  billing  form. 

The  cost  of  a  one-bed  accommodation  is  covered  by  hospital  insurance 
if  it  is  medically  necessary.     If  thus  required,  the  reason  should 
be  explained  on  the  SSA-lLiSlu    However,  when  a  beneficiary  requests 
a  one-bed  accommodation  for  reasons  of  personal  preference,  he  must 
pay  the  difference  between  the  semiprivate  rate  and  the  one-bed  rate. 
If  this  occurs,  the  hospital  should  show  the  one-bed  rate  in  the  total 
charges  column  in  item  17 A  of  the  SSA-lh£3  and  item  18 A  of  the  SSA-D.i85>, 
and  the  difference  between  the  one-bed  charges  and  the  most  prevalent 
semiprivate  charges  in  the  noncovered  charges  column. 
It  is  not  necessary  in  this  situation  to  complete  form  SSA-1U8U  or 
attach  any  special  explanation  to  the  hospital  billing  form. 

IJhere  the  assignment  of  a  five-bed  accommodation  xfas  neither"  at  the 
request  of  the  patient  nor  for  a  reason  which  could  be  approved, 
the  hospital  i-u.ll  be  subject  to  the  special  deduction  in  its  cost 
settlement. 

The  reason  for  the  assignment  of  a  five-bed  accommodation  should  be 
given  on  the  SSA-lii.81i«  If  the  patient  requested  this  accomodation, 
he  should  sign  the  SSA-lU8Iu 

The  hospital  need  not  complete  this  form  on  individual  claims  if  S3A 
has  given  its  general  approval  for  reimbursement  for  one-bed  accommoda- 
tions which  are  not  medically  necessary,  for  example,  all  rooms  are 
private  rooms;  or  for  unrequested  assignments  to  a  five-or-more  bed 
room  where  only  ward  accommodations  are  available. 

■lie re  a  patient  was  furnished  a  private  room  for  medical  reasons,  a 
single  copy  of  the  SSA-litSIj.  should  be  completed.    If  the  patient  was 
assigned  to  a  room  with  five-or-more  beds,  the  SS  A- lit  8L;  must  be 
completed  in  duplicate. 

Review  of  the  Explanation  of  Accommodation  Furnished  Form 

Items  1-5  of  this  form  contain  identification  information  and  should 
contain  the  same  entries  as  the  provider  bill  to  which  it  relates. 

Item  6:    Type  of  Accommodation  Furnished. --This  section  calls  for 
the  period  for  which  the  accommodation  was  furnished  and 
the  applicable  daily  rate  for  the  accommodation  furnished. 
Item  A,  the  most  prevalent  semiprivate  rate,  should  be 
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completed  in  all  cases.    This  will  be  the  semiprivate  rate 
most  frequently  used  in  the  hospital.    The  dates  entered 
in  items  33  and  G  should  agree  with  the  information  in  item 
17  on  the  Inpatient  Hospital  Billing  3SA-U£3  and  item  13 
on  the  Inpatient  Psychiatric  and  Tuberculosis  Hospital 
Billing . 

Item  7  •    Reason  for  Assignment  to  Accoriiiodation  mentioned 

A.    Patient's  Recuest — Rhere  a  five-or-more  bed  accommo- 


dation was  furnished  at  the  patient's  request,  the  patient 
should  have  signed  the  SSA-H18I4  In  this  block. 

3.    medical  necessity — The  reason  for  the  assignment 
of  a  patient  to  a  one-bed  room  as  shown  by  the  physician's 
order  for  such  accommodation  should  have  been  entered  here. 

C.  Rhere  the  hospital  believes  that  an  assignment  to 
a  one-bed  or  5-or-more-bed  room  accommodation  is  justi- 
fiable for  some  other  reason,  the  reason  must  be  described 
in  this  block. 

D.  Signature  of  Hospital  Representative — The  signa- 
ture of  the  hospital's  representative  and  the  date  the 
form  was  signed  should  appear  here. 

Item  8 :    This  item  should  have  the  date  the  signature  in  JD  is 
affixed. 

Item  9:    Ror  Intermediary  Use — to  make  any  necessary  computations. 

Intermediary  Approval — The  intermediary  representative  will 


sign  his  name  and  show  the  date  of  approval.    This  signa- 
ture will  be  shown  whether  or  not  the  determination  made  is 
that  the  5>-or-more-bed  room  was  not  consistent  with  the 
purposes  of  the  Act  or  requested  by  the  patient. 

Rhere  a  determination  is  made  that  the  accommodation  was  not 
consistent  with  the  purposes  of  the  Act  and  was  not  requested 
by  the  patient,  a  copy  of  the  form  should  be  sent  to  SSA. 
(See  I  3309  for  transmitting  the  form  to  S3 A. ) 
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36k04     OUTPATIENT  HOSPITAL  BILLING  (FORM  SSA-1483) 
The  Part  A  intermediary  will  receive  this  billing  form  when  the 
hospital  is  claiming  reimbursement  for  outpatient  services.  See 
the  sections  below  and  §§  3110  -  3115.6  for  covered  services. 

36I4.O.I    Outpatient  Hospital  Services . --The  services  furnished  by 
hospitals  to  outpatients  are  of  two  types: 

1.  diagnostic  services 

2.  services  that  aid  the  physician  in  the  treatment  of  his 
patient 

Generally,  the  diagnostic  services  are  covered  under  the  hospital 

insurance  program,  and  all  other  hospital  services  provided  on 

an  outpatient  basis  are  covered  under  the  medical  insurance  program. 

A.  Diagnostic  Services . --These  services  include  the  various 
examinations  and  tests  which  the  physician  uses  in  developing  a 
diagnosis  of  the  patient's  medical  conditions  or  in  evaluating 
changes  during  the  course  of  treatment.     Among  these  examinations 
and  tests  are  diagnostic  laboratory  services  such  as  hematology 
and  chemistry,  diagnostic  X-rays,  isotope  studies,  EKG's, 
pulmonary  function  studies,  thyroid  function  tests,  and 
psychological  tests. 

When  furnished  by  the  hospital,  diagnostic  services,  including  the 
services  of  nurses  and  technicians,  and  the  use  of  supplies  and 
equipment  are  covered  under  the  hospital  insurance  program.  Where 
the  hospital  makes  arrangements  with  other  qualified  facilities 
for  diagnostic  services,  such  services  are  covered  under  the 
hospital  insurance  program  only  if  they  are  provided  (a)  in  the 
hospital  (e.g.,   through  lease  agreement)  under  arrangements  which 
provide  for  the  billing  to  be  made  through  the  hospital,  or 
(b)  by  another  facility  (with  similar  arrangements  for  billing) 
operated  by  or  under  the  supervision  of  the  hospital  or  its  medical 
staff.    Where  the  hospital  bills  for  diagnostic  services  provided 
by  qualified  facilities  which  do  not  meet  the  above  requirements, 
payment  can  be  made  to  the  hospital  under  the  medical  insurance 
program. 

B.  Other  Services  Which  Aid  the  Physician  in  the  Treatment  of 
His  Patient . --The  medical  insurance  program  covers  these 

services.     Most  clinic  visits  as  well  as  services  provided  in 
emergency  cases  are  in  this  category.     Special  items  and  services 
which  would  be  covered  when  furnished  during  a  visit  to  the  clinic 
include,   for  example,  the  services  of  nurses  and  technicians,  use 
of  emergency  room,  medical  supplies  such  as  gauze,  dressings, 
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ointments,   splints,   braces,  and  other  supplies  used  by  the 
physician  in  treating  the  patient,  drugs  and  biologicals  which 
cannot  be  self-administered,  radiology  treatments,  and  special 
therapy  treatments. 

36U0.2     General  Rule  for  Separating  Hospital  Outpatient  Services 

on  Billing  Forms . --Outpatient  hospital  services  covered 
under  the  two  programs  must  be  separately  identified  on  the 
Outpatient  Hospital  Billing  form.     However,  since  a  patient  may 
receive  services  covered  under  both  programs  during  a  single 
visit  to  the  outpatient  depai'tment,   questions  will  come  up  about 
how  to  classify  a  particular  service.     If  the  physician  designates 
the  services  as  being  for  diagnostic  purposes,  and  separates 
them  from  services  that  are  not  diagnostic,   the  hospital  will 
bill  accordingly.     Normally,  however,   the  physician  does  no-t 
separate  the  services  and  need  not  be  asked  to  do  so.     Where  such 
a  separation  of  services  is  not  made,  hospital  personnel  preparing 
the  bill  and  fiscal  intermediary  personnel  authorizing  payment 
should  use  the  following  rules  in  deciding  how  to  allocate  costs 
to  the  hospital  and  the  medical  insurance  programs. 

A.  Any  diagnostic  laboratory  test  or  other  identifiable 
diagnostic  test  furnished  by  the  hospital  (or  under  arrangements 
as  described  in  Diagnostic  Services  above)  and  normally  identified 
as  such  for  billing  purposes,  should  be  billed  to  the  hospital 
insurance  program.     Any  service  which  can  be  billed  to  hospital 
insurance  under  this  rule  must  be  billed  to  that  program. 

B.  All  other  clinic  services  and  emergency  services  (even 
though  they  may  contain  some  diagnostic  implications  but  are  not 
normally  identified  as  diagnostic  services)  will  be  billed  to 
the  medical  insurance  program. 

361^0 . 3     Payments  Under  the  Hospital  Insurance  Plan  and  the  Medical- 
Insurance  Plan. --Under  the  hospital  insurance  plan, 
benefits  are  paid  on  the  basis  of  a  period  called  a  "diagnostic 
study."     A  diagnostic  study  is  a  20-day  period  during  which  the 
same  hospital  provides  diagnostic  services  for  a  patient.  For 
each  such  20-day  period,   the  patient  is  responsible  for  paying 
the  first  $20  (the  deductible)  and  for  20  percent  (coinsurance) 
of  the  remaining  hospital  charges.     If  a  series  of  diagnostic 
tests  lasts  longer  than  20  days,   the  $20  deductible  must  be  imposed 
at  the  beginning  of  each  succeeding  20-day  period  during  which 
outpatient  diagnostic  services  are  provided.     Each  $20  deductible 
counts  as  an  expense  incurred  by  the  patient  under  the  medical 
insurance  plan. 
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Under  the  medical  insurance  plan,  the  patient  is  responsible  for  the  a  . 

first  $$0  (the  deductible)  of  covered  services  received  in  each 

calendar  year*    After  this  deductible  is  met,  the  patient  pays  20  J  ° 

percent  (coinsurance)  of  the  reasonable  charges  for  covered  services*  §_§ 
As  indicated  above/  any  $20  deductible  imposed  under  the  hospital 
insurance  program  counts  as  an  incurred  expense  for  medical  insurance 
and  may  therefore  be  used  to  help  satisfy  the  medical  insurance  deductible*  s 


Q  Q 


36ii0*U   Services  Provided  by  Physicians,  Interns,  and  Residents.— 
The  professional  services  of  a  physician  in  connection  with  the  care 
of  a  beneficiary  are  not  payable  under  the  hospital  insurance  program. 
These  services  must  be  billed  separately  to  the  medical  insurance 
program  and  will  be  reimbursed  on  a  reasonable  charge  basis* 

However,  a  hospital  may,  upon  the  request  of  a  hospital-based  physician, 
do  the  billing  and  receive  payment  on  behalf  of  the  physician  for  his 
professional  services  rendered  to  outpatients.    There  is  a  special 
billing  form  ( SSA-l5£l») .  see  8  3607  above,  for  the  hospital  to  use  in 
billing  for  the  physician's  professional  services  rendered  to  patients* 

361*0.5    Processing  Outpatient  Diagnostic  Bills.-- SSA  does  not  keep  a 
central  control  on  the  status  of  the  $20  diagnostic  deductible*  While 
hospitals  may  usually  be  expected  to  complete  a  study  before  submitting 
a  bill,  a  patient  may  have  additional  diagnostic  charges  for  a  study 
period  for  which  a  bill  has  already  been  submitted.    The  intermediary 
should  establish  any  necessary  controls  to  assure  that  the  deductible 
is  not  used  more  than  once  for  the  same  20-day  study  period. 

When  hospital  costs  are  greater  than  charges,  the  intermediary  must 
be  especially  careful  to  relate  all  outpatient  bills  for  the  same 
study  period  before  determining  payment.    See  examples  1A  &  IB. 

The  20-day  study  period,  of  course,  applies  only  to  Part  A  diagnostic, 
and  not  to  medical  insurance  bills. 

36ij0.6   Query  of  the  Social  Security  Administration  Central 

Record.-- When  the  intermediary  receives  an  outpatient 
billing,  it  will  query  the  SSA  control  records  for  the  Part  B 
deductible  status  information  required  to  compute  the  payments 
in  accordance  with  sections  35>12.6  and  3? 25 -352 9* 


361|0.7  Completion  of  Items  on  the  Form  by  the  Hospital. — The  items 
on  the  outpatient  form  will  be  completed  as  follows: 


In  addition  to  securing  this  information  regarding  the  individual's 
$50  deductible  status,  the  intermediary  should  check  its  records 

to  determine  whether  there  is  another  outpatient  billing  form  co 
from  the  same  hospital  during  the  same  20-day  diagnostic  period,  § 
to  assure  the  outpatient  hospital  diagnostic  deductible  is  charged  1 
only  once. 
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OUTPATIENT  HOSPITAL  BILLING 

HOSPITAL  AND  MEDICAL  INSURANCE  BENEFITS  -  SOCIAL  SECURITY  ACT 


Form  Approved. 

Budget  Bureau  No.  72-R738 


1.   PATIENT'S  LAST  NAME                                                        FIRST  NAME                                              1  Ml 

1 

1  1 
1  1 

2.  HEALTH  INSURANCE  CLAIM  NUMBER 

3.  patient's  address  (Street  number.  City,  State,  Zip  Code) 

4.  DATE  OF  BIRTH                           5.  SEX 

||              □«  Of 

O.  HOSPITAL  NAME   AND  ADDRESS 

7.  PROVIDER  NO. 

9.  NAME  AND  ADDRESS  OF  PHYSICIAN  REQUESTING 
OUTPATIENT  SERVICES 

8.  MEDICAL  RECORD  NO. 

10.  PAYMENT  SOURCE   FOR   CHARGES  TO  PATIENT 

|  1  S  ELF  OR             1  1  B  L  U  E   CROSS          ,  .PUBLIC  AGENCY 

i — 'family  1 — 'blue  shield  1 — '(Give  name) 

r  [PRIVATE             r  .EMPLOYER             i  1  OTHER 

1 — 'insurance  1 — 1  OR  union  1 — '(Explain) 

11.  DATE  OF  FIRST  VISIT 

i2.  PATIENT'S  CERTIFICATION:   AUTHORIZATION  TO  RELEASE  INFORMATION  AND  PAYMENT  REQUEST.   I  certify  that 
the  information  given  by  me  in  applying  for  payment  under  Title  XVIII  of  the  Social  Security  Act  is  correct.   I  authorize  re- 
lease of  all  records  required  to  act  on  this  request.   I  request  that  payment  of  authorized  benefits  be  made  on  my  behalf. 

sign  ATURE  (Patient  or  authorized  representative)  (Signature  by  mark  must  be  witnessed) 


13.  diagnoses  (Primary  illness  and  secondary  or  complicating  illnesses)  employment       Q  ves        [Jno   If  yes,  give  name  and 

Related  address  of  employer. 


Leave  Blank 


DATE  OF 

EACH 
SERVICE 


FULLY  DESCRIBE  SURGICAL  OR  MEDICAL 
PROCEDURES  AND  OTHER  SERVICES  OR 
SUPPLIES  FURNISHED  FOR  EACH  DATE  GIVEN 


TOTAL 
CH  ARGES 


HOSPITAL 

PLAN 
CH  ARGES 


MEDICAL 

PLAN 
CHARGES 


NON- 
COVERED 
CH  ARGES 


is*-  Total  Occasions 
of  Service 


HOSP  I  TA  L  PLAN 


MEDICAL  PLAN 


,5B- Total 
Charges 


Professional  component  included  in  15B  total  charges 


FOR  INTERMEDIARY 
USE 


15B  total  charges  less  professional  component  shown  in  16 


VERIFIED  PATIENT 
LIABILITY 


PATIENT  PAID 


A.  Deductible 


B.  Coinsurance 


FOR  INTERMEDIARY  USE 


PAYMENT  DISTRIBUTION 


1  9. 

PART 
A 

A.  REIMB.  RATE 

B.  A  TIMES  1  5 

C.  DEDUCTIBLE 

D.  B  LESS  C 

E.  80%  OF  D 

HOSPITAL 

PATIENT 

2  0 

PART 
B 

21  . 

PART  A  DEDUCTIBLE 
AS  PART  B  EXPENSE 

A.  DEDUCTIBLE 
AMOUNT 

B.  REMAINING 
PART  B 
DEDUCTIBLE 

C.  A  LESS  B 

D.  80%  OF  C 

TOTALS 

$ 

$ 

I  certify  that  the  required  physician's  certification  is  on  file. 


22.  SIGNATURE  OF  HOSPITAL  REPRESENTATIVE 


DATE  FORWARDED 


23.   APPROVED  BY 


FORM  SSA-1483  i  6-66  1 
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A.  Items  1-10  and  12  contain  basic  identification  and  certifi- 
cation data  and  will  be  completed  in  the  same  manner  as  items  1-9, 
12,  and  13  of  the  Inpatient  Hospital  Admission  and  Billing  form 

(SSA-1U53). 

B.  Item  11:    Date  of  First  Visit. — This  date  should  be  the 
first  date  in  which  the  patient  was  seen  for  the  purpose  of  a 
20-day  diagnostic  study.    It  will  be  used  to  measure  the  allow- 
able period  for  a  given  diagnostic  study  which  may  not  exceed  20 
consecutive  days.    This  date  should  not  be  later  than  the  first 
date  shown  for  hospital  plan  charges. 

C.  Item  13:    Diagnoses. — From  the  patient's  hospital  record, 
the  diagnoses  of  the  conditions  for  which  outpatient  services  were 
given  will  be  listed  here.    If  diagnosis  is  not  known,  "Not  Known" 
will  be  entered.    The  appropriate  block  to  show   whether  the 
condition  was  employment  related  will  be  checked  and  the  name  and 
address  of  the  employer,  if  known,  will  be  shown.    (Hospital  and/ 
or  medical  insurance  benefits  cannot  be  paid  for  services  if 
workmen's  compensation  payments  were  made  for  the  same  services. 
Payment  may  be  made  under  hospital  and/or  medical  insurance 
subject  to  reimbursement  if  the  workmen' s  compensation  case  is 
pending  and  no  settlement  is  foreseeable.  (See  section  3U07.) 

D.  Item  Ikt    Statement  of  Services. — For  each  date  given,  the 
names  of  all  medical  procedures — laboratory  tests,  radium  therapy, 
etc. — performed  during  the  period  covered  by  this  billing  are 
listed.    The  name  of  any  operation  or  endoscopic  procedure  performed 
during  the  billing  period  is  also  listed,  as  well  as  any  supplies 

or  equipment  furnished. 

Medical  and  surgical  procedures  other  than  laboratory  tests  should 
be  specified  in  detail  using  acceptable  terminology  such  as  that 
indicated  by  the  Current  Medical  Terminology,  Current  Procedural 
Terminology,  Standard  Nomenclature  of  Diseases  and  Operations,  the 
American  Psychiatric  Association's  Diagnostic  and  Statistical  Manual, 
etc. 

The  hospital  should,  to  the  extent  possible,  report  laboratory 
tests  by  date  of  each  service  or  inclusive  dates  of  service  using 
the  following  descriptive  categories: 


1. 

Hematology 

7. 

Feces  Examinations 

2. 

Blood  Chemistry 

8. 

Gastric  Analysis 

3. 

Virology 

9. 

Spinal  Fluid  Exams 

k. 

Serology 

10. 

Sputum  Exams 

5. 

Urinalyses 

11. 

Tissue  Studies 

6. 

Clinical  Microscopy 
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For  example,  a  series  of  blood  tests  such  as  a  CBC,  a  hematocrit, 
and  a  sedimentation  rate  for  an  individual  patient  would  all  be 
reported  collectively  as  "Hematology."    Other  tests  such  as  EKG, 
Radioisotopes  Audiometric  Testing,  and  Pulmonary  Function  Studies 
would  need  to  be  specified  as  would  tests  not  falling  into  the 
categories  listed.    It  is  anticipated  that  very  few  tests  will 
not  be  covered  by  the  various  descriptive  categories. 

For  x-ray  procedures,  hospitals  should  specify  the  body  part 
involved.    It  will  not  be  necessary  to  indicate  the  number  of 
examinations  or  the  number  of  plates  taken. 

In  the  event  the  hospital  is  unable  under  its  present  system  for 
outpatient  billing  to  identify  services  by  the  descriptive 
categories,  it  may  submit  bills  using  currently  available 
identification  until  January  1,  196?. 

Where  the  hospital  normally  includes  a  charge  for  physicians' 
services  in  its  total  charge  for  a  service,  the  total  charges 
will  be  billed  as  usual,  and  the  physician' s  component  will  not 
be  broken  out  in  noncovered  charges.    The  intermediary  will  make 
a  deduction  for  any  physicians'  charges  in  arriving  at  the  cost 
reimbursement.    (The  physicians'  services  will  be  billed  for 
either  on  the  Form  SSA-1U90,  Request  for  Payment,  or  on  the  Form 
SSA-155U*  and  will  be  reimbursed  on  a  reasonable  charge  basis. 
Where  the  optional  method  of  reimbursement  for  radiologists  and 
pathologists  is  followed,  it  will  not  be  necessary  for  hospitals 
to  report  the  name  of  each  laboratory  and  x-ray  procedure  on 
Form  SSA-lf?5>lw    It  will  be  sufficient  to  identify  the  services 
provided  on  a  departmental  basis,  i.e.,  laboratory,  radiology,  etc. 

Where  the  item-by-item  method  of  determining  the  physician 
component  is  followed,  a  detailed  reporting  of  laboratory  and 
x-ray  procedures  is  required.    Accordingly,  under  this  method 
of  determining  the  physician  component  a  breakout  of  services  is 
required  for  all  items  for  which  a  specific  charge  by  the  physician 
is  being  billed  by  the  hospital. ) 

When  a  posting  date  for  a  hospital  plan  charge  occurs  more  than 
20  days  after  the  date  shown  in  item  11,  the  intermediary  will 
not  assume  that  the  service  is  within  the  same  20-day  study  period 
unless  the  hospital  also  shows  the  exact  date  of  that  service  in 
the  "Description  of  Services"  section. 

E.    Item  l£:    Summary  of  Charges 

1.    If  the  hospital  is  reimbursed  by  the  intermediary  on 
a  cost  per  occasion  of  service  or  cost  per  visit  basis,  the 
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total  number  of  occasions  of  service  or  visits  represented  by 
this  bill  will  be  entered  in  the  appropriate  hospital  plan  and 
medical  plan  blocks. 

2.     The  entries  in  the  respective  columns  of  item  14,  for 
total  hospital  plan,  medical  plan,  and  noncovered  charges, 
should  be  added  down.     This  is  the  hospital's  usual  charge,  and 
where  hospital  customarily  includes  a  charge  for  physicians' 
services  in  its  bill,   this  charge  will  also  be  included  in 
items  14  and  15.     This  permits  a  comparison  of  medicare  bene- 
ficiary charges  with  charges  to  all  hospital  patients. 

F.  Item  16:     Professional  Component  Included  in  15B.--Any 
physician  charges  included  in  the  charges  in  item  14  must  be 
entered  here  for  each  plan.     These  charges  must  be  excluded 
from  total  charges  before  determining  the  deductible  and  co- 
insurance due  from  the  patient.     These  amounts  will  normally  be 
billed  on  the  SSA-1554  or  SSA-1490  as  physicians'  charges. 

G.  Item  17:     15B  Less  16 . --The  professional  component 
(physicians'  charges)  is  to  be  subtracted  from  the  total  hos- 
pital and/or  medical  plan  charges  and  the  results  entered  here. 
This  subtraction  is  necessary  to  determine  the  amount  which 
may  be  applied  to  deductible  and  coinsurance. 

H.  Item  18:     Patient  Paid. --The  amounts,   if  any,  paid  by 
the  patient  or  on  his  behalf  for  the  deductible  and/or  coin- 
surance under  each  plan  should  be  entered  here.     (Do  not 
include  any  amount  paid  by  the  patient  for  physicians'  services.) 

Since  the  hospital  may  not  know  the  correct  medical  plan  deduc- 
tible, it  may  prefer  to  wait  until  the  intermediary  has  verified 
the  deductible  status  or  it  may  decide  to  collect  the  deductible 
and  coinsurance  amounts.     Where  the  hospital  decides  to  collect 
these  amounts,  it  should  have  followed  the  guidelines  given  in 
section  420. b.l.  of  the  Hospital  Manual. 

36I4.O.8     For  Intermediary  Use. — The  balance  of  the  form  is  for  the 
use  of  the  intermediary  in  computing  the  payments  to  be  made  to 
the  hospital  and/or  the  patient. 

Before  computing  the  amounts  in  lines  19,  20,  and  21  the  inter- 
mediary should  check  to  determine  if  the  charges  under  Plan  A 
and  Plan  B  in  item  14  are  customary  and  reasonable. 

A.     The  verified  patient  liability  for  deductible  is  the 
lesser  of : 


3-21$ 


36I4C8  (Cont.) 


BILL  REVIEW 


7-66 


1*    The  remaining  deductible  as  reported  by  SSA  in  the  query 
reply,  or 

2.    The  sum  of  the  charges  shown  in  line  17  (but  not  more 
than  $20  in  hospital  plan  charges). 

B.  The  verified  patient  liability  for  coinsurance  is  20 
percent  of  the  difference  between  the  total  charges  in  line  17 
(under  both  Hospital  Plan  charges  and  Medical  Plan  charges)  and 
the  verified  patient  liability  for  deductible. 

NOTE:    The  amounts  the  patient  may  have  paid  the  hospital  for 

either  the  deductibles  or  the  coinsurance  are  not  considered 
in  determining  the  verified  patient  liability. 

C.  Line  19  -  Part  A 

1.  19At    Reimbursement  Rate. — This  is  a  percentage  of  charges 
or  the  average  cost  per  occasion  of  service  or  visit.    The  reimburse- 
ment rate  will  have  been  agreed  to  by  the  hospital  and  the  inter- 
mediary to  serve  as  the  basis  for  the  interim  payment. 

2.  19B;    A  Times  l£  or  17 «— Though  the  form  calls  for  use 
of  the  reimbursement  rate  against  item  l£,  a  reimbursement  rate 
established  on  the  basis  of  cost  excluding  professional  component 
may  be  applied  to  item  17  charges.    The  method  used  is  optional 
with  the  intermediary. 

3.  19C:    Deductible. — For  each  20  day  study  period,  enter 
here  the  total  hospital  plan  charge  (from  line  17)  or  the  amount 
in  19B,  whichever  is  greater,  but  in  no  case  should  the  amount  in 
19C  be  greater  than  $20.    See  Examples  1A  and  IB  where  more  than 
one  bill  is  submitted  for  a  study  period. 

Note  that  the  patient' s  deductible  is  always  based  on  charge, 
regardless  of  cost. 

No  Part  A  payment  may  be  made  unless  the  incurred  charges  (or 
cost,  if  greater)  exceed  $20.    See  example  2. 

U.    19Ds    B  Less  C. —  Subtract  the  deductible  from  the  amount 
in  19B  (interim  computed  cost).    If  the  result  is  0  or  a  minus 
amount,  leave  this  space  and  19E  blank. 

5.    19E:    8C$  of  D. — Enter  the  amount  equal  to  80  percent  of 
19D.    This  is  the  interim  payment  to  be  made  under  Part  A.  See 
paragraph  20D  for  cases  where  the  deductible  has  not  been  met. 
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D.  Line  20  -  Part  B 

1.  20A;    Reimbursement  Rate.  —  See  19A. 

2.  20B:    A  Times  1$  or  17. --Enter  here  the  result  of  applying 
the  reimbursement  rate  to  the  medical  plan  charges  in  items  l£  or  17. 

3.  20C :  The  amount  of  the  Part  B  deductible  in  20C  is  the 
larger  of  the  Medical  Plan  Charge  in  item  17  or  the  Medical  Plan 
cost  in  item  20B,  not  to  exceed  the  unmet  deductible  as  reported 
by  SSA.    See  Example  U. 

h.    20D;    Where  the  deductible  in  20C  is  more  than  20B,  leave 
20D  blank. 

E.  Line  21  -  Part  A 

1.  21A. — This  is  the  total  diagnostic  charges  up  to  a  maximum 
of  $20,  as  shown  in  item  17. 

2.  21B.--The  remaining  Part  B  deductible  as  shown  in  item  21B 
is  the  remaining  deductible  as  reported  by  the  SSA  query  reply  minus 
any  amount  shown  as  medical  charges  in  item  17. 

3.  21C. --Any  result 

h.    21D.-- Reimbursement  for  the  outpatient  diagnostic  deductible 
as  an  incurred  expense  under  Part  B. 

36U0.9     Payment  Distribution. --Where  the  patient's  payments  are  equal 
to  or  less  than  the  verified  patient's  liability,  the  amounts  in  19E  and 
20E  and  21D  will  be  paid  to  the  hospital.    Where  the  hospital  has  over- 
collected deductible  and/or  coinsurance,  the  payment  distribution  block 
will  be  used  to  show  the  refund  to  the  patient.    The  hospital's  payment 
will  be  reduced  by  any  amount  paid  the  patient. 

Sometimes  the  refund  due  the  patient  is  more  than  the  amount  due  the 
hospital.    If  this  should  be  the  case,  the  intermediary  should  indicate 
the  deficit  with  a  minus  sign  in  the  payment  distribution  item  in  the 
hospital  column. 


3-217 


36U0.10  BILL  REVIEW  7-66 

Since  almost  all  over collections  will  represent  an  incorrect  assessment 
of  the  medical  plan  deductible,  minus  entries  will  usually  appear  in 
item  20  or  21.    In  unusual  cases  (e.g.,  where  the  diagnostic  deductible 
is  collected  twice  during  a  20- day  study  period  and  the  patient  has  no 
medical  plan  entitlement) ,  it  will  be  possible  to  have  a  minus  sign  in 
item  19. 

Item  19E  should  always  equal  the  sum  of  the  hospital  and  patient 
payment  distribution  in  19,  and  items  20E  and  21D  should  equal 
the  sums  of  the  Hospital  and  Patient  Payment  Distribution  for  item  20 
and  item  21.    The  total  of  hospital  and  patient  payments  should  be 
the  total  payment  summary  under  both  plans.    The  total  hospital 
payment  will  carry  a  minus  sign  if  the  sum  of  the  payments  to  the 
hospital  is  negative. 

361*0.10  Examples. 
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Costs  are  150  percent  of  charges,  but  no  payment  can  be  made,  because 
neither  costs  nor  charges  exceed  the  $20  outpatient  diagnostic  deductible. 
$15  mist  be  shown  in  item  19C,   because  the  amount  in  19B  is  greater  than 
the  charge.  No  Part  A  payment  can  be  made  until  more  than  $20 

in  charges  or  costs  are  incurred.    (See  explanation  of  item  19C.) 

.  SSA  query  report  shows  $50  Part  B  deductible  to  be  met. 

.  This  is  the  first  bill  in  the  study  period. 


i5A.  Total  Occasions 
of  Service 


HOSP  I  TA  L  PLAN 


MEDICAL  PLAN 


,5B-Total 
Charge: 


HOSPITAL 

PLAN 
CHARGES 

*  10.00 


MEDICAL 

PLAN 
CHARGES 


Professional  component  included  in  15B  total  charges 


FOR  INTERMEDIARY 
USE 


15B  total  charges  less  professional  component  shown  in  16 


10.00 


10.00 


VERIFIED  PATIENT 
LIABILITY 

JU7U0 


PATIENT  PAID 


A.  Deductible 


B.  Coinsurance 


FOR  INTERMEDIARY  USE 


=>AYMENT  DISTRIBUTION 


1  9. 

PART 
A 

A.  REIMB.  RATE 

B.  A  TIMES  1  5 

C.  DEDUCTIBLE 

D.  B  LESS  C 

E.  807.  OF  D 

HOSPITAL 

PATIENT 

150$ 

15.00 

15.00 

20. 

PART 
B 

2  1  . 

PART  A  DEDUCTIBLE 
AS  PART  B  EXPENSE 

A.  DEDUCTIBLE 
AMOUNT 

8.  REMAINING 
PART  B 
DEDUCTIBLE 

C.  A  LESS  B 

D.  80%  O  F  C 

10.00 

50.00 

TOTALS 

$ 

$ 

No  payment  can  be  made  because  the  deductible  is  not  exceeded.  Note 
that  the  patient's  diagnostic  charge  of  $10  is  used  as  a  basis  for 
the  SSA  deductible  query  and  completion  of  item  21. 
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EXAMPLE  IB 


Costs  are  again  150  percent  of  charges.    Costs  of  $15  were  incurred 
on  first  bill  during  this  same  study  period.    Thus,  item  19C  should 
be  $5  ($20  minus  $15  previously  incurred  costs).    (See  explanation 
of  item  19C)    The  intermediary  must  refer  back  to  the  first  bill  to 
properly  complete  this  bill. 

.  SSA  query  report  shows  $U0  Part  B  deductible  remains  to  be  met. 
($10  of  deductible  met  in  example  1A) 

.  This  is  the  second  bill  in  the  study  period. 


isA.  Total  Occasions 
of  Service 


HOSP  ITAL  PLAN 


MEDICAL.  PLAN 


,5B- Total 
Charge; 


HOSPITAL 

PLAN 
CH ARGES 

*  10.00 


MEDICAL 

PLAN 
CHARGES 


Professional  component  included  in  15B  total  charges 


FOR  INTERMEDIARY 
USE 


15B  total  charges  less  professional  component  shown  in  16 


10.00 


VERIFIED  PATIENT 
LIABILITY 


PATIENT  PAID 


A.  Deductible 


10.00 


10.00 


B.  Coinsurance 


FOR  INTERMEDIARY  USE 


PAYMENT  DISTRIBUTION 


1  9. 

PART 
A 

A.  REIMB.  RATE 

B.  A  TIMES  1  S 

C  DEDUCTIBLE 

D.  B  LESS  C 

E.  80%  OF  D 

HOSPITAL 

PATIENT 

l5o£ 

15.00 

5.00 

10.00 

8.00 

8.00 

20. 

PART 
B 

2  1  . 

PART  A  DEDUCTIBLE 
AS  PART  B  EXPENSE 

A.  DEDUCTIBLE 
AMOUNT 

B.  REMAINING 
PART  B 
DEDUCTIBLE 

C.  A  LESS  B 

D.  80%  OF  C 

10.00 

Uo.oo 

TOTALS 

$  8.00 

$ 

Completion  of  item  21  is  again  based  on  charge  rather  than  cost.  Note 
that  the  verified  patient  deductible  is  shown  as  $10,  even  though  this 
is  less  than  the  remaining  Part  B  deductible.    See  36U0.9A. 

NOTE:    Although  examples  1A  and  IB  illustrate  that  the  intermediary 

can  apply  the  correct  Part  A  deductible  where  two  or  more  bills 
are  submitted  within  the  same  diagnostic  study  period,  it  is, 
of  course,  preferable  for  the  hospital  to  submit  only  one  bill 
for  each  such  period . 
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EXAMPLE  2 

In  the  following  example,  plea3e  note  that  the  amount  shown  In  item  19C 
is  $20  even  though  the  charges  on  line  17  are  only  $15» 

.  SSA  query  report  shows  $50  deductible  to  be  met. 

.  The  reimbursement  rate  of  150  percent  is  being  applied  to 
line  17. 


HOSPITAL 

PLAN 
CHARGES 


MEDICAL 

PLAN 
CHARGES 


isA.  Total  Occasions 
of  Service 


HOSP I TA  L  PLAN 


MEDICAL  PLAN 


Total 
Charges 


#20.00 


S  20.00 


Professional  component  included  in  15B  total  charges 


5.00 


FOR  INTERMEDIARY 
USE 


15B  total  charges  less  professional  component  shown  in  16 


15-00 


VERIFIED  PATIENT 
LIABILITY 


PATIENT  PAID 


A.  Deductible 


15.00 


B.  Coinsurance 


FOR  INTERMEDIARY  USE 


3AYMENT  DISTRIBUTION 


1  9. 

PART 
A 

A.  REIMB.  RATE 

B.  A  TIMES  1  5 

C.  DEDUCTIBLE 

D.  B  LESS  C 

E.  807.  OF  D 

HOSPITAL 

PATI  EN  T 

150# 

22.50 

20.00 

2.50 

2.00 

2.00 

20. 

PART 
B 

2  1  . 

PART  A  DEDUCTIBLE 
AS  PART  B  EXPENSE 

A.  DEDUCTIBLE 
AMOUNT 

B.  REMAIN  IN  G 
PART  B 
DEDUCTIBLE 

C  A  LESS  B 

D.  807.  0  F  C 

15.00 

50.00 

TOTALS 

$  2.00 

$ 

No  Part  A  payment  can  be  made  unless  the  incurred  charges  (or  cost,  if 
greater)  exceeds  the  $20  hospital  outpatient  diagnostic  deductible.  In 
this  case,  a  $2.00  payment  was  made  to  the  hospital  because  the  interim 
computed  cost  of  $22.50  exceeds  the  $20  Part  A  deductible. 
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EXAMPLE  3 

In  this  example  the  Part  B  costB  are  greater  than  Part  B  charges.  The 
Part  B  costs  are  also  greater  than  the  $50  Part  B  deductible.    Thus,  a 
Part  B  payment  can  be  made,  even  though  the  Part  B  medical  plan  charges 
amount  to  less  than  $50. 

.  SSA  deductible  reply  shows  the  deductible  to  be  met  as  $50. 

.  Reimbursement  rate  is  150$  of  charges  applied  against  line  15. 


1 5A.  Total  Occasions 
of  Service 


HOSPITAL   P  L  ANl'Sk  l5"l  L«L  PUN 


,SB-Total 
Charges 


HOSPITAL 

PLAN 
CHARGES 

$  50.00 


MEDICAL 

PLAN 
CHARGES 

$  40.00 


Professional  component  included  in  15B  total  charges 


10.00 


15.00 


FOR  INTERMEDIARY 
USE 


15B  total  charges  less  professional  component  shown  in  16 


40.00 


25.00 


20.00 


25.00 


VERIFIED  PATIENT 
LIABILITY 

45.00 


PATIENT  PAID 


A.  Deductible 


B.  Coinsurance 


4.00 


4.00 


FOR  INTERMEDIARY  USE 


'AYMENT  DISTRIBUTION 


1  9. 

PART 
A 

A.  REIMB.  RATE 

B.  A  TIMES  1  5 

C.  DEDUCTIBLE 

D.  B  LESS  C 

E.  80%  OF  D 

HOSPITAL 

PATIENT 

150# 

75.00 

20.  CO 

55.00 

44.00 

44.00 

20. 

PART 
B 

150^ 

60.00 

50.00 

10.00 

8.00 

8.00 

2  1  . 

PART  A  DEDUCTIBLE 
AS  PART  B  EXPENSE 

A.  DEDUCTIBLE 
AMOUNT 

B.  REMAINING 
PART  B 
DEDUCTIBLE 

C.  A  LESS  B 

D.  807,  OF  C 

20.00 

25.00 

TOTALS 

$52.00 

$ 

Note  that  the  verified  patient  liability  for  deductible  is  sum  of  item 
17  (using  no  more  than  $20  for  the  hospital  plan  charge)  because  this 
is  less  than  the  outstanding  medical  plan  deductible.    The  amount  of 
the  diagnostic  deductible  plus  medical  plan  charges  is  used  as  a  basis 
for  the  deductible  query.    The  deductible  in  item  20C,  however,  is  based, 
within  the  limit  of  the  deductible  to  be  met,  on  the  cost  figure  in  20B, 
since  this  is  greater  than  charges.     The  remaining  Part  B  deductible  in 
item  21B  is  based  only  on  the  SSA  deductible  remaining  after  subtracting 
any  medical  plan  charges  in  17 . 
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EXAMPLE  k 

In  the  example  below  a  comparison  of  medical  plan  charges  and  the  medi- 
cal plan  costs  shows  that  both  exceed  the    unmet  deductible;  therefore, 

the  latter  amount  is  used  as  the  deductible  in  item  20C. 

.  SSA  query  report  shows  $20  Part  B  deductible  to  be  met. 
.  Reimbursement  rate  of  150$  is  applied  to  line  15- 


isa.  Total  Occasions 
of  Service 


HOSP  ITAL  PLAN 


MEDICA  L  PLAN 


,5B- Total 
Charges 


HOSPITAL 

PLAN 
CHARGES 


MEDICAL 

PLAN 
CHARGES 


$  50.00 


Professional  component  included  in  15B  total  charges 


10.00 


FOR  INTERMEDIARY 
USE 


17. 


15B  total  charges  less  professional  component  shown  in  16 


40.00 


VERIFIED  PATIENT 
LIABILITY 


PATIENT  PAID 


A.  Deductible 


20.00 


B.  Coinsurance 


4.00 


FOR  INTERMEDIARY  USE 


PAYMENT  DISTRIBUTION 


1  9. 

PART 
A 

A.  REIMB.  RATE 

B.  A  TIMES  1  5 

C.  DEDUCTIBLE 

D.  B  LESS  C 

E.  80%  OF  D 

HOSPITAL 

PATIENT 

20. 

PART 
B 

150$ 

75-00 

20.00 

55-00 

kk.oo 

44.00 

21  . 

PART  A  DEDUCTIBLE 
AS  PART  B  EXPENSE 

A.  DEDUCTIBLE 
AMOUNT 

B.  REM  Al  N  IN  G 
PART  B 
DEDUCTIBLE 

C.  A  LESS  B 

D.  80%  OF  C 

TOTALS 

$44.00 

$ 
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EXAMPLE  $ 

Where  the  hospital  has  overcollected  deductible  and/or  coinsurance 
amounts  the  payment  distribution  block  is  used  by  the  intermediary 
to  make  a  refund  to  the  patient.     In  the  following  example  the 
refund  to  the  patient  actually  exceeds  the  amount  due  the  hospital . 

SSA  query  report  shows  0  Part  B  deductible  to  be  met. 


i5A.  Total  Occasions 
of  Service 


HOSP  ITAL  PLAN 


MEDIC  A  L  PLAN 


'5BTotal 
Charges 


40.00 


HOSPITAL 

PLAN 
CHARGES 


20.00 


MEDICAL 

PLAN 
CHARGES 


20.00 


Professional  component  included  in  15B  total  charges 


FOR  INTERMEDIARY 
USE 


15B  total  charges  less  professional  component  shown  in  16 


20.00 


20.00 


VERIFIED  PATIENT 
LIABILITY 


PATIENT  PAID 


A.  Deductible 


20.00 


20.00 


B.  Coinsurance 


8.00 


FOR  INTERMEDIARY  USE 


'AYMENT  DISTRIBUTION 


19. 

PART 
A 

A.  REIMB.  RATE 

B\  A  TIMES  1  5 

C.  DEDUCTIBLE 

D.  B  LESS  C 

E.  80%  OF  D 

HOSPITAL 

PATIENT 

907. 

18.00 

20.00 

20. 

PART 
B 

90% 

18.00 

18.00 

14.40 

-1.60 

16.00 

2  1  . 

PART  A  DEDUCTIBLE 
AS  PART  B  EXPENSE 

A.  DEDUCTIBLE 
AMOUNT 

B.  REMAINING 
PART  B 
DEDUCTIBLE 

C.  A  LESS  B 

D .  80 %  OF  C 

None 

16.00 

20.00 

20.00 

16.00 

TOTALS 

$  -1.60 

$  32.00 
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The  following  examples  illustrate  the  completion  of  the  computation 
block  where  the  amount  of  charges  does  not  change  but  the  deductible 
status  and  hospital  collection  from  the  patient  do. 


EXAMPLE  6A 


SSA  reply  to  deductible  query  shows  no  remaining  deductible  to  be 
met . 

Hospital  col lects incorrect  amount  from  patient. 


15 a.  Total  Occasions 
of  Service 


HOSP I TA  L  PLAN 


MEDICAL  PLAN 


,5B-Total 
Charges 


$  40.00 


HOSPITAL 

PLAN 
CHARGES 


MEDICAL 

PLAN 
CHARGES 


$  40.00 


Professional  component  included  in  15B  total  charges 


FOR  INTERMEDIARY 
USE 


15B  total  charges  less  professional  component  shown  in  16 


40.00 


VERIFIED  PATIENT 
LIABILITY 


PATIENT  PAID 


A.  Deductible 


40.00 


B.  Coinsurance 


8.00 


FOR  INTERMEDIARY  USE 


PAYMENT  DISTRIBUTION 


1  9. 

A.  RE1MB.  RATE 

B.  A  TIMES  1  S 

C  DEDUCTIBLE 

D.  B  LESS  C 

E.  80%  OF  D 

HOSPITAL 

PATIEN  T 

PART 
A 

20. 

PART 
B 

80% 

32.00 

0 

32.00 

25.60 

-6.40 

32.00 

2  1  . 

PART  A  DEDUCTIBLE 

A.  DEDUCTIBLE 
AMOUN  T 

B.  REMAINING 
PART  B 
DEDUCTIBLE 

C  A  LESS  B 

D.  80  %  O  F  C 

AS  PART  B  EXPENSE 

TOTALS 

$  -b.40 

$  32.00 
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EXAMPLE  6B 

Hospital  did  not  collect  any  payment  from  beneficiary. 

.  SSA  query  reply  shows  no  remaining  deductible  to  be  met. 


HOSPITAL 
PLAN 
. CHARGES 

MEDICAL 

PLAN 
CHARGES 

15  a.  Total  Occasions 
of  Service 

HOSPITAL  PLAN    MEDICAL  PLAN  '5BTotal 

Charges     S  ^.00 

$ 

s  40.00 

$ 

16. 

Professional  component  included  in  15B  total  charges 

FOR  INTERMEDIARY 
USE 

1  7. 

15B  total  charges  less  professional  component  shown  in  16 

40.00 

VERIFIED  PATIENT 
LIABILITY 

18. 

PATIENT  PAID 

A.  Deductible 

0 

B.  Coinsurance 

8.00 

1  9. 

PART 
A 

A.  REIMB.  RATE 

B.  A  TIMES  1  S 

C.  DEDUCTIBLE 

D.  B  LESS  C 

E.  80%  OF  D 

HOSPITAL 

PATI  EN  T 

20. 

PART 
B 

8o# 

32.00 

32.00 

25.60 

25.60 

2  1  . 

PART  A  DEDUCTIBLE 
AS  PART  B  EXPENSE 

A.  DEDUCTIBLE 
AMOUNT 

B.   R  EM  A  I  N  IN  G 
PART  B 
DEDUCTIBLE 

C.  A  LESS  B 

D.  80%  OF  C 

TOTALS 

$25.60 

$ 
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EXAMPLE  6C 

Hospital  collected  from  patient  before  submitting  bill. 
.  SSA  query  reply  shows  $50  unmet  deductible. 


n 


HOSPI  TAL 

PLAN 
CHARGES 


MEDICAL 

PLAN 
CHARGES 


15A.  Total  Occasions 
of  Service 


HOSPI  TAL  PLAN 


MEDICAL  PLAN 


5B-Total 
Charges 


$  UO.OO 


$  40.00 


Professional  component  included  in  15B  total  charges 


FOR  INTERMEDIARY 
USE 


15B  total  charges  less  professional  component  shown  in  16 


14-0.00 
1+0.00 


VERIFIED  PATIENT 
LIABILITY 


PATIENT  PAID 


A.  Deductible 


40.00 


B.  Coinsurance 


FOR  INTERMEDIARY  USE 


PAYMENT  DISTRIBUTION 


1  9. 

PART 
A 

A.  REIMB.  RATE 

B.  A  TIMES  1  S 

C  DEDUCTIBLE 

D.  B  LESS  C 

E.  80%  OF  D 

HOSPITAL 

PATIENT 

2C. 

PART 
B 

80* 

32.00 

40.00 

21  . 

PART  A  DEDUCTIBLE 
AS  PART  B  EXPENSE 

A.  DEDUCTIBLE 
AMOUNT 

B.  REMAINING 
PART  B 
DEDUCTIBLE 

C  A  LESS  B 

D.  80%  OF  C 

TOTALS 

$ 

$ 

NOTE:    The  hospital  will  submit  the  billing  form  even  though  no  payment 
is  expected  so  that  patient's  deductible  record  and  provider's 
record  may  be  updated. 
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The  following  are  miscellaneous  examples  which  further  issustrate 
how  the  form  should  be  completed. 

EXAMPLE  7 

.  SSA  query  report  shows  0  Part  B  deductible  to  be  met. 

.  Reimbursement  rate  of  80$  is  applied  to  line  15. 

.  Hospital  has  correctly  collected  only  the  coinsurance  from  the 
patient. 


HOSPITAL 

PLAN 
CHARGES 


MEDICAL 

PLAN 
CHARGES 


'5A.  Total  Occasions 
of  Service 


HOSP  I  TAL  PLAN 


MEDICAL  PLAN 


,5B-Total 
Charges 


200.00 


100.00 


> 100.00 


Professional  component  included  in  15B  total  charges 


20.00 


20.00 


FOR  INTERMEDIARY 
USE 


15B  total  charges  less  professional  component  shown  in  16 


80.00 


80.00 


VERIFIED  PATIENT 
LIABILITY 


PATIENT  PAID 


A.  Deductible 


B.  Coinsurance 


16/00 


16700 


32.00 


FOR  INTERMEDIARY  USE 


=>AYMENT  DISTRIBUTION 


1  9. 

PART 
A 

A.  REIMB.  RATE 

B.  A  TIMES  1  5 

C  DEDUCTIBLE 

D.  B  LESS  C 

E,  80%  OF  D 

HOSPITAL 

PATIENT 

8o# 

80.00 

20.00 

60.00 

48.00 

48.00 

20. 

PART 
B 

8o# 

80.00 

80.00 

64.00 

64.00 

2  1  . 

PART  A  DEDUCTIBLE 
AS  PART  B  EXPENSE 

A.  DEDUCTIBLE 
AMOUN  T 

B.  REMAIN  IN  G 
PART  B 
DEDUCTIBLE 

C  A  LESS  B 

D.  80%  OF  C 

16.00 

20.00 

20.00 

16.00 

TOTALS 

$  128.00 

$ 

The  verified  patient  liability  is  0  since  this  is  the  lesser  of  the 
remaining  deductible  as  reported  by  SSA  in  the  query  reply,  up  to  $20 
of  Hospital  Plan  charges  plus  the  Medical  Plan  charges  in  17^    The  verified 
patient  coinsurance  is  20$  of  the  sum  of  line  17,  iince  there  is  no 
medical  plan  deductible  to  subtract  from  this. 
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EXAMPLE  8 

.  SSA  query  report  shows  $30  Part  B  deductible  to  be  met. 


.  Reimbursement  rate  of  70$  is  applied  to 

line  17- 

U ArDl  T  A  1 

nUSrl  1  M  L 

PLAN 
CH  ARGES 

IY1  C.  LI  1      M  l_ 

PLAN 
CHARGES 

NON- 
COVERED 
CH  ARGES 

15A.  Total  Occasions 
of  Service 

HOSP  ITAL  PLAN 

MEDICAL  PLAN 

,5B- Total 
Cnarges 

$200.00 

#  115.00 

1  75-00 

$  10.00 

16. 

Professional  component  includec 

in  15B  total  c 

harges 

35-00 

25.00 

FOR  INTERMEDIARY 
USE 

17. 

15B  total  charges 

less  professional  component  shown  in  16 

80.00 

50.00 

VERIFIED  PATIENT 
LIABILITY 

18. 

PATIENT  PAID 

A.  Deductible 

30.00 

B.  Coinsurance 

20.00 

FOR  INTERMEDIARY  USE 

PAYMENT  DISTRIBUTION 

1 9. 

PART 
A 

A.  REIMB.  RATE 

B.  A  TIMES  1  5 

C  DEDUCTIBLE 

D.  B  LESS  C 

E.  80%  OF  D 

HOSPITAL 

PATI  EN  T 

70# 

56.00 

20.00 

36.00 

28.80 

28.80 

20. 
PART 
B 

70$ 

35-00 

30.00 

5.00 

i*.oo 

k.oo 

21  . 

PART  A  DEDUCTIBLE 
AS  PART  B  EXPENSE 

A.  DEDUCTIBLE 
AMOUN  T 

B.  REMAINING 
PART  B 
DEDUCTI BLE 

C.  A  LESS  B 

D.  80%  OF  C 

16.00 

20.00 

20.00 

16.00 

TOTALS 

$  48.80 

$ 

Note  that  the  noncowred  charges  ($20eQQ)  are  not  used  by  the  intermediary 
in  the  computations. 

The  remaining  deductible  is  less  than  the  medical  plan  charges  shown 
in  line  17,  and  is  hence  the  amount  in  item  20C.    All  payments  are  to 
the  hospital,  since  the  patient's  payments  (none)  did  not  exceed  his 
verified  liability. 
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EXAMPLE  9 

.  SSA  query  report  shows  $33  Part  B  deductible  is  to  be  met. 
.  Reimbursement  rate  of  60$  is  applied  to  line  17. 


HOSPITAL 

PLAN 
CHARGES 


MEDICAL 

PLAN 
CHARGES 


15A.  fotal  Occasions 
of  Service 


HOSP  1  T A  L  PLAN 


MEDICAL  PLAN 


,5B-Total 
Charges 


$  157. 00 


$  67.00 


$  90.00 


Professional  component  included  in  15B  total  charges 


17.00 


1+0.00 


FOR  INTERMEDIARY 
USE 


15B  total  charges  less  professional  component  shown  in  16 


50.00 


50.00 


VERIFIED  PATIENT 
LIABILITY 


PATIENT  PAID 


A.  Deductible 


B.  Coinsurance 


20.00 
6.00 


30.00 

4.00 


33-00 
13  AO 


FOR  INTERMEDIARY  USE 


' A YMENT  DISTRIBUTION 


1  9. 

A.  REIMB.  RATE 

B.  A  TIMES  1  5 

C  DEDUCTIBLE 

D.  B  LESS  C 

E.  80%  OF  D 

HOSPITAL 

PATIENT 

PART 
A 

6o# 

30.00 

20.00 

10.00 

8.00 

8.00 

20. 
PART 
B 

6o# 

30.00 

33.00 

2 1 . 

PART  A  DEDUCTIBLE 

A.  DEDUCTIBLE 
AMOUN T 

B.  REMAINING 
PART  B 
DEDUCTIBLE 

C.  A  LESS  B 

D.  80%  0  F  C 

AS  PART  B  EXPENSE 

20.00 

20.00 

16.00 

2.40 

13.60 

TOTALS 

$  10.40 

$  13.60 

The  verified  patient  liability  is  the  sum  of  not  more  than  $20  of  the 
hospital  plan  charges  from  line  17  plus  the  medical  plan  charges,  or 
if  less,  the  deductible  to  be  met.    The  deductible  to  be  met  is  $33 
and  this  is  entered  as  the  verified  patient  deductible.    The  verified 
patient  coinsurance  is  20$  of  the  sum  of  line  17  after  deduction  of 
the  verified  deductible,  or  $13. 40. 

The  deductible  applied  to  item  20C  is  $33,  the  amount  of  the  unmet 
deductible  as  shown  on  the  SSA  query  report. 

The  patient's  payments  exceed  his  verified  liability  by  $13.60.  This 
amount  is  deducted  from  the  hospital's  payment  and  paid  to  the  patient. 
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EXAMPLE  10 

.  SSA  query  shows  $10  Part  B  deductible  to  be  met. 

.  Reimbursement  rate  of  75$  is  applied  against  line  17. 


HOSPITAL 

PLAN 
CH  ARGES 


MEDICAL 

PLAN 
CHARGES 


is*. Total  Occasions 
of  Service 


HOSP I T  A  L  PLAN 


MEDICAL  PLAN 


•  Total 
Charges 


$  57. BO 


$  19.00 


$  38.80 


Professional  component  included  in  15B  total  charges 


5.00 


5.00 


FOR  INTERMEDIARY 
USE 


15B  total  charges  less  professional  component  shown  in  16 


14.00 


33.80 


VERIFIED  PATIENT 
LIABILITY 


PATIENT  PAID 


A.  Deductible 


B.  Coinsurance 


10.00 


FOR  INTERMEDIARY  USE 

'AYMENT  DISTRIBUTION 

1 9. 

PART 
A 

A.  REIMB.  RATE 

B.  A  TIMES  1  5 

C.  DEDUCTIBLE 

D.  B  LESS  C 

E.  80%  OF  D 

HOSPITAL 

PATIENT 

75* 

10.50 

14.00 

20. 
PART 
B 

75# 

25.35 

10.00 

15-35 

12.28 

12.28 

2 1 

PART  A  DEDUCTIBLE 
AS  PART  B  EXPENSE 

A.  DEDUCTJBLE 
AMOUNT 

B.  REMAINING 
PART  B 
DEDUCTIBLE 

C  A  LESS  B 

D.  80%  OF  C 

11.20 

14.00 

0 

14.00 

11.20 

TOTALS 

$  23.48 

s 

The  verified  patient  liability  for  deductible  is  $10,  the  outstanding 
medical  plan  deductible  to  be  met.    This  is  less  than  the  sum  of  no 
more  than  $20  from  the  hospital  plan  charges  in  line  17  and  the  medi- 
cal plan  charges.    The  verified  patient  coinsurance  is  $7.56  (20$ 
of  the  sum  of  line  17  less  the  verified  deductible). 

No  payment  is  made  in  line  19  because  the  deductible  is  not  exceeded. 

The  deductible  in  20C  is  $10,  the  outstanding  medical  plan  deductible, 
since  this  is  less  than  the  charge  shown  in  item  17  under  medical 
plan. 

All  payments  are  made  to  the  hospital  because  the  patient's  payments 
(none)  did  not  exceed  his  verified  liability. 
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/j£^$?X    DEPARTMENT  OF  HEALTH.  EDUCATION,  AND  WELFARE 
/;y'^<ft  SOCIAL   •KCUIIITY  ADMINISTRATION 

i(W3                                HOME  HEALTH  AGENCY 
^gmzf                           HOSPITAL  AND  MEDICAL  INSURANCE 

REPORT  AND  BILLING 

BENEFITS— SOCIAL  SECURITY  ACT 

Form  Approved 
Budget  Bureau  No. 
No.  72-R736 

t.  PATIENT'S  LAST  NAME                                             ""jTlRST  NAME 

1 

M, 

1 
1 

2.  HEALTH  INSURANCE  CLAIM  NUMBER 

3.  PATIENT'S  ADDRESS  (Street  number.  City,  State.  Zip  Code) 

4.  DATE  OF  BIRTH 

1  1 

S.  SEX 

□    M  [J" 

6.  HOME  HEALTH  AGENCY  NAME  AND  ADDRESS 


7.  PROVIDER  NO. 


9.  NAME  AND  ADDRESS  OF  ATTENDING  PHYSICIAN 


8.  MEDICAL  RECORD  NO. 


I  O.  DATE  CARE  STARTED 


NAME  AND  ADDRESS  OF  INSTITUTION,  IF  ANY.  CARING  FOR  CONDI- 
TION LATER  REQUIRING  HOME  HEALTH  SERVICES 


12.  VERIFIED  DATES  OF 
STAY  IN  ITEM  I  I 


 I  1  1  1  1  1 


DATE  HOME 
HEALTH  PLAN 
ESTABLISHED 


1  4.  PAYMENT  SOURCE  FOR  CHARGES  TO  PATIENT 


SELF  OR 
FAMILY 


□ 

I     I  PRIVATE 

I  |  INSURANCE 


BLUE  CROSS 
BLUE  SHIELD 
EMPLOYER 
OR  UNION 


PUBLIC  AGENCY 

(Give  name) 


F.  Q   OTH  ER  (Explain) 


PATIENTS  CERTIFICATION:  AUTHORIZATION  TO  RELEASE  INFORMATION  AND  PAYMENT  REQUEST:  I  certify 
that  the  information  given  by  me  in  applying  for  payment  under  Title  XVIII  of  the  Social  Security  Act  is  correct.  I  authorize  re- 
lease of  all  records  required  to  act  on  this  request.  I  request  that  payment  of  authorized  benefits  be  made  in  my  behalf. 


SIGNATURE  (Patient  or  authorized  representative)  (Signature  by  mark  must  be  witnessed) 


I  6.  DIAGNOSES 


EMPLOYMENT 
RELATED 


□ 


□ 


(If  yes,  give  name  and  address 
of  employer.) 


LEAVE  BLANK 


1  7.  STATEMENT  COVERS  PERIOD 

1  8.  DATE  OF  FIRST  VISIT 

□  ATE  OF  LAST  VISIT 

1  9.  PATIENT 

20.  DATE  APPLICABLE  TO 
ITEM  1  9 

FROM 

TO 

(— 1  DIS- 

Ld  CHARGED 

r— ■  STILL 

RECEIVES 
1  1  SERVICES 

□  died 

]     |  VISITS 

1  1  EXHAUSTED 

STATEMENT  OF  SERVICES  RENDERED 


POST- HOSPITAL  PLAN 


MEDICAL  PLAN 


POST-HOSPITAL  PLAN 


MEDICAL  PLAN 


PRIMARY  PURPOSE  OF  VISIT 


NO. 
VISITS 


A.  Skilled  Nursing  Care 


NO. 
VISITS 


A.  TOTAL  CHARGES 


A.  VERIFIED  DEDUCTIBLE 


B.  Physical  Therapy 


B.  REIMBURSEMENT 
RATE 


B.  VERIFIED  COINSURANCE 


C.  Speech  Therapy 


D.  Occupational  Therapy 


E.  Medical  Social  Services 


C.  REIMBURSEMENT  AMT 
A  TIMES  B 


C.  TOTAL  CHARGES 


F.  Home  Health  Aide 


G.  Other  Visits  (Specify) 


D.  REIMBURSEMENT  RATE 


H.  Total  No.  of  Units  of  Service 

I.  Charge  per  unit  of  Service  $ 


e.  c  TIMES  D 


J.  TOTALS 


F.  E  LESS  A 


K.  Other  (Specify) 


G.  REIMBURSEMENT  AMT. 
80%  OF  F 


H.  REFUND  TO  PATIENT 


L.  TOTAL  CHARGES 


M.  AMOUNT  PAID  BY  PATIENT 


I.  NET  AMOUNT  TO 
AGENCY,  G  LESS  H 


I  certify  that  required  physician's  certification  and  recertifications  are  on  file. 


SIGNATURE  OF  HOME  HEALTH  AGENCY  REPRESENTATIVE 


DATE  FORWARDED 


APPROVED  BY 


DATE  APPROVED 
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3650.    HOME  HEALTH  AGENCY  REPORT  AND  BILLING  (FORM  SSA-1U87) 
This  form  comes  in  two  sections.    The  report  section  gives  basic 
information  needed  for  the  Social  Security  Administration  to  determine 
from  its  beneficiary  records  whether  health  insurance  benefits  are 
payable  on  behalf  of  the  patient.    (See  Chapter  VI.) 

The  lower  section  of  the  form  is  designed  as  a  bill  for  services 
furnished  to  the  patient.    A  billing  may  be  submitted  on  a  regular 
basis  before  the  allowable  visits  are  exhausted.    However,  it  will 
always  be  submitted  when  services  are  terminated,  visits  are 
exhausted,  or  visits  are  to  be  charged  to  the  other  plan. 

If  billings  are  submitted  before  the  patient  is  discharged,  items  9, 
11,  12,  15,  and  16  may  be  omitted  for  second  and  subsequent  billings 
from  the  same  agency,  based  on  the  same  home  care  plan. 

If  visits  are  clearly  chargeable  under  the  medical  plan;  e.g.,  (a) 
benefits  are  exhausted  under  the  posthospital  plan,  (b)  the  home 
health  agency  specializes  in  the  treatment  of  mental  diseases,  or 
(c)  the  patient  does  not  meet  the  prior  hospital  or  extended  care 
facility  stay  or  the  physician's  plan  was  not  timely  established, 
the  agency  may  wish  to  collect  any  applicable  deductible  before  the 
billing  is  submitted. 

If  the  reply  to  the  start  of  care  notice  shows  that  the  $50  deductible 
is  met,  or  if  the  patient  establishes  that  he  has  met  part  or  all  of 
the  $50  deductible  under  the  medical  plan  by  furnishing  an  official 
notice,  the  agency  may  charge  him  20  percent  of  the  total  charges  for 
its  services  after  billing  him  for  any  remaining  deductible. 

If  the  patient  has  no  official  notice  of  his  deductible  status,  the 
agency  may  charge  him  $50  plus  20  percent  of  the  excess.    Any  patient 
overpayments  for  the  deductible  and  coinsurance,  discovered  when  the 
intermediary  verifies  the  status  of  the  deductible  with  the  Social 
Security  Administration,  should  be  refunded  by  the  intermediary  to 
the  patient.    However,  to  avoid  such  overpayments  by  the  patient,  the 
intermediary  should  encourage  the  agency  to  wait  until  the  bill  is 
paid  by  the  intermediary  before  collecting  from  the  patient  unless 
the  deductible  has  already  been  met. 

Item    1 :    Patient's  Identification. — The  patient's  name  will  be  shown 
with  the  last  name  first,  but  otherwise  should  be  the  same 
as  that  shown  on  his  health  insurance  card. 
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Item    2:      Health  Insurance  Claim  Number, — The  health  insurance  claim 
number  should  be  checked  at  the  time  the  start  of  care  data 
is  received.    (See  §350U.)  The  health  insurance  number 
should  also  be  checked  against  the  SSA  reply  to  the  notice 
of  start  of  care  and  corrections  made  as  appropriate. 

Item    3:      Patient's  Address. — The  patient's  mailing  address  should 

be  shown  in  this  item.    The  intermediary  will  not  normally 
be  required  to  review  this  item. 

Items  h  and  5:     Date  of  Birth  and  Sex. --The  date  of  birth  should  be 
sEown  in  item  h*    However,  the  date  of  birth  may  not  be 
shown  if  it  is  not  available  after  the  provider  has  made 
a  reasonable  effort  to  obtain  it.    (See  §3507.8.)  Six- 
digit  numbers  are  used  for  the  date  of  birth,  e.g., 
01/02/95  for  January  2,  1895 •    This  information  is  provided 
to  assist  in  identifying  the  patient.    The  sex  designation 
should  be  reviewed  in  conjunction  with  item  16,  Diagnoses, 
to  identify  obvious  inconsistencies. 

Items  6,  7  and  8:    Home  Health  Agency  and  Medical  Record  Identification. 
— The  name  and  address  of  the  home  health  agency  and  the 
health  insurance  provider  number  should  be  entered.  These 
items  may  have  been  preprinted  on  all  copies  of  the  agency's 
supply  of  these  forms.    The  intermediary  should  check  the 
accuracy  of  these  items. 

The  patient's  medical  record  in  item  8  may  be  shown  by 
the  agency  if  the  agency  assigns  one  and  it  is  needed  by 
the  agency  for  association  and  reference  purposes.  The 
intermediary  need  not  review  this  item. 

Item    9:      Attending  Physician. — The  name  and  address  of  the  attending 
physician  should  be  shown.    The  name    should  be  that  of 
the  physician  who  established  the  plan  and  will  certify  or 
recertify  the  medical  necessity  of  the  services.    If  this 
item  is  omitted,  it  need  not  be  obtained  unless  the 
intermediary  requires  such  identification  for  any  development 
deemed  necessary. 

Item  10:      Date  Care  Started. — The  date  on  which  home  health  services 
began  should  be  shown  here. 


Items  11  and  12:    Name  and  Address  of  Institution,  If  Any,  Caring  For 
Condition  Later  Requiring  Home  Health  Services  and  Verified 
Dates  of  Stay. — In  order  for  home  health  visits  to  be  paid 
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for  on  a  posthospital  basis,  the  physician's  plan  for 
treatment  of  the  condition  must  be  established  within 
lh  days  after  discharge  from  a  hospital  after  a  stay  of 
at  least  3  consecutive  days,  (the  day  of  admission  is 
counted  but  not  the  day  of  discharge)  or  from  anectended 
care  facility  to  which  Part  A  benefits  were  payable  on 
his  behalf.    Since  payments  for  extended  care  services 
cannot  be  made  until  January  1,  1°67>  a  posthospital  home 
health  plan  established  before  that  date  must  be  established 
within  lh  days  after  discharge  from  a  hospital  after  a 
3-day  stay  regardless  of  whether  the  patient  was  discharged 
later  from  an  extended  care  facility. 

The  name  and  address  of  the  hospital  or  extended  care 
facility  should  be  entered  in  item  11  in  all  cases  where 
it  is  applicable.    However,  the  dates  of  stay  in  item  12 
should  be  entered  only  when  they  are  taken  from  official 
records.    If  this  entry  is  omitted  by  the  home  health 
agency,  the  intermediary  must  request  the  institution  to 
submit  this  information  and  enter  the  verified  dates  in 
item  12. 

Under  certain  conditions  payment  may  be  continued  under 
the  original  posthospital  plan  even  though  the  patient  has 
been  institutionalized  again  or  transfers  to  another  home 
health  agency.    If  the  patient  had  received  home  health 
services  prior  to  his  most  recent  stay  in  a  hospital  or 
extended  care  facility  and  posthospital  visits  are  being 
resumed  under  the  original  plan,  the  name  and  address  of 
the  agency  furnishing  the  previous  visits  should  be  shown 
in  item  11  and  the  inclusive  dates  of  service,  if  verified, 
in  item  12.    If  the  patient  received  posthospital  home 
health  services  from  another  agency  and  transfered  to  the 
agency  submitting  the  bill  for  visits  under  the  original 
plan,  and  the  date  of  the  first  visit  from  this  agency  is 
within  a  year  after  the  date  of  the  last  visit  from  the 
other  agency,  the  name  and  address  of  the  other  agency  should 
be  entered  in  item  11  and  the  inclusive  dates  of  service, 
if  verified,  in  item  12. 

Item  13:      Date  Home  Health  Plan  Established. — The  date  on  which  the 

patient's  attending  physician  made  the  plan  for  home  health 
services  should  be  shown  here. 

Item  lh:      Payment  Source. — The  agency  will  show  all  sources  that  will 
pay  amounts  of  the  bill  which  cannot  be  paid  for  by  the 
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health  insurance  program.  If  a  State  public  welfare  agency- 
will  pay  or  has  paid  for  such  amounts,  the  name  and  address 
of  the  agency  will  be  entered. 

Item  1$;      Patient's  Certification  and  Payment  Request .--This  item 
should  have  the  patient's  signature,  or  the  signature  of 
someone  filing  on  behalf  of  the  patient.    Where  someone 
files  on  behalf  of  the  patient,  an  accompanying  statement 
should  be  attached  explaining  the  relationship  of  the 
signatory  to  the  patient  and  the  circumstances  that  made 
it  impracticable  for  the  patient  to  sign.    (See  §  3302.) 

Where  the  patient's  signature  is  by  mark,  the  mark  must 
be  witnessed  by  someone  who  knows  him.    The  witness's 
name  and  address    would  be  shown. 


If  the  bill  submitted,  however,  is  a  subsequent  bill^  this 
item  need  not  be  completed  unless  there  is  an  interruption 
of  60  days  or  more  in  visits  furnished  by  the  same  agency 
or  a  transfer  from  one  agency  to  another. 

Item  16:      Diagnoses . — All  the  diagnoses  furnished  by  the  physician 

 ""       to  the  agency  should  be  shown.    The  primary  diagnosis 

would  be  listed  first.    An  essential  part  of  this  item 

is  the  information  solicited  regarding  whether  or  not 
the  condition  was  work -related.    See  §§  3U09  ff .  for  a 
description  of  the  necessary  considerations  required  in 
handling  workmen's  compensation  involvement. 

Where  the  billing  is  under  hospital  insurance  (Part  A) 
the  diagnosis  shown  should  include  one  which  relates  to 
any  condition  for  which  the  beneficiary  received  inpatient 
hospital  or  posthospital  extended  care  services  during 
the  related  hospital  or  extended  care  facility  stay.  (See 
§  3121.2  and  §  3326.) 


Item  17:      Statement  Covers  Period. — The  beginning  and  ending  dates 
of  the  period  covered  by  this  statement  should  be  shown. 
The  beginning  date  will  normally  be  the  date  of  the 
patient's  first  chargeable  visit  under  either  hospital 
insurance  or  medical  insurance.    If  charges  are  being 
made  under  the  medical  plan,  the  beginning  date  should 
be  no  earlier  than  the  patient's  effective  date  of  entitle- 
ment to  medical  insurance  benefits,  even  though  the  care 
may  have  started  before  that  date.    If  reimbursable 
services  are  furnished  which  are  not  charged  as  visits 
and  are  incurred  before  the  first  visit,  the  beginning 
date  will  be  the  date  the  services  were  first  furnished. 
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For  the  ending  date,  the  date  of  the  last  visit  before  Q: 

death  or  termination  of  services,  or,  in  the  case  of  f- ' 

interim  billing,  the  last  visit  for  which  current  billing  <"  : 

is  being  made  should  be  shown.  jj3 : 

I     °  ' 

Item  18:      Dates  of  Visits — Show  the  dates  of  the  first  and  last  visits  g-j 
of  the  billing  period  as  charged  to  the  posthospital  plan 

or  the  medical  plan.    When  reviewing  this  item,  it  should  ! 

be  borne  in  mind  that  the  hospital  insurance  plan  pays  for  ; 

up  to  100  visits  in  a  1-year  period  following  the  most  i 

recent  discharge  from  a  3-day  hospital  stay,  or  if  later,  ; 

from  an  extended  care  facility  entitled  to  payment  under  i 
the  plan. 

The  supplementary  medical  insurance  plan  pays  for  up  to  100 
visits  in  a  calendar  year. 


Item  19 

&  20    :      Discharge  Information — Item  19  should  indicate  whether  at 
the  end  of  the  billing  period  the  patient  was  discharged, 
died,  is  still  receiving  services,  or  his  benefits  are 
exhausted.    The  date  of  discharge  or  death,  if  applicable, 
is  shown  in  item  20. 


Item  21:      Statement  of  Services  Rendered — Based  on  the  information 
furnished  on  the  Start  of  Care  Notice  and  other  informa- 
tion, the  intermediary  will  advise  the  agency  on  how 
visits  are  to  be  charged.    If  the  first  billing  is  under 
the  posthospital  plan,  the  Home  Health  Agency  should 
continue  charging  visits  to  the  posthospital  plan  until 
the  patient  is  discharged  or  the  allowable  visits  are 
exhausted,  whichever  occurs  first.    If  the  allowable  visits 
under  the  posthospital  plan  are  used  up  and  the  patient- 
is  still  receiving  services,  subsequent  visits  should  be 
charged  to  the  medical  plan  if  the  beneficiary  is  entitled 
to  medical  insurance  and  has  visits  available  for  the 
current  year.    A.  new  form"  should  be  used  to  switch  from 
posthospital  plan  visits  to  medical  plan  visits,  or  vice 
versa. 


Visits  for  other  purposes  than  those  specifically  provided 
for  in  the  law  should  not  be  shown  as  visits  on  this  form. 
Some  examples  of  noncovered  visits  are  homemaker  services 
and  "meals-on-wheels."  Posthospital  plan  and  medical  plan 
services  should  not  be  reported  on  the  same  billing  form. 
Separate  forms  for  each  plan  should  always  be  used. 

Any  items  or  services  which  are  covered  as  home  health 

services  under  the  law  and  which  are  furnished  at  a  hospi-  to 
tal,  extended  care  facility,  or  rehabilitation  center,  but  g 


billed  through  the  home  health  agency  should  be  shown  on 

3-237 


225-297  0-66— 16  CD  3 


T3 
Q 
*< 

3 


3650  (Cont.) 


7-66 


BILL  REVIEW 


the  billing  form  as  if  those  items  or  services  were  furnished 
directly  by  the  home  health  agency  itself. 


The  number  of  visits  by  qualified  health  workers  should  be 
shown  by  category.    Visits  are  defined  in  §  312k  ff.  If 
the  specialty  of  the  health  worker  is  not  shown  in  A  through 
F  (e.g.,  intern  or  resident  ) ,  it  should  be  shown  in  G. 
In  addition,  if  the  agency  charges  a  separate  fee  for  each 
service,  the  charges  in  A  -  G  should  be  shown.    If  the  agency 
charges  a  package  fee  for  all  types  of  services,  the  total 
units  (visits,  days,  weeks,  depending  on  how  the  charges 
are  made  )  shown  in  H,  and  charge  per  unit  of  service  shown 
in  I. 

The  total  visits  and  the  total  charges  for  visits  will 
always  be  shown  in  J.    K  will  be  used  to  specify  any 
additional  charges  which  are  not  classified  as  visits 
and  are  not  included  in  the  visit  charges,  such  as  medical 
supplies  and  equipmentj  for  which  a  separate  charge  is 
being  made.    Supplies  or  equipment  of  this  nature  should 
be  shown  in  L. 

If  the  patient  paid  any  amount  toward  the  deductible  and/ 
or  coinsurance  before  the  billing  is  submitted  to  your  inter- 
mediary, the  total  amount  paid  by  him  or  on  his  behalf 
should  be  shown  in  M. 

Item  22;  Computing  Reimbursement  Under  Posthospital  Plan — The  compu- 
tation  may  be  made  by  the  agency  and  reviewed  by  the  inter  - 
mediary  or  made  solely  by  the  intermediary. 

Item  A:    The  total  charges  from  item  21-L  made  to  the  post- 
hospital  plan  should  be  entered  here. 

Item  B;    The  agreed-upon  reimbursement  rate,  which  will  be 
a  percentage  that  the  agency's  charges  bear  to 
costs  should  be  shown  here.    The  intermediary 
should  determine  the  appropriate  percentage  using 
the  guidelines  established  by  SSA. 

Item  C:    The  total  charges  should  be  multiplied  by  the 
reimbursement  rate. 

Item  23:      Computing  Reimbursement  Under  the  Medical  Plan — The  inter- 
mediary may  suggest  that  the  agency  not  make  this  computation 
unless  it  knows  that  the  patient's  $£0  deductible  is  already 
met. 

Item  A:    The  amount  of  the  deductible,  if  any,  applicable 
to  this  bill  should  be  entered  here  by  the  inter- 
mediary when  the  deductible  has  not  been  met. 
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Item  B:     The  entry  in  A  should  be  subtracted  from  the  total  charges 
In  C  and  the  difference  multiplied  by  20  percent*    This  will 
be  the  coinsurance  amount  for  which  the  patient  is  responsible. 

Item  Ct     The  total  charges  under  the  medical  plan  from  line  21-L  should 
be  entered  here* 

Item  Dt     The  reimbursement  rate  is  entered  here*    It  will  be  the  same 
percentage  that  is  used  for  the  posthospital  plan* 

Item  E:     The  total  charges  should  be  multiplied  by  the  reimbursement 
rate* 

Item  Ft     Any  applicable  deductible  should  be  subtracted  from  the 
figure  in  £. 

Item  Q:     The  figure  in  F  should  be  multiplied  by  60  percent* 

Items  H     The  intermediary  will  use  these  items  when  it  is  determined 
and  It     that  the  patient  has  overpaid  the  deductible  and  coinsurance, 
and  is  refunding  the  overpayment  to  him. 

C ertif i cation  and  Signature  Line— An  agency  representative  must  certify 
that  the  required  physician's  certifications  and  recertif ications  are 
on  file  and  the  date  the  bill  was  forwarded  to  the  intermediary. 


Approved  By  and  Date  Approved— The  signature  of  the  intermediary 
official  approving  the  bill  and  the  date  approved  should  be  entered 
in  the  appropriate  items* 
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3701.  NOTICE  OF  PAYMENT 

Under  the  health  insurance  law,  payments  to  providers  must  be  made 
not  less  often  than  monthly.     A  notice  of  payment  is  to  be  sent  to 
the  provider  when  payment  is  made.     The  intermediary  should  also 
notify  the  provider  of  the  patient's  verified  liability.     This  is 
especially  important  where  the  provider  chooses  to  wait  for  Part  B 
outpatient  and  home  health  benefits  to  be  paid  before  collecting 
any  amount  of  the  deductible  and  coinsurance  from  the  patient. 
The  provider  will  not  know  the  exact  status  of  the  patient's 
deductible  unless  the  patient  presents  a  utilization  notice 
showing  that  the  deductible  was  met  in  the  year.     If  the  provider 
waits  for  the  benefit  payment  before  collecting  from  the  patient, 
there  would  be  fewer  erroneous  bill  collections  which  would  have 
to  be  refunded.     Although  the  method  and  format  of  the  notice  is 
left  up  to  the  intermediary,  the  verification  of  the  patient's 
liability  should  be  included  on  the  voucher  which  explains  the 
amount  of  the  benefit  check  to  the  provider. 

3702.  BENEFIT  CHECKS 

The  payment  checks  will  contain  the  legend: 

"For  Health  Insurance—Social  Security  Act." 

If  an  intermediary  is  also  administering  the  Title  XIX  program  for 
a  State,  the  intermediary  will  not  combine  payments  under 
Titles  XVIII  and  XIX  in  a  single  check. 

3705.     DENIALS  -  NOTICE  TO  PROVIDER 

The  provider  should  submit  a  bill  whenever  the  beneficiary  signs 
a  request  for  payment,  even  when  the  provider  knows  that  no 
payment  will  be  possible. 

Whenever  the  intermediary  denies  a  signed  request  for  payment, 
the  provider  must  be  informed  in  writing  and  in  detail  why  no 
payment  will  be  made. 

3708.  ADJUSTMENTS 

If  the  intermediary  notes  an  error  or  an  item  with  which  it  disagrees 
on  the  provider  bill,   the  provider  will  be  contacted  and  the  matter 
clarified.     If  necessary,  the  provider  will  submit  a  corrected  bill 
to  the  intermediary. 

3710.     CORRECTED  BILLS 

When  the  provider  finds  it  necessary  to  correct  a  bill  because  of 
an  adjustment  request  or  on  its  own  initiative,  it  will  reproduce 
and  submit  to  the  intermediary,   three  copies  of  the  previously  sub- 
mitted bill  and  make  the  necessary  corrections  on  two  of  them. 
The  corrected  copies  should  have  the  words  "DEBIT- -ADJUST"  printed 
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in  large  red  letters,   in  the  extreme  upper  right  margin  and  the 
third  copy  should  have  the  words  "CREDIT- -CANCEL"  printed  in 
large  red  letters,  in  the  extreme  upper  right  margin.     A  cancella- 
tion of  a  previous  bill  requires  the  copy  of  the  original  bill 
to  be  annotated  in  the  extreme  upper  right-hand  margin  with  the 
phrase  "CANCEL  ONLY." 

If  the  provider  submits  a  corrected  bill  before  payment  on  the 
initial  bill  is  made,  and  the  latter  amount  is  determined  to  be 
the  proper  charge,  payment  will  be  made  on  the  corrected  bill. 

However,  if  the  provider  submits  a  corrected  bill  after  payment 
has  been  made  and  the  charges  on  the  later  bill  exceed  the  charges 
on  the  earlier  bill,  an  explanation  should  be  requested  from  the 
provider  before  the  additional  amount  is  paid  if  an  explanation 
does  not  accompany  the  bill.     If  the  charges  on  the  later  bill  are 
less  than  the  earlier  bill,  the  intermediary  should  see  that  the 
overpayment  is  recovered  from  the  provider  or  necessary  adjustment 
made.     All  adjustments  or  changes  to  SSA  records  will  be  made  by 
complete  credit  action  first  and  then  followed  by  the  necessary 
debit  action. 

3712.  OVERPAYMENTS  AND  UNDERPAYMENTS  TO  PROVIDERS 

The  intermediary  will  determine  the  amount  to  be  paid  periodically 
to  providers  of  services  on  an  estimated  basis.     Necessary  adjust- 
ments with  respect  to  overpayments  and  underpayments  will  be  made 
when  the  actual  costs  have  been  determined.     While  overpayments 
and  underpayments  to  providers  of  services  will  ordinarily  be 
adjusted  in  this  manner,  in  some  situations  overpayments  or  under- 
payments may  be  corrected  by  direct  refund  or  payment  if  this 
method  is  found  to  be  more  convenient. 

3713.  INDIVIDUAL  RESPONSIBILITY  FOR  OVERPAYMENTS  TO  PROVIDERS 

Any  payment  under  the  law  to  any  provider  with  respect  to  items  and 
services  furnished  an  individual  shall  be  regarded  as  a  payment  to 
the  individual.     Where  more  than  the  correct  amount  is  paid  to  the 
provider  for  items  and  services  furnished  to  an  individual  and 
the  Social  Security  Administration  determines  that,  within  a 
reasonable  period  (to  be  specified  later),  the  excess  cannot  be 
recouped  from  the  provider,  the  adjustments  will  be  made  by 
decreasing  subsequent  social  security  or  railroad  retirement  bene- 
fits payable  to  the  beneficiary  (or  to  his  survivors,  if  the 
recoupment  is  not  completed  before  he  dies)  unless  the  Administration 
determines  the  overpayment  is  to  be  waived. 
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If  the  intermediary  determines  that  an  overpayment  cannot  be  recoupe 
from  the  provider  (within  a  period  to  be  later  specified),  a  report 
of  the  amount  of  the  overpayment,   the  circumstances  causing  the 
overpayment,  an  explanation  of  the  intermediary's  recovery  efforts 
and  the  reason(s)  the  overpayment  could  not  be  recovered  should  be 
forwarded  to  the  Bureau  of  Health  Insurance,  Division  of  Policy 
and  Standards,   in  Baltimore. 

3717.  UTILIZATION  NOTICES 

There  are  three  types  of  utilization  notices  to  provide  the  bene- 
ficiary with  limited  bill  data,  a  record  of  additional  benefits 
available,  and  to  confirm  payment  of  his  covered  expenses  under 
the  health  insurance  program.     These  notices  are: 

Notice  of  Hospital  Utilization,  Form  SSA-1533; 

Notice  of  Medical  Utilization,  Form  SSA-1533A;  and 

Explanation  of  Outpatient  Hospital  Benefits. 

3718.  NOTICE  OF  HOSPITAL  INSURANCE  UTILIZATION,  FORM  SSA-1533 
This  notice  will  be  prepared  and  mailed  by  SSA  to  the  beneficiary 
as  soon  as  a  paid  Part  A  bill  for  inpatient  hospital,  extended 
care,  or  home  health  services  has  been  recorded  on  the  HI 
eligibility  and  utilization  record  (See  Exhibit  l). 

A.     Entries  on  Form  SSA-1533 

1.  Name  and  Address,  Date,  and  Claim  Number. --The  name  and 
address  of  the  beneficiary,  or  his  representative,  will  be  shown 
in  the  address  box.     Where  the  bill  indicates  the  beneficiary  is 
deceased,  and  there  is  no  representative,  the  form  will  be 
addressed  to  "THE  ESTATE  OF"  the  beneficiary. 

The  date  the  form  is  prepared  and  the  health  insurance  claim 
number  will  be  shown  in  the  spaces  provided. 

2.  Types  of  Services . --As  applicable,  "INPATIENT  HOSPITAL," 
"EXTENDED  CARE,"  or  "HOME  HEALTH"  will  be  entered. 

3.  Dates  Covered  By  Bill. --(Self-explanatory.) 

4.  Institution  or  Agency  Providing  Service . --The  name  and 
address  of  the  provider  will  be  shown. 

5.  Office  Which  Handled  Your  Claim. — The  name  and  address 
of  the  appropriate  intermediary  will  be  shown. 

6.  Exceptions . --The  exceptions  shown  will  represent  only 
covered  expenses  which  cannot  be  paid  by  hospital  insurance  (i.e., 
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deductibles  and  coinsurance).     No  entry  will  be  made  regarding 
noncovered  expenses,  since  charges  for  the  physician  component 
are  not  identified  on  the  billing  form  nor  may  other  noncovered 
expenses  be  shown  (e.g.,  private-duty  nurse  and  personal  comfort 
items) . 

7.  Record  of  Additional  Benefits  Available . --This  section 
of  the  form  will  indicate  services  used  during  the  spell  of 
illness  involved  and  the  services  remaining.     Where  the  current 
bill  is  for  inpatient  psychiatric  services     the  number  of  days 
remaining  toward  the  lifetime  limit  will  be  indicated. 

A  statement  will  always  be  entered  as  an  aid  to  the  beneficiary  in 
determining  when  a  new  spell  of  illness  will  begin.     The  text  of 
the  statement  will  depend  on  whether  SSA  records  show  the  beneficiary 
is  or  is  not  in  a  hospital  or  extended  care  facility. 

Where  the  beneficiary  has  Part  B  coverage  and  there  has  been  prior 
utilization  of  home  health  visits,  or  where  the  Part  A  visits 
have  been  exhausted,  a  statement  regarding  the  status  of  the 
Part  B  home  health  visits  will  be  added. 

8.  Information  on  Reverse  Side  of  Form. --The  preprinted 
data  on  the  reverse  side  of  the  form  furnishes  general  information 
about  hospital  insurance.     The  paragraph  about  additional  benefits 
available  is,  in  effect,  a  disclaimer  in  the  event  the  notice  does 
not  reflect  current  status  because  of  another  outstanding  bill  or 
utilization  not  yet  recorded. 

B.     Disallowance  Letter-Hospital  Insurance . --SSA  will  send  a 
disallowance  letter  in  lieu  of  a  Notice  of  Utilization  in  those 
instances  where  the  beneficiary  has  requested  payment  on  his  behalf 
for  hospital  insurance  benefits  but  no  payment  can  be  made.  Some 
examples  are  as  follows: 

1.  The  benefits  involved  have  been  exhausted  for  the  spell 
of  illness. 

2.  Beneficiary  does  not  meet  the  hospitalization  and/or 
14-day  requirement  for  ECF  or  home  health  services. 

3.  Home  health  benefits  are  terminated  by  a  new  spell  of 
illness . 

4.  Services  furnished  by  a  nonparticipa ting  provider. 
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5.     Services  in  an  ECF  after  paid  services  in  Christian 
Science  ECF  or  vice  versa  during  the  same  spell  of  illness. 


6.  No  payment  due  to  utilization  review  provisions. 

7.  Expenses  covered  by  a  workmen's  compensation  program. 


8.     Only  noncovered  services  received. 


3719.     NOTICE  OF  MEDICAL  INSURANCE  UTILIZATION,  FORM  SSA-1533A 
This  notice  will  be  prepared  and  mailed  by  SSA  to  the  beneficiary 
as  soon  as  a  Part  B  bill  for  home  health  services  is  recorded  on 
the  HI  eligibility  and  utilization  record  (See  Exhibit  2). 

A.  Entries  on  Form  SSA- 1533A. --The  information  on  this  form 

is  similar  to  that  of  the  SSA-1533  except  for  the  following  items. 

1.  Computation  of  Benefits . --The  entries  in  this  part  of 

the  form  will  show  the  deductible  and  coinsurance  on  this  particular 
bill. 

2.  Status  of  Medical  Insurance  Record . --This  part  of  the 
form  will  contain  statements  that  the  $50  deductible  has  been  met 
for  the  year,  and  the  number  of  home  health  visits  used  and 
remaining  for  the  year. 

B.  Disallowance  Letter-Medical  Insurance . --Where  the  beneficiary 
has  requested  payment  for  medical  insurance  services  but  no  payment 
can  be  made,   the  Part  A  intermediary  will  prepare  and  forward  a 
disallowance  letter  to  the  beneficiary.     In  these  cases,  a  notice 

of  utilization  will  not  be  prepared  by  SSA. 


The  law  requires  a  fair  hearing  for  any  person  enrolled  in  the 
medical  insurance  program  when  a  request  for  payment  is  denied,  or 
not  acted  upon  with  reasonable  promptness,  or  when  the  amount  of 
payment  is  in  controversy.     Therefore,   the  disallowance  letter 
should  include  a  statement  of  this  hearing  requirement. 


If  the  request  for  payment  is  denied  because  the  individual  has 
not  yet  met  the  $50  deductible,  the  individual  will  be  informed  of 
the  amount  of  incurred  expenses  toward  the  $50  deductible. 

3720.     EXPLANATION  OF  OUTPATIENT  HOSPITAL  BENEFITS  FORM 
Where  the  medical  insurance  deductible  status  is  not  known  at  the 
time  the  hospital  collects  from  an  individual  for  outpatient 
hospital  services,  the  Part  A  intermediary  will  refund  any  overpaymen 
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directly  to  the  beneficiary.     In  addition,  it  is  essential  that 
the  individual  be  informed  of  the  status  of  his  medical  insurance 
deductible,  where  applicable,  as  soon  as  his  claim  is  reviewed  and 
a  determination  made  regarding  payment  to  the  hospital  involved. 
Therefore,   in  all  claims  for  outpatient  hospital  services,  whether 
covered  by  hospital  insurance  and/or  medical  insurance,  the  Part  A 
intermediary  will  prepare  the  explanation  of  benefits  notice  and 
forward  it  to  the  beneficiary. 

Three  separate  forms  are  used  for  this  purpose:     one  for  outpatient 
services  where  both  hospital  and  medical  insurance  benefits  are 
involved,  one  for  outpatient  services  involving  hospital  insurance 
benefits  only,  and  one  for  outpatient  services  involving  medical 
insurance  benefits  only.     IJhile  samples  of  these  forms  were 
furnished,  the  forms  will  not  be  issued  by  the  Social  Security 
Administration  at  this  time.     After  any  necessary  changes  or 
insertions  are  made,   these  forms  should  be  reproduced  locally  by 
the  Part  A  intermediary. 

3720.1  Selecting  Appropriate  Form  for  Use 

A.  Hospital  Insurance  Form. --This  form  should  be  used  in  those 
instances  where  only  Part  A  charges  are  shown  on  the  billing  form 
and  the  patient  is  not  entitled  to  medical  insurance.     (If  the 
beneficiary  has  requested  payment  but  no  Part  A  benefits  are 
payable,   a  notice  by  the  Part  A  intermediary  is  not  required;  when 
the  billing  form  is  received  in  such  cases,  SSA  will  prepare  and 
forward  a  disallowance  letter  to  the  beneficiary.) 

B.  Medical  Insurance  Form. --This  form  should  be  used  in  those 
instances  where  only  Part  B  charges  are  shown  on  the  billing 
form  (i.e.,  no  diagnostic  study  charge  under  Part  A  is  involved). 

C.  Hospital  and  Medical  Insurance  Form. --This  form  should  be 
used  any  time  Part  A  charges  are  shown  on  the  billing  form  and  the 
individual  is  entitled  to  medical  insurance,  whether  or  not 

Part  B  charges  are  shown  on  the  billing  form. 

3720.2  Completing  Explanation  of  Benefits  Form 

A.     The  entries  to  be  made  on  the  form  are  self-explanatory  and 
in  most  cases  can  be  merely  transcribed  from  the  related  Form  SSA-1483, 
Outpatient  Hospital  Billing.     However,  in  describing  the  services 
involved,  consideration  should  be  given  to  striking  a  balance  between 
being  specific  enough  to  enable  the  beneficiary  to  identify  the 
service,  yet  general  enough  to  avoid  revealing  sensitive  information 
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which  the  physician  might  not  want  the  patient  to  know.     The  entry 
in  "Hospital  Insurance  Benefits"  and/or  "Medical  Insurance  Benefits" 
should  always  represent  the  total  covered  charges  less  the  total 
payable  by  the  beneficiary;  i.e.,  the  form  should  always  balance. 

B.     The  remarks  section  will  be  used  to  explain  why  payment 
cannot  be  made  under  hospital  or  medical  insurance,  or  why  no 
payment  can  be  made  for  specific  services  or  supplies  which  are 
not  covered.     Sample  paragraphs  for  use  in  the  remarks  section 
are  as  follows: 

1.  No  Payment  Under  Hospital  Insurance . --"No  payment  can  be 
made  under  the  hospital  insurance  plan  since  the  total  charges  do 
not  exceed  the  first  $20  you  must  pay  for  each  diagnostic  study." 

2.  No  Payment  Under  Medical  Insurance . --"No  payment  can  be 
made  under  the  medical  insurance  plan  until  you  have  incurred 
$50  expenses." 

"Our  records  indicate  that  your  medical  insurance  coverage  has 
been  terminated  because  premium  payments  have  not  been  received 
for  your  account;  therefore,  no  payment  can  be  made  under  the 
medical  insurance  plan." 

"It  has  been  determined  that  there  is  a  reasonable  likelihood 
that  a  workmen's  compensation  payment  will  be  made  for  the  medical 
services  or  supplies  for  which  you  requested  payment.     The  law 
does  not  permit  any  payment  to  be  made  if  workmen's  compensation 
payment  is  expected.     Your  case  may  be  reopened  if  workmen's 
compensation  does  not  make  payment." 

The  above  paragraphs  may  be  included  on  the  form  when  either  some 
hospital  or  some  medical  insurance  benefit  is  payable.  However, 
if  the  entire  claim  is  being  disallowed,  intermediaries  may  prefer 
to  use  a  separate  disallowance  letter.     Such  action  by  the  inter- 
mediary is  appropriate  to  its  role  as  a  Part  B  intermediary  for 
provider  services.     When  a  disallowance  letter  is  used,  it  is 
important  that  the  letter  clearly  state  the  reasons  for  the  denial, 
the  place  where  the  beneficiary  can  secure  additional  information 
or  explanations,  and  a  statement  of  the  period  within  which  a 
request  for  a  hearing  may  be  filed  after  the  date  of  the  notice. 

3.  Noncovered  Charges . --"Charges  for  (description  of  service 
or  supplies)  are  not  covered  under  the  ('health,'   if  general 
exclusion;   'hospital,'  if  excluded  under  hospital  plan)  insurance 
program.     Therefore,  no  payment  can  be  made  for  these  expenses." 
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C.  Sample  paragraphs  for  use  in  the  medical  insurance  deductible 
status  block  are  as  follows: 

"Your  $50  deductible  has  been  met  for  (year)." 

"You  have  incurred  $   toward  the  deductible  for  the 

year  19  ." 
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EXHIBIT  1 

SSA-1533  15-66!  DEPARTMENT  OF 

HEALTH,  EDUCATION,  AND  WELFARE 
Social  Security  Administration 

BALTIMORE,  MARYLAND  21235 

NOTICE  OF  HOSPITAL  INSURANCE  UTILIZATION 

NAME  AND  ADDRESS  OF  THE  BENEFICIARY 

OR  representative  of  the  beneficiary 

r  n 


DATE: 

HEALTH  INSURANCE  CLAIM  NUMBER: 


L 


J 


The  bill  for  HOSPITAL  INSURANCE  services  described  below  was  recently  submitted  under  your 
health  insurance  claim  number  and  recorded  to  your  account. 


TYPE  of  services 


dates  covered  by  bill 


NUMBER  OF  HOME  HEALTH 
VISITS  INCLUDED 


Institution  or  agency 
providing  services 

Office  which  handled 
your  claim 

For  each  spell  of  illness,  your  HOSPITAL  INSURANCE  under  Medicare  pays  the  costs  of  all  covered 
services,  with  certain  exceptions.   These  are  the  exceptions  for  this  bill: 


RECORD  OF  ADDITIONAL  BENEFITS  AVAILABLE 


As  of  the  date  of  this  notice,  your  record  of  inpatient  hospital  and  extended  care  benefits  for  the  spell  of 
illness  involved  and  your  record  of  home  health  benefits  is  as  follows: 


INPATIENT  HOSPITAL  DAYS 

EXTENDED  CARE  FACILITY  DAYS 

HOME  HEALTH  VISITS 

USED  THIS 
BILL 

USED 
TO  DATE 

REMAINING 

USED  THIS 
BILL 

USED 
TO  DATE 

REMAINING 

USED  THIS 
BILL 

USED 
TO  DATE 

REMAINING 

If  you  have  to  use  HOSPITAL  INSURANCE  services  again,  please  take  this  latest  notice  with  you  and 
show  it,  along  with  your  Health  Insurance  card,  to  the  agency  or  institution  furnishing  the  services. 


Robert  M.  Ball 

Commissioner  of  Social  Security 

PLEASE  READ  THE  OTHER  SIDE  OF  THIS  NOTICE  FOR  IMPORTANT  INFORMATION. 
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KEEP  THIS  NOTICE  AS  A  RECORD  OF  HEALTH  INSURANCE  SERVICES 
RECORDED  TO  YOUR  ACCOUNT 


GENERAL  INFORMATION 


Information  about  your  Health  Insurance  under  Social 
Security  is  furnished  in  "Your  Medicare  Handbook" 
which  you  received  earlier.   For  example,  the  defini- 
tion of  a  spell  of  illness  is  furnished  on  page  10  and 
inpatient  hospital  benefits  are  discussed  on  pages  5 
and  6.   If  you  have  any  questions  which  are  not 
answered  in  "Y'our  Medicare  Handbook,"  the  people 
in  your  social  security  office  will  be  pleased  to 
help  you. 

A  hospital,  home  health  agency,  or  extended  care 
facility  which  is  participating  in  the  Medicare  pro- 
gram has  agreed  not  to  charge  you  for  services  paid 
for  by  your  HOSPITAL  INSURANCE.  Therefore,  the 
covered  expenses  which  were  not  paid  for  by  your 
HOSPITAL  INSURANCE  (if  any)  are  listed  as  excep- 
tions on  the  other  side  of  this  form.   You  may  have 
received  a  separate  bill  for  these  expenses.  In 
addition,  you  may  receive  a  separate  bill  for  services 
not  covered  by  your  HOSPITAL  INSURANCE  such  as 
a  private  room  furnished  at  your  request,  private  duty 
nurses,  personal  comfort  items,  and  physicians' 
services.  (However,  if  you  have  MEDICAL  INSUR- 
ANCE, it  will  help  pay  your  doctor  bills.) 


If  you  have  other  health  insurance,  this  notice  may 
be  useful  in  claiming  benefits  payable  by  the  other 
health  insurance  organization. 

The  people  in  your  social  security  office  will  be 
glad  to  answer  any  questions  you  may  have  about 
this  notice.   If  you  believe  that  your  HOSPITAL 
INSURANCE  should  have  paid  more  of  the  bill,  you 
can  ask  the  office  which  handled  your  claim  (shown 
on  the  other  side  of  this  form)  for  an  explanation. 

If  you  visit  your  social  security  office,  be  sure  to 
take  along  all  papers  you  have  concerning  the  bill 
involved.   Always  show  your  health  insurance  claim 
number  when  writing  about  your  claim. 

The  Record  of  Additional  Benefits  Available,  shown 
on  the  lower  half  of  the  other  side  of  this  form,  is 
based  on  the  latest  information  we  have.   If  you 
recently  received  HOSPITAL  INSURANCE  services 
other  than  those  shown  on  this  form,  they  will  be 
recorded  to  your  account  shortly  after  we  receive  a 
record  of  services  provided.   You  will  then  receive 
another  Notice  of  Hospital  Insurance  Utilization, 
furnishing  a  new  record  of  benefits  available. 
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rm  SSA-1533A  ,6-66)  DEPARTMENT  OF 

HEALTH,  EDUCATION,  AND  WELFARE 
Social  Security  Administration 

BALTIMORE.  MARYLAND  21235 

NOTICE  OF  MEDICAL  INSURANCE  UTILIZATION 

NAME  AND  ADDRESS  OF  THE  BENEFICIARY 
OR  REPRESENTATIVE  OF  THE  BENEFICIARY 

r  n 


DATE: 

HEALTH  INSURANCE  CLAIM  NUMBER: 

L_  J 

The  bill  for  MEDICAL  INSURANCE  services  described  below  was  recently  submitted  under  your  health 
insurance  claim  number  and  recorded  to  your  account. 


TYPE  OF  SERVICES 

DATES  COVERED  BY 

BILL 

NUMBER  OF  HOME  HEALTH 

FROM 

TO 

VISITS  INCLUDED 

Institution  or  agency 
furnishing  services 

Office  which  handled 
your  claim 


Each  year,  as  soon  as  your  covered  medical  expenses  go  over  $50,  your  MEDICAL  INSURANCE  will  pay 
80  percent  of  the  reasonable  costs  or  charges  for  all  additional  covered  services  for  the  rest  of  the  year. 
The  computation  of  MEDICAL  INSURANCE  benefits  for  this  bill  is  shown  below. 


TOTAL  COVERED 
CHARGES 

AMOUNT  TOWARD 
S50  DEDUCTIBLE 

207.  PAYABLE  BY 
BENEFICIARY 

TOTAL  PAYABLE 
BY  BENEFICIARY 

STATUS  OF  MEDICAL  INSURANCE  RECORD 
As  of  the  date  of  this  notice,  the  status  of  your  MEDICAL  INSURANCE  record  is  as  follows: 


9 


Robert  M.  Ball, 
Commissioner  of  Social  Security 

PLEASE  READ  THE  OTHER  SIDE  OF  THIS  NOTICE  FOR  IMPORTANT  INFORMATION.  ^ 
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KEEP  THIS  NOTICE  AS  A  RECORD  OF  HEALTH  INSURANCE  SERVICES 
RECORDED  TO  YOUR  ACCOUNT 


GENERAL  INFORMATION 


Information  about  your  Health  Insurance  under  Social 
Security  is  furnished  in  "Your  Medicare  Handbook" 
which  you  received  earlier.   If  you  have  any  ques- 
tions which  are  not  answered  in  "Your  Medicare 
Handbook,"  the  people  in  your  social  security  office 
will  be  pleased  to  help  you. 

If  you  have  a  problem  or  question  about  the  way  this 
claim  was  handled,  you  should  get  in  touch  with  the 
office  which  handled  your  claim  (shown  on  the  other 
side  of  this  notice).  That  office  will  be  glad  to  give 
your  request  full  consideration  and  will  provide  you 
with  additional  information  as  to  what  action  you  may 
take  if  you  are  still  not  satisfied. 

Always  show  your  Health  Insurance  claim  number 
when  writing  about  your  claim. 


If  you  have  other  health  insurance,  this  notice  may 
be  useful  in  claiming  any  benefits  payable  by  the 
other  health  insurance  organization. 

This  notice  includes  only  information  about  MEDI- 
CAL INSURANCE  services  which  were  furnished 
by  the  institution  or  agency  identified  on  the  other 
side  of  this  notice.  If  you  have  requested  payment 
for  medical  expenses  other  than  those  shown  on 
this  form  you  will  receive  a  separate  notice. 

This  notice  can  be  used  to  indicate  the  status  of 
the  $50  deductible  to  your,  doctor  or  anyone  else 
from  whom  you  request  services. 
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3760.     DISCLOSURE  OF  INFORMATION- -GENERAL 
In  the  administration  of  the  health  insurance  law,  the 
Administration,  intermediaries,  providers  of  service,  and  State 
agencies  acquire  information  about  beneficiaries  and  about 
institutions  and  organizations  which  are  participating,  or  have 
been  denied  participation,   in  the  program.     This  information,  for 
the  most  part,   is  acquired  under  circumstances  in  which  the 
individual,   institution,  organization,  etc.,  furnishing  the 
information  expects  it  to  be  kept  confidential.     Section  1106  of 
the  Social  Security  Act  and  the  rules  and  policies  formulated  by 
the  Administration  under  Regulation  No.   1  recognize  the  basic 
legislative  pledge  of  confidentiality  given  the  public. 

3762.     THE  PROHIBITION  AGAINST  DISCLOSURE 

Section  1106  of  the  Social  Security  Act  prohibits  disclosure  of 
any  file,  record,  report,  or  other  paper,  or  any  information 
obtained  at  any  time  by  the  Secretary  or  an  officer  or  employee 
of  the  Department  of  Health,  Education,  and  Welfare  in  the  course 
of  discharging  his  duties  under  the  Social  Security  Act,  except 
as  prescribed  by  regulations.    The  same  prohibition  applies  to 
information  received  from  the  Secretary  or  an  officer  or  employee 
of  the  Department.    The  routine  medical  records  of  a  patient  in 
the  possession  of  a  provider  or  physician  are  not  bound  by  the 
prohibition  or  by  Departmental  rules  and  regulations  concerning 
confidentiality  simply  because  the  patient  is  entitled  to  benefits 
under  this  program.    These  records,  however,  may  be  subject  to 
applicable  State  or  local  laws,  or  hospital  rules  governing 
disc losure . 


n 


-  § 

Disclosure  of  Information  ^  3 

O  Q 

r>  — 

5  Q 
Q_  3 


The  prohibitions  noted  above  apply  also  to  any  agency, 
organization,  e.g.,  an  intermediary,  or  institution,  or  any  of 
its  officers  or  employees,   in  the  fulfillment  of  a  contract  or 
agreement  with  the  Secretary. 

The  prohibition  also  relates  to  any  information  received  from 
the  Department  or  an  intermediary  by  any  person  or  entity  which 
furnishes  services  under  arrangements  with  a  provider;  or  accepts 
an  assignment  under  the  medical  insurance  program. 

3761*.     THE  AUTHORITY  FOR  DISCLOSURE 

Regulation  No.   1  contains  the  basic  authorization  for  disclosure 
of  information  obtained  in  the  administration  of  the  program, 
from  which  rules  and  policies  have  been  developed.    The  general 
rule  is  that  information  about  an  individual,  organization, 
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institution,  etc.,  obtained  in  the  administration  of  the  program 
may  not  be  disclosed  without  the  authorization  of  the  individual, 
organization,   institution,  etc.,  to  whom  the  information  relates. 
Medical  information  relating  to  an  individual  will  generally  be 
disclosed  under  more  restrictive  conditions  than  other  information 
and  where  permitted,  may  be  furnished  only  upon  the  authorization 
of  the  source  of  the  information  as  well  as  the  individual. 
Specific  exceptions  to  this  general  rule  are  set  out  in  detail  in 
the  following  sections;  however,  as  far  as  the  program  is  con- 
cerned, information  about  an  individual,  organization,  or 
institution  may  be  disclosed  without  the  authorization  of  the 
individual,  organization,  or  institution,  when  the  disclosure  is 
necessary  in  connection  with  any  claim  or  other  proceeding  under 
the  law. 

Disclosure  of  information  for  other  than  program  purposes  will  be 
made  only  if  disclosure  is  authorized  by  Regulation  No.   1  and  is 
consistent  with  the  proper  and  efficient  administration  of  the 
program. 

3765.     DISCLOSURE  NECESSARY  FOR  PROPER  ADMINISTRATION  OF  THE 
HEALTH  INSURANCE  PROGRAM 

A .  Information  About  an  Individual 

Disclosure  of  any  record,  report,  or  information  about  an 
individual  may  be  made,  without  the  authorization  of  the  indi- 
vidual, in  connection  with  any  claim  or  other  proceeding  under 
the  Act  when  such  disclosure  is  necessary  for  the  proper 
performance  of  the  duties  of: 

1.  Any  officer  or  employee  of  the  Department;  or 

2.  Any  officer  or  employee  of  a  State  agency,  intermediary, 
provider  of  services  or  other  agency  or  organization  participating 
in  the  administration  of  the  program  by  contract  or  agreement  in 
carrying  out  such  contract  or  agreement. 

B.  Information  About  Hospitals,  Extended  Care  Facilities, 
Home  Health  Agencies 

Information  about  a  hospital,  extended  care  facility  or  home 
health  agency,  as  well  as  information  about  an  independent 
laboratory,  may  be  disclosed  without  authorization  by  the  insti- 
tution or  organization  when  such  disclosure  is  required  for  the 
proper  performance  of  the  duties  of: 

1.  An  officer  or  employee  of  the  Department; 

2.  An  officer  or  employee  of  an  intermediary;  or 
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3.    An  officer  or  employee  of  a  State  agency  when  necessary  w  3. 

to  carry  out  his  duties  under  State  law  in  the  licensing  or  a  3- 

approving  of  hospitals,  extended  care  facilities,  home  health  °  ^ 

agencies,  or  independent  laboratories.  S"  a. 

2: 

a 

Information  obtained  in  the  provider  certification  process  is  not  3. 
to  be  disclosed  to  those  not  included  in  the  above  three  cate-  => 

Q 

gories.    This  prohibition  encompasses  information  such  as  the  ^ 
fact  that  a  particular  identified  hospital  has  or  has  not  applied 
for  participation  in  the  program;  the  progress  that  a  hospital  is 
making  towards  being  approved;  that  survey  findings  on  a  particu- 
lar hospital  are  favorable  or  unfavorable;  that  a  hospital  is 
certified  for  approval  but  is  deficient  in  some  respects;  or  that 
a  particular  hospital  has  been  found  not  in  compliance  with  the 
conditions  or  participation,  etc.     Anyone  not  among  the  above 
three  categories  requesting  information  about  the  status  of  an 
institution  or  agency  which  is  not  on  the  list  as  a  participating 
provider  of  services  is  to  be  referred  to  the  institution  for  the 
information  regarding  its  status. 


3767.    DISCLOSURE  OF  INFORMATION  TO  AN  INDIVIDUAL  OR  HIS 
AUTHORIZED  REPRESENTATIVE 


A .  Nonmedical  Information 

Nonmedical  information  directly  relating  to  an  individual  may  be 
disclosed,   in  form  and  detail  consistent  with  proper  and  efficient 
administration  of  the  program,  to  the  individual  or  his  authorized 
representative  when  reasonably  necessary  for  a  program  purpose. 
For  all  other  purposes  disclosure  is  conditional  upon  administra- 
tive feasibility. 

B .  Medical  Information 

Medical  information  about  an  individual  obtained  in  the 
administration  of  the  program  may  be  disclosed,  in  form  and 
detail  consistent  with  proper  and  efficient  administration  of  the 
program,  to  the  individual  or  to  his  authorized  representative 
when  disclosure  is  reasonably  necessary  for  a  program  purpose. 
However,  medical  information  about  the  individual  is  not  to  be 
disclosed  to  him  if  knowledge  of  it  would  be  detrimental  to  him. 


Disclosure  of  medical  information  for  other  than  a  program  purpose 
is  not  permitted  under  the  present  regulations,  but  the 
Administration  is  considering  the  question  of  amending  the  regula- 
tions to  provide  for  disclosure  for  other  than  a  program  purpose 
when  the  information  is  necessary  for  a  determination  of  the 
benefits  the  individual  may  be  eligible  for  under  another  health 
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insurance  program;  however,   such  disclosure  would  be  made  only  if 
the  source  of  the  medical  information  authorizes  it. 

3768.     DISCLOSURE  TO  THIRD  PARTIES  FOR  OTHER  THAN  PROGRAM  PURPOSES 

A .  Nonmedical  Benefit  Information 

Nonmedical  benefit  information  about  an  individual  may  be 
disclosed  for  other  than  a  program  purpose,  to  persons  or  organi- 
zations designated  by  the  individual,  if  the  individual  authorizes 
disclosure,  and  if  disclosure  is  consistent  with  the  proper  and 
efficient  administration  of  the  Act. 

B .  Medical  Information 

Disclosure  of  medical  information  for  other  than  a  program  purpose 
is  not  permitted  under  the  present  regulations,  but  the 
Administration  is  considering  the  question  of  amending  the  regula- 
tions to  provide  for  disclosure  when  the  information  is  necessary 
for  a  determination  of  the  amount  of  benefits  or  services  an 
individual  may  be  eligible  for  under  a  hospital  or  medical 
insurance  plan,  a  group  health  plan,  a  complementary  insurance 
plan,  etc.,  which  has  been  determined  to  be  consistent  with  the 
purposes  and  objectives  of  the  health  insurance  law,  but  only  if 
the  source  of  such  medical  information  or,  if  the  source  is  not 
available,  a  physician  in  the  employ  of  the  Department,  consents 
to  disclosure  and  the  individual  involved  or  his  authorized 
representative  consents  to  disclosure. 

C .  Information  an  Intermediary  is  not  Authorized  to  Use  or 
Disclose 

In  the  light  of  the  above  rules,  a  participating  intermediary  which 
is  also  writing  complementary  insurance,  or  administering  an 
employee  or  union  group  health  plan,  may  not  in  its  capacity  as 
intermediary  release  information  obtained  in  connection  with  the 
administration  of  the  health  insurance  program  to  itself  in  its 
capacity  as  private  insurance  writer  or  administrator,  for 
nonprogram  activities.     Without  first  satisfying  the  appropriate 
rules  discussed  above,  the  intermediary,  for  example,  may  not  use 
information  obtained  in  the  administration  of  the  program  for 
making  payment  under  its  complementary  insurance  plan.  Further, 
under  no  circumstances  may  an  intermediary  use  the  knowledge  of 
an  individual's  entitlement  under  the  health  insurance  program, 
obtained  in  the  course  of  performing  its  program  functions,  for 
purposes  of  sales  leads;  use  entitlement  or  benefit  utilization 
information  for  purposes  of  dropping  an  individual  from  a  group 
health  insurance  plan;  or  integrate  an  individual's  complementary 
insurance  record  with  his  health  insurance  record. 
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3770.     DISCLOSURE  TO  STATE  AGENCIES  ADMINISTERING  PROGRAMS 
RECEIVING  FEDERAL  GRANTS-IN-AID 

A.  Nonmedical  Benefit  Information 

Nonmedical  benefit  information  such  as  entitlement,  benefit 
payments,  or  benefit  utilization  relating  to  an  individual  may  be 
disclosed  to  any  officer  or  employee  of  a  State  agency  charged 
with  the  administration  of  grants-in-aid  programs  under  titles  I, 
IV,  V,  X,  XIV,  XVI,  or  XIX  of  the  Social  Security  Act  without  the 
authorization  of  the  individual  or  his  authorized  representative. 

B .  Medical  Information 

The  general  rule  is  that  medical  information  relating  to  an 
individual  (and  obtained  in  the  administration  of  the  health 
insurance  program,  may  be  disclosed  to  a  State  agency  administer- 
ing the  grants-in-aid  program  cited  above,  with  written 
authorization  of  the  beneficiary  and  the  physician  or  provider. 

3773.     DISCLOSURE  OF  STATISTICAL  AND  OTHER  INFORMATION 
Statistical  data  and  similar  information  which  does  not  relate  to 
any  identifiable  person  or  persons  and  which  can  be  compiled  from 
the  records  regularly  maintained  for  administrative  purposes  may 
be  disclosed  if  efficient  administration  permits  disclosure. 
Statistical  data  and  similar  information  shall  be  disclosed  by 
intermediaries,  State  agencies,  or  any  other  organization, 
institution,  or  person  engaged  in  performing  program  functions, 
only  after  the  request  for  disclosure  has  been  specifically 
approved  by  the  Social  Security  Administration. 

377U-    ADMINISTRATIVE  RULES  RESTRICTING  DISCLOSURE  OF  INFORMATION 
Manuals  prepared  for  the  use  of  organizations  performing  functions 
under  contract  with  the  Administration,  staff  instructions,  inter- 
office correspondence,'  and  other  memoranda  and  materials  relating 
to  internal  operating  procedures  are  confidential  and  not  to  be 
disclosed  to  the  public.    This  restriction  is  based  upon 
administrative  decision  and  is  in  conformance  with  the  applicable 
rules  and  requirements  of  the  Administrative  Procedure  Act. 

3776.    AUTHORITY  FOR  REFUSAL  TO  DISCLOSE  INFORMATION 
When  a  request  for  information  is  received,  disclosure  of  which  is 
prohibited  under  the  preceding  sections,  it  is  to  be  declined  on 
the  basis  of  the  provisions  of  section  1106(a)  of  the  Social 
Security  Act,  as  amended,  and  Regulation  No.  1  of  the  Social 
Security  Administration  (20  CFR  401).     If  any  person,  or  an 
officer  or  employee  of  any  organization,  institution,  etc., 
described  in  the  preceding  section,  is  served  with  a  subpoena  or 
other  compulsory  process  requiring  the  production  of  records 


3-259 


3778 


PAYMENT  PROCEDURE 


7-66 


or  information  the  disclosure  of  which  is  prohibited,  he  will 
decline  to  produce  the  records  or  information,  basing  his  refusal 
on  section  1106  of  the  Social  Security  Act  and  Regulation  No.  1 
of  the  Social  Security  Administration  (20  CFR  401).     If  a 
subpoena  is  served  on  an  officer  or  employee  of  any  organization 
described  above  or  any  other  person  who  is  prohibited  by 
section  1106  from  disclosing  the  requested  information,  the 
Regional  Representative,  Health  Insurance,  is  to  be  notified 
immediately . 

3778.    FAILURE  TO  COMPLY  WITH  THE  RULES  RELATING  TO  DISCLOSURE 

OF  INFORMATION  OBTAINED  IN  THE  ADMINISTRATION  OF  THE  ACT 
Section  1106(a)  of  the  Act  provides  that  any  person  who  violates 
the  disclosure  provisions  shall  be  deemed  guilty  of  a  misdemeanor 
and,  upon  conviction  thereof,  shall  be  punished  by  a  fine  not 
exceeding  $1,000,  or  by  imprisonment  not  exceeding  1  year,  or 
both. 
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3780.  QUESTIONS  INVOLVING  ENTITLEMENT  «  |. 
Questions  and  complaints  involving  the  individual's  entitlement  j? i 
to  hospital  or  medical  insurance  benefits  and  cases  in  which  q  J 
there  is  doubt  as  to  jurisdiction  must  be  referred  to  the  Social  S"  in- 
security Administration  for  resolution.  fp 

5' 
-t- 

The  intermediary  should  acknowledge  such  questions  and  com-  = 
plaints  and  inform  the  enrollee  that  due  to  the  nature  of  the  ^ 
subject,  the  matter  must  be  handled  by  the  Social  Security  ™ 
Administration . 

3782.    PROTESTS  AND  APPEALS  FROM  PAYMENT  DETERMINATIONS  UNDER 
HOSPITAL  INSURANCE 
A.    Provider  Protests.    The  intermediary  and  its  providers 
should  attempt  to  resolve  by  direct  contact  any  differences 
involving  payment  for  services  whether  arising  from  the  applica- 
tion of  the  cost  formula  or  the  amount  payable  in  a  specific 
case.    While  no  appeals  process  has  been  provided  for  providers 
from  intermediary  determinations  involving  payment,  provider 
complaints  and  protests  will  be  considered  in  SSA  review  of  the 
intermediary' s  application  of  the  cost  formula  or  its  compliance 
with  the  other  terms  of  its  agreement  with  the  Government. 


B.    3eneficiary' s  Appeal  Rights.    An  individual  dissatisfied 
with  any  determination  as  to  the  amount  of  benefits  payable  on 
his  behalf  under  the  hospital  insurance  plan  is  entitled  to  a 
reconsideration  of  his  claim  by  the  Social  Security  Administra- 
tion.   Procedures  for  review  of  claims  are  under  development. 
Should  the  individual's  dissatisfaction  continue  following  the 
reconsideration  determination,  he  may  request  a  hearing  if  the 
amount  in  controversy  is  $100  or  more.     If  the  amount  in 
controversy  is  $1000  or  more,  the  individual  is  entitled  to 
court  review  of  the  claim  if  he  is  dissatisfied  with  the  hearing 
decision. 

3790.    PROTESTS,  REVISE,  AND  "FAIR  HEARING "  — SUPPLEMENTARY 

MEDICAL  INSURANCE 
Since  intermediaries  administering  the  hospital  insurance 
program  may  also  be  making  payment  for  medical  insurance  items 
and  services  furnished  by  and  under  arrangements  with  providers, 
the  intermediary  must  be  prepared  to  handle  protests  and  furnish 
the  reviews  and  hearings  necessary  under  the  supplementary 
medical  insurance  program.    It  is  anticipated  that  there  will  be 
only  a  small  number  of  protests  involving  Part  B  provider  services 
claims . 
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An  individual  enrolled  under  the  medical  insurance  program  is  to 
be  provided  with  the  opportunity  for  a  fair  hearing  by  the  medi- 
cal insurance  intermediary  when  he  is  dissatisfied  with  the 
intermediary's  determination  denying  a  request  for  payment,  or 
with  the  amount  of  the  intermediary  payment  under  Part  B.  (The 
intermediary  which  makes  payment  of  physician's  bills  will  pro- 
vide the  fair  hearing  for  beneficiaries  whose  protests  concern 
payment  for  the  services  of  physicians,  including  provider-based 
physicians,  and  other  nonproviders.    This  intermediary  will  also 
conduct  the  fair  hearing  on  complaints  of  assigner  physicians 
and  suppliers.)    The  law  does  not  provide  an  appeal  to  the 
Social  Security  Administration  from  an  intermediary' s  decision 
or  judicial  review  of  the  "fair  hearing"  decision. 

A  number  of  governing  principles  have  been  established  to  serve 
as  guidelines  for  intermediaries  to  assure  that  an  enrollee  under 
Part  B  will  receive  a  fair  hearing.    In  view  of  the  variation  in 
type  of  organizations  which  qualify  as  intermediaries  to  make 
payment  under  Part  B,  it  is  desirable  that  the  Administration 
provide  general  guidance  as  to  the  requirements  for  a  fair 
hearing.    Though  each  intermediary  will  establish  its  own 
methods  for  providing  a  fair  hearing,  the  Administration  will 
spot  review  "fair  hearing"  decisions  to  assure  that  the  methods 
and  procedures  employed  are,  in  fact,  consistent  with  the 
governing  principles  for  a  fair  hearing  set  by  the  Administration. 
Through  this  nonadjudicative  survey  of  decisions,  the  Administra- 
tion will  be  in  a  position  to  advise  and  consult  with 
intermediaries  to  assist  them  in  maintaining  quality 
determinations  and  assure  that  enrollees  receive  a  fair  hearing. 
The  Administration  will  give  every  assistance  to  intermediaries 
to  help  them  set  up  the  fair  hearing  procedure. 

3793.    INFORMAL  REVIEW 

Intermediaries  will  institute  an  informal  review  procedure  as  a 
prerequisite  to  the  fair  hearing.    An  informal  review  procedure, 
which  is  less  costly  and  a  more  expeditious  device  for  handling 
complaints  than  a  formal  hearing,  is  particularly  appropriate 
for  handling  enrollee  benefit  determination  complaints  arising 
under  Part  B,  since  relatively  small  amounts  of  money  will  be 
involved  in  most  cases.    Most,  if  not  all,  intermediaries  have 
experience  with  some  type  of  informal  procedure  for  handling 
complaints  and  the  Administration  expects  that  they  will, 
therefore,  have  no  difficulty  in  adapting  to  the  informal  review 
which  is  to  be  provided  under  the  medical  insurance  program. 
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An  enrollee  must  be  notified  in  writing,  at  the  time  an 
intermediary  makes  a  determination  with  respect  to  a  request  for 
payment  for  Part  B  services  furnished  the  enrollee,  of  his  right 
to  question  the  intermediary's  decision  and  the  time  limit,  if 
any,  within  which  the  review  must  be  requested.    The  enrollee 
must  be  promptly  advised  of  the  decision  resulting  from  the 
informal  review,  of  his  right  to  request  a  fair  hearing  if  he  is 
not  satisfied  with  the  review  determination,  and  the  time  limit, 
if  one  has  been  established,  within  which  the  hearing  is  to  be 
requested.    The  following  represents  the  essential  elements 
necessary  to  an  adequate  informal  review. 

A.  Notice  of  the  right  to  question  an  adverse  decision  of  the 
intermediary  should  be  provided  to  the  beneficiary  at  the  time 
the  intermediary  acts  on  a  request  for  payment.    The  notice  of 
the  claims  action  should  contain  an  appeals  paragraph  such  as  the 
following.    "If  you  have  any  question  with  regard  to  the  action 

taken  on  this  claim,  please  writs  to  (      intermediary  L)n 

The  beneficiary  may  also  be  referred  to  the  local  district  office 
for  assistance  in  writing  out  his  complaint.    The  district  office 
staff  will  give  the  beneficiary  general  program  information  and 
if  he  wishes  to  request  a  review  of  the  decision,  will  help  to 
phrase  his  complaint;  however,  they  will  not  give  any  opinions  as 
to  the  decision  made  in  the  particular  claim. 

B.  Provision  should  be  made  for  the  informal  review  of 
disputed  claims  in  the  claims  processing  unit  of  the  intermedi- 
ary; however,  an  individual  other  than  the  one  who  made  or 
participated  in  making  the  initial  determination  should  perform 
the  review. 

C.  The  purpose  of  the  informal  review  is  to  provide  a  new, 
independent,  and  critical  review  of  the  claim.    The  reviewer 
should  not  be  influenced  by  the  initial  determination,  but  should, 
instead,  review  each  aspect  of  the  claim  independently  and  arrive 
at  his  own  conclusions.    He  should  review  not  only  the  point  at 
issue,  but,  the  entire  claim  bearing  in  mind  that  the  intermedi- 
ary is  on  notice  of  dispute. 

D.  The  beneficiary  is  to  be  given  an  opportunity  to  submit 
any  relevant  and  material  evidence.    The  reviewer  should  request 
additional  evidence  from  the  beneficiary  and/or  the  physician, 
provider  or  other  supplier  of  services  if  he  finds  it  necessary. 
The  beneficiary  is  to  be  instructed  to  submit  evidence  and  state- 
ments in  writing  by  mail  or  through  his  local  Social  Security 
Administration  district  office.    Since  one  of  the  purposes  of 
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instituting  the  informal  review  is  to  cut  down  unnecessary  costs, 
the  review  will  not  provide  for  personal  appearance  and  testimony 
by  the  beneficiary  and  face-tc-face  contact  with  the  beneficiary 
at  this  stage  of  the  claim  process  should  be  discouraged.  If 
personal  contacts  are  necessary,  they  should  be  made  by  Social 
Security  Administration  district  office  personnel. 

E.  The  beneficiary  is  to  be  sent  notice  of  the  review 
determination  setting  out  the  bases  for  the  determination.  He 
is  also  to  be  notified  of  his  right  to  a  fair  hearing  if  the 
review  determination  is  an  adverse  one. 

F.  All  intermediary  actions  in  the  review  of  a  claim  are  to 
be  fully  documented  and  the  file  should  include  all  correspond- 
ence, papers,  requests,  reports,  etc.,  arising  out  of  the  claims 
review  process.    This  file  will  be  necessary  for  the  conduct  of 
the  fair  hearing,  if  requested.    The  intermediary  is  to  make  the 
file  available  to  the  Social  Security  Administration,  if  so 
requested. 

3795.    FAIR  HEARING 

The  fundamental  purpose  of  a  fair  hearing  is  to  provide  an 
individual,  dissatisfied  with  what  he  considers  to  be  an  adverse 
decision  with  respect  to  his  claim  for  payment,  an  opportunity  to 
present  the  reasons  for  his  grievance  and  to  afford  him  an 
impartial  review  based  on  the  substance  of  his  claim. 

The  principles  enumerated  below  are  to  be  applied  by  intermedi- 
aries in  setting  up  the  fair  hearing  required  by  the  law  to 
handle  complaints  by  individuals  dissatisfied  with  the  informal 
review  determination. 

3795.1    Notice  of  Right  to  a  Hearing. — As  stated  in  the  preceding 
paragraph,  the  notice  of  an  adverse  informal  review  decision  must 
give  the  individual  notice  of  the  right  to  a  fair  hearing,  the 
place  and  manner  of  requesting  the  hearing,  and,  if  any,  the  time 
limit  for  requesting  it. 

To  provide  an  enrollee  a  reasonable  period  of  time  in  which  to 
request  a  hearing,  a  period  of  at  least  6  months  after  the  notice 
of  informal  review  must  be  allowed  in  which  the  individual  can 
register  a  protest.    A  request  for  a  hearing  is  any  clear 
expression  by  the  enrollee    (or  by  a  person  acting  on  his  behalf) 
to  the  effect  that  he  is  dissatisfied  with  the  intermediary' s 
determination  regarding  his  claim  for  Part  B  benefits  and  wants 
an  opportunity  to  present  the  matter  to  a  higher  authority. 
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3795*2    Notice  of  Time  and  Place  of  Hearing. — An  enrollee  who 
requests  a  fair  hearing  must  be  given  adequate  written  notice  of 
the  time  and  place  set  for  the  hearing,  information  as  to  the 
specific  issues  to  be  determined  and  the  matters  on  which 
findings  will  be  made  and  conclusions  will  be  reached.  The 
notice  will  be  given  as  promptly  as  possible  after  receipt  of 
the  request  for  a  hearing.    Where  the  hearing  was  requested  by  a 
person  on  behalf  of  the  enrollee,  notice  must  also  be  given  to 
that  person. 

Consistent  with  public  interest  and  efficient  execution  of  the 
program  duties  of  the  intermediary,  the  hearing  is  to  be 
scheduled  for  a  time  and  at  a  place  convenient  to  the  enrollee 
and  his  representative,  if  any.    The  notice  of  the  hearing  is  to 
be  given  sufficiently  in  advance  of  the  date  set  and  is  to 
contain  sufficient  information  about  the  hearing  procedure 
(including  the  enrollee 's  right  to  representation)  for  effective 
preparation  for  the  hearing. 

A  request  for  a  hearing  may  be  withdrawn  only  by  the  enrollee  or 
his  authorized  representative  and  the  withdrawal  must  be  in 
writing.    A  request  for  a  hearing  may  be  considered  abandoned  if 
neither  the  enrollee  nor  his  representative  appears  at  the  time 
and  place  set  for  the  hearing  and  no  reply  is  received  within  a 
reasonable  time  (10  days)  to  a  notice  of  inquiry  to  the  enrollee 
and  his  representative. 

3795*3    Hearing  Officer. — The  hearing  is  to  be  conducted  by  a 
competent,  qualified  and  impartial  individual.    The  hearing 
officer  is  to  be  an  individual  who  has  not  been  involved  in  any 
way  with  the  determination  in  question  and  has  neither  advised 
nor  given  consultation  on  the  enrollee' s  request  for  payment 
which  is  the  basis  for  the  hearing.    The  hearing  officer  should 
be  an  attorney  or  other  qualified  individual  with  ability  to 
conduct  formal  hearings  and  with  some  understanding  of  medical 
matters  and  terminology,  and  a  thorough  knowledge  of  the  program 
and  the  regulations  issued  thereunder. 

3795. h    Hearing  Procedures. — The  hearing  procedure  must  provide 
an  opportunity  for  the  enrollee  to  appear  in  person  and,  if  he 
desires,  to  be  represented  by  legal  counsel  or  by  any  other 
qualified  individual.    The  enrollee  may,  however,  forego  the 
opportunity  to  appeal  personally  or  through  a  representative.  An 
enrollee  and/or  his  representative  must  have  the  opportunity  to 
offer  oral  and  written  evidence  to  examine  and  reply  to  evidence 
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relied  upon  by  the  intermediary  as  the  basis  for  its  action,  and 
to  present  and  examine  witnesses.    The  rules  of  evidence 
established  for  the  hearings  procedure  must  offer  sufficient 
latitude  so  that  all  relevant  and  material  evidence  can  be 
accepted  and  considered  x-rithout  regard  to  whether  it  would  be 
admissable  under  the  rules  of  evidence  applicable  to  court  pro- 
cedures. 

3795.5  Hearing  Decision. — The  hearing  officer  must  base  his 
decision  on  the  record,  that  is,  the  stenographic  record  of  the 
hearing,  documents,  requests,  papers  and  other  written  evidence. 
The  record  is  to  be  made  available  to  the  enrollee  or  his 
representative  for  examination.    If  the  beneficiary  wishes  to 
have  a  transcript  of  the  stenographic  record,  it  will  be  made 
available  to  him  if  he  pays  the  cost  of  the  preparation.  Written 
notice  of  the  hearing  officer' s  decision  and  the  basis  for  the 
decision  must  be  furnished  the  enrollee  as  promptly  as  possible 
after  the  close  of  the  hearing. 

3795.6  Issues  for  Determination  at  a  Fair  Hearing. — The  "fair 
hearing"  procedures  are  to  be  utilized  only  to  settle  issues 
arising  from  certain  determinations  by  the  intermediary  involving 
Part  B  benefits.    These  would  include  issues  as  to  the  deductible 
covered  services;  the  number  of  home  health  visits  used;  the 
timely  execution  and  filing  of  a  request  for  payment;  whether  a 
beneficiary  is  entitled  to  have  payment  made  under  Part  A  instead 
of  Part  B;  whether  a  physician's  certification  has  been  properly 
obtained  and  the  medical  necessity  of  the  services.  The 
intermediary  may  not  make  determinations  as  to  an  individual's 
basic  entitlement  under  the  supplementary  medical  plan;  or 
whether  an  institution  furnishing  services  meets  the  conditions 
for  participation  or  coverage  of  services;  or  whether  charges 
made  by  a  provider  are  reasonable. 

Intermediaries  should  institute  procedures  to  assure  that  appro- 
priate disposition  is  made  of  all  protests  and  complaints.  If 
an  intermediary  receives  a  protest  from  an  enrollee  concerning 
an  issue  which  is  outside  of  the  intermediary's  area  of 
responsibility,  it  should  be  forwarded  to  the  Administration 
without  delay  and  the  enrollee  advised  of  the  referral.  Where 
a  complaint  is  received  by  the  intermediary  which  encompasses 
more  than  one  issue,  some  of  which  are  outside  of  the  intermedi- 
ary's area  of  responsibility,  the  complaint  should  be  referred, 
to  the  Administration  for  consideration  of  those  aspects  of  the 
protest  over  which  the  intermediary  has  no  jurisdiction.  However, 
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the  intermediary  should  proceed  with  the  review  of  that  portion 
of  the  protest  which  falls  within  the  confines  of  its  adjudica- 
tive duties ,  provided  that  a  decision  on  such  portion  of  the 
complaint  is  not  dependent  on  the  Administration's  determination 
on  the  other  issues.    Where  such  dependency  exists,  the  inter- 
mediary will  defer  its  review  pending  the  Administration's 
decision  on  the  other  issues. 
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Transmittals  to  Social  Security  Administration 
3801.     PREPARING  BILLS  FOR  BATCHING 

All  staples,  paper  clips,  bands,  or  other  types  of  fasteners  should 
be  removed  from  the  designated  copy  of  the  billing  form  being  for- 
warded to  SSA. 

Any  case-supporting  documents  (Report  of  Eligibility,  Utilization 
Review  Notice,  developmental  material,  worksheets,  etc.)  must  be 
retained  by  the  intermediary,  with  his  copy  of  the  billing  form. 
Such  material  must  be  available  to  SSA  for  audit,  survey,  or 
study  purposes,  however,  and  thus  must  be  retained  in  association 
with  the  intermediary's  case  file.    (Under  certain  circumstances 
a  copy  of  the  Explanation  of  Accommodation  Furnished  must  be  for- 
warded to  SSA.    See  §3809  below.) 

3803.    BATCHING  BILLS 

After  claims  are  completed  to  payment,  whether  on  an  individual 
case  basis,  in  provider  groups,  or  on  some  other  basis,  a  batching 
by  types  of  bills  will  be  made  prior  to  shipment  to  SSA.    Since  a 
given  provider's  bills  will  generally  fall  automatically  within  a 
designated  category,  no  extensive  sorting  or  examination  of  the 
bills  should  be  required.    An  intermediary  may  already  have  segre- 
gated the  bills  by  type  to  facilitate  processing  and  control  within 
his  organization,  or  may  wish  to  do  so  to  coordinate  his  control  to 
a  greater  degree  with  that  of  SSA. 

Separate  the  bills  to  be  transmitted  to  SSA,  by  type  of  bills  and 
service,  in  the  following  categories: 

1.    Inpatient  Hospital  Admission  and  Billing  -  Form  SSA- 1^53 

*2.    Outpatient  Hospital  Billing  (Part  A)  -  Form  SSA- 1^83 

*3.    Outpatient  Hospital  Billing  (Part  B)  -  Form  SSA-1483 

♦(Note:    Where  both  Part  A  and  Part  B  services  are  included 

on  Form  SSA- 1^83,  the  appropriate  copies  of  the  form 
will  be  included  in  each  batch.) 

k.    Home  Health  Report  and  Billing  (Part  A)  -  Form  SSA- 1^87 

5.  Home  Health  Report  and  Billing  (Part  B)  -  Form  SSA-ll+87 

6.  Inpatient  Psychiatric  or  Tuberculosis  Hospital  Admission 
and  Billing  -  Form  SSA-1485 
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7.  Christian  Science  Admission  and  Billing  -  Hospital  and 
Extended  Care  -  Form  SSA- i486 

8.  Extended  Care  Admission  and  Billing  -  Form  SSA-1U78 

9.  Notice  of  Discharge  (Exhausted  Benefits)  -  Billing  forms 
submitted  for  days  after  inpatient  benefits  are  exhausted  to  update 
the  utilization  record.    All  types  of  billing  forms  may  be  forwarded 
in  the  same  batch. 

10.    Non-Payment  Bills  -  Bills  on  which  no  payment  is  made, 
e.g.,  charges  are  less  than  the  deductible,  are  to  be  batched  sepa- 
rately and  by  type  of  bill  as  above  for  payment  bills.    Do  not 
include  more  than  one  type  of  bill  in  each  non-payment  batch. 

Adjustment  bills,  i.e.,  bills  which  are  being  submitted  to  SSA  for 
adjustment  of  earlier  bills  on  which  errors  have  been  discovered 
by  the  intermediary,  may  be  submitted  in  each  of  the  above  categories 
but  must  be  filed  at  the  beginning  of  each  batch  (see  I3806  below). 

Batch  each  type  of  bill  in  batches  of  up  to  50  bills  for  transmittal 
to  SSA.    Although  not  more  than  50  bills  of  one  type  will  be  included 
in  any  one  batch,  smaller  numbers  may  be  transmitted  to  meet  time- 
liness requirements.    However,  if  you  are  submitting  a  number  of  bills 
that  are  not  multiples  of  50,  it  is  preferable  to  divide  them  in  two 
equal  batches  rather  than  transmitting  one  full  batch  (50  items)  and 
one  very  small  batch.    For  example,  if  60  bills  of  one  type  are  to  be 
transmitted  for  the  day,  divide  the  bills  in  two  batches  of  30  items 
each  rather  than  in  two  batches  of  50  and  10  items,  respectively. 
Batches  of  2  or  3  bills  are  not  encouraged. 

3805.  TIMELINESS 

Since  a  vital  feature  of  the  entire  program  is  the  timely  recording 
of  the  utilization  data  as  shown  on  the  billing  forms,  batches  of 
bills  should  be  forwarded  as  often  as  possible,  preferably  daily. 
Those  intermediaries  handling  a  high  volume  of  particular  types  of 
bills  will  be  able  to  ship  full  batches  regularly  without  experienc- 
ing difficulty  in  accumulating  bills  to  comprise  full  batches. 

Even  where  a  low  volume  of  .a  particular  type  of  bill  is  handled, 
bills  should  not  be  retained  on  the  expectation  of  additional  bills 
to  enlarge  the  batch;  timely  filing  is  more  important  than  size  of 
shipment  even  though  very  small  batches  (§3803  above)  are  not 
encouraged. 

On  the  last  day  of  the  calendar  month  all  outstanding  batches  should 
be  transmitted  to  SSA.    Bills  for  which  reimbursement  has  been  made 
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in  the  current  calendar  month  should  not  be  intermixed  and  trans- 
mitted in  a  batch  with  bills  that  will  be  paid  in  the  next  calendar 
month . 

3806.    TRANSMITTAL  AND  CONTROL  OF  BILLS 

Forward  each  batch  shipment  to  SSA  under  cover  of  a  transmittal, 
Form  SSA- 15 59  (see  Exhibit  l).    The  SSA- 1559  should  be  prepared  in 
duplicate  with  the  original  accompanying  the  batch  shipment  to  SSA 
and  the  duplicate  retained  as  the  intermediary's  record  of  ship- 
ment.   Enter  the  following  information  on  the  SSA-1559  in  the 
appropriate  spaces: 

1.  Intermediary  identification  number  (as  assigned  by  SSA). 

NOTE:    If  an  intermediary  has  more  than  one  paying  office 

capable  of  submitting  bills  directly  to  SSA,  individual 
intermediary  numbers  must  be  established  and  assigned 
to  each  office  by  SSA  before  SSA  will  accept  bills  from 
other  than  the  parent  office.    Bills  submitted  prior  to 
the  assignment  of  a  number  to  the  paying  offices  will  be 
returned  to  the  parent  office. 

2.  Intermediary's  name  and  address. 

3.  Batch  number.    A  consecutively  assigned  3"<iigit  number 
beginning  with  001  and  running  through  999 >  and  then  repeated.  The 
number  should  be  assigned  consecutively  regardless  of  the  type  of 
batch;  i.e.,  not  a  separate  series  for  each  type  of  bill.    If  an 
intermediary  has  more  than  one  paying  office  submitting  bills 
directly  to  SSA,  each  individual  office  must  maintain  separate 
consecutive  batch  numbers  for  the  bills  they  submit. 

k.    Date  batched  (enter  the  shipment  date  of  the  batch). 

5.  Type  of  bills  included  in  the  batch  (enter  the  form 
number  of  the  bills  included  in  the  batch) .    Also,  in  Outpatient 
Hospital  Billing  (Form  SSA-1U83)  and  Home  Health  Report  and 
Billing  (Form  SSA- 148?)  batches,  Part  A  and  Part  B  batches  should 
be  so  indicated  by  showing  the  form  number  followed  by  "A"  or  "B," 
as  appropriate.    For  nonpayment  batches  show,  "Nonpayment"  as  well 
as  the  billing  form  number.    Batches  of  exhausted  benefits  billing 
forms  will  be  designated  "Notice  of  Discharge,"  with  no  form 
number  indication. 

6.  Total  number  of  bills  included  in  the  batch.    This  num- 
ber should  represent  the  total  pieces  of  paper  in  the  batch.  For 
example,  when  adjustments  are  included  in  a  batch,  a  copy  of  the 
originally  submitted  bill  will  be  included  with  the  adjustment  bill. 
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These  should  be  counted  as  two  bills  even  though  they  are  to  be 
processed  as  credit  and  debit  actions  for  the  same  account  and  to 
determine  the  total  amount  of  reimbursement  represented  by  the  batch. 

7.    Total  amount  of  reimbursement  represented  by  the  batch. 
Credit  and  debit  adjustments  should  be  processed  as  plus  and  minus 
money  amounts  when  determining  the  total  amount  of  reimbursement. 
For  exhausted  benefits  or  nonpayment  billing  form  batches,  enter 
"Notice  of  Discharge"  or  "Nonpayment"  in  this  space. 

SSA  will  utilize  the  consecutively  assigned  batch  numbers  as  a  con- 
trol to  ensure  that  all  batch  shipments  are  received,  and  will 
routinely  confirm  receipt  of  the  batches  on  a  periodic  basis.  SSA 
will  return  a  copy  of  each  batch  transmittal,  Form  SSA-1559,  to  the 
intermediary  indicating  SSA  received  and  processed  the  batch  (also 
see  §3812).    Skipped  batch  numbers,  unless  explained  on  the  trans- 
mittal accompanying  the  next  shipment,  will  result  in  an  inquiry 
to  reconcile  the  omitted  numbers.    Likewise,  duplicate  batch  numbers 
will  result  in  an  inquiry  to  reconcile  the  duplication.    In  these 
cases  a  new  batch  number  will  normally  have  to  be  assigned. 

A  batch  number  will  also  be  utilized  in  the  reconciliation  of  ship- 
ments with  the  letter-of -credit  reporting  procedure,  and  for  reference 
purposes  in  any  contact  or  correspondence  regarding  discrepancies  in 
batch-balancing  processes.    A  register  or  reference  list  of  batch 
numbers  (duplicate  SSA-1559' s)  and  related  data  should  therefore  be 
maintained  by  the  intermediary. 

3808.  PACKAGING  AND  MAILING  OF  BILLS 

More  than  one  batch  of  bills  may  be  included  in  the  same  package 
for  mailing  purposes,  but  each  batch  must  be  separated,  with  an 
appropriate  covering  transmittal,  form  SSA-1559.    All  bills  should 
be  packaged  securely  so  that  mutilation  or  other  damage  to  the  bills 
during  mailing  will  be  kept  to  a  minimum.    All  bills  should  be  sent 
by  Air  Express  (where  appliaable)  to: 

Social  Security  Administration 

Bureau  of  Data  Processing  and  Accounts 

P.O.  Box  26 

Baltimore,  Maryland  21203 

3809.  TRANSMITTAL  OF  EXPLANATION  OF  ACCOMMODATION  FURNISHED  (FORM 
SSA-1U84) 

Where  the  intermediary  determines  that  assignment  to  ward  accommoda- 
tions was  not  at  the  patient's  request  or  was  not  consistent  with 
the  purposes  of  the  Social  Security  Act,  he  retains  one  copy  of  Form 
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SSA-1U84  in  his  file  and  transmits  the  other  to  SSA.    Use  the 
transmittal,  Form  SSA-1559,  to  forward  such  forms  separately  to 
SSA.    Do  not  show  a  hatch  number.    Complete  the  intermediary 
identification  items  and  enter  "Form  SSA-148V*  in  the  type  of 
hill  space.    No  other  entry  is  necessary  on  the  transmittal  form. 

The  transmittal  may  he  included  with  a  package  of  bills,  or  mailed 
separately  to  the  address  in  §3808.    If  mailed  separately  use  regu- 
lar mail. 

3812.    DISCREPANT  BILLS  IDENTIFIED  BY  SSA 

Occasionally  it  may  be  necessary  for  SSA  to  return  batches  of  bills, 
or  individual  bills,  to  the  intermediary  because  of  discrepancies  in 
batch  totals,  or  in  particular  items  on  the  bill.    To  ensure  that  the 
individual  bills  are  returned  into  the  processing  system  to  update 
the  utilization  records,  any  such  cases  will  be  identified  by  SSA. 
As  a  part  of  the  normal  confirmation  of  receipt  process,   (§  3806  above), 
all  bills,  or  batches,  returned  to  the  intermediary  for  reconciliation 
of  d6screpancies  will  be  returned  with  a  copy  of  the  Form  SSA-1559 
which  accompanied  the  batch  to  SSA.    The  SSA-1559  will  be  annotated 
to  show  those  bills  being  returned  to  the  intermediary  and  the 
previous  transmittal  totals  will  have  been  adjusted  to  show  the  num- 
ber of  items  and  the  amount  of  reimbursement  actually  processed  by 
SSA.    If  the  entire  batch  requires  return,  the  SSA- 1 5 59  will  merely 
be  noted  to  indicate  the  return  of  all  bills  included  in  the  batch. 

The  intermediary  should  expedite  resolution  and  rebatching  of  such 
cases  and  adjust  his  records  accordingly.    If  an  entire  batch  has 
been  returned,  a  new  batch  number  must  be  assigned  to  the  batch  be* 
fore  it  is  returned  to  SSA  for  processing.    The  individual  reconciled 
bills  may  be  included  in  the  appropriate  type  of  batch  for  return  to 
SSA  in  the  next  regular  shipment. 

38lU.    OTHER  ACTIONS  AND  MATERIAL 

In  addition  to  bills  removed  from  the  processing  system  prior  to  the 
updating  of  the  utilization  records,  certain  bills  may  be  returned 
to  the  intermediary  after  the  completion  of  all  SSA  processing. 
Such  bills  could  involve  requests  for  development  or  investigation 
of  some  aspect  of  the  bill  or  verification  of  certain  data.    SSA  will 
clearly  identify  and  distinguish  each  of  these  bills  from  those  which 
must  be  re-entered  into  the  processing  system  for  updating  purposes. 

After  the  intermediary's  action  is  completed,  such  bills  should  be 
returned  to  SSA  as  individual  items  and  not  included  in  a  batch  of 
regular  bills.    Although  the  material  may  be  mailed  in  the  same  pack- 
age with  a  shipment  of  regular  bills,  these  bills  should  be  clearly 
identified  as  not  requiring  processing.    Generally,  such  bills  should 
be  returned  by  letter  mail  to  the  organizational  component  which  re- 
quested the  action. 
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3816.    ADJUSTMENTS  AND/OR  CANCELLATIONS  BY  THE  INTERMEDIARY 
Occasionally  the  intermediary  may  find  that  bills  previously  sub- 
mitted, and  completely  processed  through  SSA's  system,  are  incorrect. 
In  these  cases  adjustment  or  cancellation  of  the  previously  submit- 
ted bill  may  be  required.    These  corrections  may  be  transmitted  to 
SSA  along  with  regular  bills  of  the  same  type  under  one  Advice  of 
Transmittal,  Form  SSA- 1 5 59.    However,  all  such  corrections  should 
be  placed  on  top  of  the  regular  bills  when  assembling  the  batch  for 
shipment. 

A  copy  of  the  originally  submitted  bill,  acceptable  for  filming 
purposes  (see  below),  must  be  prepared  and  forwarded  to  SSA  for 
each  adjustment  or  cancellation  action.    In  those  cases  requiring 
adjustment  of  previously  submitted  bills,  the  copy  of  the  original 
bill  must  be  printed  with  the  words  "CREDIT  CANCEL"  in  large  red 
letters,  in  the  extreme  upper  right-hand  corner  of  the  bill.  The 
corrected  bill,  which  should  accompany  the  cancellation,  should  be 
printed  with  the  words  "DEBIT  ADJ."  in  large  red  letters,  in  the 
extreme  upper  right-hand  corner  of  the  bill.    If  a  previous  bill 
requires  cancellation  only,  the  copy  of  the  original  bill  should 
be  annotated  in  the  extreme  upper  right-hand  corner  with  the  phrase 
"CANCEL  ONLY." 

Because  all  claims  forms  must  be  acceptable  for  microfilming  by  SSA, 
only  copying  machines  which  produce  clear  copies  may  be  used  in  pre- 
paring copies  of  the  original  submitted  bill.  If  the  print  is  light 
or  blurred  by  the  copying  process,  a  typed  copy  will  be  necessary. 
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Files  Maintenance 

3820.  GENERAL  PROVISIONS 

Subject  to  the  provisions  of  the  Code  of  Federal  Regulations, 
Title  Ul,  the  Social  Security  Administration  has  the  responsibility 
for  the  development  and  implementation  of  standards  and  programs 
for  the  economical  management  of  records  under  the  health  insurance 
program.    Specifically,  SSA  is  required  to  provide  for  effective 
controls  over  the  creation  of  records,  including  the  making  of 
records  containing  adequate  and  proper  documentation  of  the  inter- 
mediary's administration  and  operations. 

The  claims  records  referred  to  in  this  chapter  are  designated  as 
Government  records  comprising  Government-issued  standard  forms  and 
other  supporting  forms  needed  to  document  claims  records.  Such 
Government  forms    will  be  developed,  issued,  printed,  and  distributed 
by  the  Social  Security  Administration  and  will  be  maintained  by 
the  intermediary  in  accordance  with  instructions  regarding  retention, 
transfer,  destruction,  and  other  disposition  of  claims  materials. 

Effective  controls  over  records  creation  must  encompass  all  types 
of  records  at  all  levels  of  organization,  central  office,  and  field. 

Each  Part  A  intermediary  is  required  to  establish  and  maintain  an 
active,  continuing  program  for  the  economical  and  efficient  manage- 
ment of  the  records  maintained  by  the  intermediary  of  claims 
transactions  under  the  health  insurance  program. 

3821.  FILES  PROGRAM  OBJECT  WES 

Intermediary  programs  shall,  among  other  things,  provide  for: 

1.  Effective  controls  over  the  creation,  the  organization, 
maintenance  and  use,  and  disposition  of  all  SSA  health  insurance 
claims  records. 

2.  Cooperation  with  SSA  in  developing  and  applying  standards, 
procedures,  and  techniques  designed  to  improve  the  management  of 
claim  records,  assure  the  maintenance  and  security  of  records  of 
continuing  value,  and  facilitate  the  segregation  and  disposal  of 
all  records  of  temporary  value. 

The  objectives  of  files  management  are  to  organize  intermediary 
files  so  that  needed  records  can  be  found  rapidly;  complete  records 
are  ensured;  the  selection  and  retention  of  records  of  value  are 
facilitated;  and  the  disposition  of  noncurrent  records  is 
accomplished  with  maximum  economy  in  personnel,  equipment,  and 
supplie  s . 


3-277 


3821.1 


CLAIMS  RECORDS 


7-66 


3821.1  Creation  of  files  for  Records. — Adequate  records  management 
controls  over  the  creation  of  intermediary  files  shall  be  instituted 
to  insure  that  important  policies  and  decisions  are  adequately 
recorded;  that  routine  operational  paper  work  is  kept  to  a  minimum; 
and  that  the  accumulation  of  unnecessary  files  is  prevented. 
Effective  techniques  to  be  applied  in  this  area  include  the  appli- 
cation of  systems  for  the  control  of  correspondence  and  forms;  the 
minimizing  of  duplicate  files;  and  the  disposal  without  filing  of 
transitory  material  that  has  no  value  for  record  purposes. 

3821.2  Files  Defined.— A  file  is  basically  a  paper  or  folder  of 
papers,  but  the  term  is  used  to  denote  papers,  photographs,  photo- 
graphic copies,  magnetic  tapes,  or  other  recorded  information 
regardless  of  physical  form  or  characteristics,  accumulated  or 

maintained  in  filing  equipment,  boxes,  or  on  shelves,  and  occupy- 
ing office  or  storage  space.    Stocks  of  publications  and  blank 
forms  are  excluded. 

Specifically  the  materials  affected  relate  to  transactions  involved 
in  determinations  of  eligibility  of  health  insurance  beneficiaries, 
the  coordination  and  communications  relative  to  the  processing  and 
payment  of  claims  for  services  rendered  to  health  insurance  bene- 
ficiary patients  by  a  health  service  organization. 

3821.3  Files  Program  Requirements. — Each  intermediary,  in  providing 
controls  over  the  creation  of  records,  is  expected  to  establish  an 
appropriate  program  for  the  management  of  intermediary  files.  The 
program  will: 

A.  Establish  and  implement  standards  and  procedures  issued  by 
SSA  for: 

1.  classifying,  indexing,  and  filing  records; 

2.  providing  reference  services  to  filed  records; 

3.  locating  active  files  to  facilitate  use  of  the  records; 

k*    reviewing  the  program  periodically  to  determine  the 
adequacy  of  the  system  and  its  effectiveness  in  meeting  requests. 

B.  Insure  that  the  standards,  guides,  and  instructions,  developed 
for  the  files  management  program  should  be  readily  available  to  all 
employees  concerned  with  the  files  operations.    In  addition, 
pertinent  information  for  users  of  files  and  reference  services 
should  be  given  the  widest  possible  dissemination. 
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3822.  FILES  PROGRAM  IMPLEMENTATION 

The  following  actions  are  generally  basic  to  a  files  management 
program: 

A.  Standardize  classification  and  filing  schemes  to: 

1.  achieve  maximum  uniformity  and  ease  in  maintaining  and 
using  program  records; 

2.  facilitate  disposal  of  records  in  accordance  with 
applicable  records  disposal  schedules; 

3.  facilitate  possible  later  consolidation  of  identical 
type  files  presently  maintained  at  different  locations, 

B.  Formally  authorize  official  file  locations.    Prohibit  the 
maintenance  of  files  at  other  than  authorized  locations. 

C.  Standardize  reference  service  procedures  to  facilitate  the 
finding,  charge-out,  and  refiling  of  records. 

D.  File  accumulations  of  papers  received  at  file  locations 
on  a  daily  basis. 

E.  Audit  periodically  a  representative  sample  of  the  files  for 
duplications,  misclassification,  or  misfiles. 

3823.  ORGANIZATION,  MAINTENANCE  AND  USE  OF  FILES 

Provision  shall  be  made  for  the  continued  analysis  and  improvement 
of  such  matters  as  record  classification  and  indexing  systems,  the 
use  of  filing  equipment  and  supplies,  the  reproduction  and  trans- 
portation of  records,  and  to  assure  that  records  are  maintained 
economically  and  efficiently,  and  in  such  a  manner  that  their 
maximum  usefulness  is  attained. 

The  files  established  by  the  intermediary,  and  all  records  and 
procedures  documenting  the  intermediary  programs  for  controlling 
the  creation,  maintenance,  and  use  of  current  records;  for  the 
selective  retention  of  records  of  continuing  value;  and  for  the 
disposal  of  noncurrent  records  will  be  available  for  periodic 
review  by  the  Social  Security  Administration. 

382£.    DESCRIPTION  OF  FILES  MAINTAINED 

The  methods  of  maintaining  and  clearing  temporary  pending  files 
and  closed  bill  files  will  vary  with  the  intermediary.    These  will 
depend  on  the  filing  and  control  methods  established  by  the 
provider,  health  insurance  claim  number,  name,  or  other  sequence 
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to  record  requests  from  providers;  to  furnish  replies;  to  check  on 
overdue  cases;  to  control  cases  for  completion  of  processing  and 
payment;  to  control  cases  requiring  some  type  of  investigation  or 
additional  documentation;  to  retain  completed  cases  for  history 
or  other  reference;  to  maintain  for  audits;  and  to  schedule  for 
transfer  to  other  storage  areas. 

Other  variances  in  the  intermediary' s  methods  of  filing  will  depend 
on  computer  or  clerical  practices;  workload  volume;  review 
initiated  at  time  of  notice  of  admission,  at  time  of  start  of  care, 
or  at  time  of  receipt  of  billing  form,  and  other  considerations. 

Regardless  of  the  practices  generally  followed  by  the  intermediary, 
the  SSA  procedures  and  workflow  may  require  certain  adaptions  to 
effectively  coordinate  the  workflow  and  interaction  between  the 
interests  of  health  insurance  beneficiaries,  providers,  intermediaries 
and  the  central  SSA  recordkeeping  and  processing  operations. 

The  following  descriptions  and  workflow  relate  to  files  maintenance 
operations  according  to  the  pattern  of  the  individual  intermediary. 

3820.1    File  Pending  Receipt  of  the  Reply  to  the  Notice  of  Admission 
or  Start  of  Care. — A  pending  file  of  Notice  of  Admission  forms, 
Start  of  Care  Notices,  or  equivalent  data  should  be  maintained  by 
the  intermediary  to  await  receipt  of  the  Reply  to  the  Notice  of 
*/'  Admission  or  Start  of  Care  from  SSA. 

The  Reply  to  the  Notice  of  Admission  or  the  Start  of  Care  will 
contain  the  patient's  health  insurance  claim  number  and  the  provider 
number.    The  pending  file  should  therefore  be  established  in  a 
sequence  to  facilitate  association  of  inquiries  with  replies  and 
to  identify  inquiries  requiring  followup  requests. 

382^.2    File  Pending  Receipt  of  the  Bill  for  Services. --After  the 
Reply  to  the  Notice  of  Admission  or  the  Start  of  Care  has  been 
received  by  the  intermediary,  and  the  reply  forwarded  to  the 
provider  initiating  the  transactions,  the  materials  included  in 
the  File  Pending  Receipt  of  the  Reply  to  the  Notice  of  Admission 
or  Start  of  Care  may  be  associated  or  transferred  to  a  Control  File 
Pending  Receipt  of  the  Bill  for  Services,  depending  on  the  procedures 
established  by  the  intermediary. 

NOTE:    In  some  cases,  a  small  additional  control  pending  file  may 
need  to  be  established  where  the  analysis  of  the  SSA  reply 
to  the  Notice  of  Admission  or  the  Start  of  Care  does  not 
permit  immediate  forwarding  of  the  reply  data  to  the 
provider.    This  may  occur  in  cases  where  the  intermediary 
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requires  further  investigation  (e.g.,  contact  with  another 
intermediary,  hospital,  or  extended  care  facility  may  be 
required  where  the  HI  beneficiary  was  an  inpatient  in  the 
last  60  days). 

This  file  should  generally  be  maintained  in  Health  Insurance  Claim 
Number  sequence,  provider  and  date  sequence,  or  other  sequence 
designed  to  permit  ready  reference  and  to  identify  overdue  open 
items  requiring  followup  status  requests  to  the  provider. 

Upon  receipt  of  the  bill  for  services,  the  material  contained  in 
the  Pile  Pending  Receipt  of  the  Bill  for  Services,  may  be  trans- 
ferred to  bill-review  or  case  processing  status  according  to  the 
internal  procedures  established  by  that  intermediary  for  processing 
health  insurance  claims. 

3825.3    File  Pending  Receipt  of  Reply  to  Development  Requests. --In 
selected  cases,  Part  A  intermediaries  will  have  need  to  initiate 
development  to  reconcile  incomplete,  inconsistent  or  inaccurate 
entries  on  bills  for  services.    Pending  the  receipt  of  the  reply 
to  any  such  development  requests,  the  intermediary  will  hold  the 
claims  material  in  a  Current  Bill  Review  Pending  File.    This  file 
will    generally  be  maintained  in  Health  Insurance  Claim  Number  or 
other  acceptable  sequence. 

3825. U   File  Pending  Posting  of  the  Claims  Data  into  the  Records 
of  the  Social  Security  Administration. --Processed  bills  for  service 
will  be  batched  and  forwarded  by  the  intermediary  to  the  Social 
Security  Administration  for  posting  into  the  central  SSA  records. 

The  intermediary  copy  of  the  processed  bill  and  any  accompanying 
materials  should  be  maintained  by  the  intermediary  for  a  period 
of  one  month  in  a  closed  temporary  file  to  facilitate  current 
reference  and  3uch  reconciliation  operations  as  may  be  required. 

This  file  will  ordinarily  be  maintained  in  batch  number  sequence 
corresponding  to  the  batches  forwarded  to  SSA  for  posting  to  EDP 
records.    (Uiis  file  may  be  maintained  in  some  other  sequence 
provided  the  intermediary1 s  system  will  permit  speedy  location 
and  association  of  claims-related  materials. ) 

3825.5    Permanent  Record  File. — After  all  action  as  to  reimburse- 
ment and  posting  to  SSA  records  is  completed,  and  the  one-month 
period  set  out  in  §  3825*1*  above  has  passed,  the  bills  and  related 
materials  will  be  retired  to  a  permanent  record  file.    This  file 
will  generally  be  maintained  in  yearly  files  in  Transmittal  Batch 
Number,  date,  HI  claim  number,  or  other  acceptable  sequence. 
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This  file  will  be  used  to  conduct  audits;  to  serve  as  a  reference 
file  to  refer  to  specific  bills  in  order  to  obtain  detailed  informa- 
tion on  health  insurance  beneficiaries;  to  answer  status  requests, 
complaints,  or  other  correspondence  relative  to  a  particular  bill; 
and  to  accommodate  other  needs  which  may  be  presented  in  the 
successful  administration  of  the  health  insurance  program. 

3825.6   List  of  Part  A  Intermediary  Claims  Materials. — 

(1)  Notice  of  Admission. 

(2)  Reply  to  Notice  of  Admission  (form  or  wire  copy). 

(3)  Notice  of  Start  of  Care. 

(U)    Reply  to  Notice  of  Start  of  Care. 

(5)  Inpatient  hospital  bills  (Form  SSA-lli53). 

(6)  Inpatient  tuberculosis  and  psychiatric  hospital  bills 

(Form  SSA-1U85). 
(OMatient  extended  care  facility  bills* 

(8)  Part  A  home  health  agency  bills  (Form  SSA-1U87). 

(9)  Part  B  home  health  bills  (Form SSA-1U87). 

(10)  Inpatient  emergency  hospital  bills  (Form  SSA-1U53)- 

(11)  Outpatient  hospital  bills— Part  A  (Form  SSA-1U83). 

(12)  Outpatient  hospital  bills— Part  B  (Form  SSA-IU83). 

(13)  Outpatient  emergency  hospital  bills  (Form  SSA-1U83 ). 
(111)    Payment  vouchers. 

(15 )  Medical  or  hospital  record  documentation  resulting  from 

investigation  or  certification  requirements. 

(16)  Material  from  nonparticipating  hospitals  or  extended 

care  facilities  resulting  from  development  of  alleged 
prior  stays  within  the  last  60  days. 

(17)  Part  B  status  inquiry. 

(18 )  Reply  to  Part  B  status  inquiry 0 

(19)  Any  other  claims-related  materials  peculiar  to  specific 

transactions  ra  -rogram,  necessary  for  reasons 

of  documentation. 


3828.    RETENTION  OF  CLAIMS  FILES  MATERIALS 

Provision  shall  be  made  to  insure  that  records  of  continuing  value 
are  preserved  but  that  records  no  longer  of  current  use  to  the 
program  are  promptly  disposed  of  or  retired. 

3828.1    Standard  Retention  (At  Least  Six  Months ).  —Claims  materials 
and  other  adequate  records  concerning  the  use  of  funds  under  both 
Part  A  and  Part  B  shall  ordinarily  be  maintained  by  the  Part  A 
intermediary  until  the  expiration  of  not  less  than  6  months  after 
the  date  of  initial  payment,  after  which  the  records  will  be 
transferred  to  a  Federal  Records  Center.    Bills  will  be  forwarded 
from  the  intermediary' s  storage  area  to  the  Federal  Records  Center 
in  January  and  August  of  each  year. 
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The  dispatch  in  January  will  consist  of  those  bills  paid  in  the 
6-month  period,  January  through  June  of  the  previous  year.  The 
dispatch  in  August  will  consist  of  bills  paid  in  the  6-month  period, 
July  through  December  of  the  previous  year.    The  first  transfer 
is  scheduled  for  August  1967. 

NOTE:    After  the  bill-review  process  is  completed,  no  further  changes, 
deletions,  strike-overs,  or  other  entries  should  be  made  on 
the  forms  or  claims  materials  except  as  provided  by  SSA 
instruc  tions . 

3828.2    Modifications  of  the  Standard  Retention  Period.— 

A.    Yearly  or  Bi-yearly  Period. — Approval  may  be  given  for  those 
intermediaries  with  a  small  claims  volume  or  those  having  both 
Part  A  (provider  services)  and  Part  B  (physician  services)  responsi- 
bilities to  combine  records  rather  than  maintain  them  separately 
by  batch  number;  for  example,  health  insurance  claim  number  sequence 
by  calendar  year  or  by  2 -year  calendar  year  period.    Such  inter- 
mediaries would  be  of  the  type  where  clerical  operations  require 
case  examination  of  prior  history  file  for  detection  of  duplicate 
claimsj  incurred  date  sequence;  bill-review  for  coverage  patterns 
and  other  consistency  checks.    Variations  in  retention  period  could 
depend  on  volume,  degree  of  reference,  etc. 

The  period  of  retention  and  transfer  here  could  be  the  same  as  the 
standard,  or  after  specific  approval  on  an  individual  intermediary 
basis,  by  a  l-or-2-year  health  insurance  claim  number  sequence, 
permitting  transfer  every  year  or  second  year,  as  in  the  following 
examples: 


Example  1: 

7/1/66  -  12/31/66 
1/1/67  -  12/31/67 
1/1/68  -  12/31/68 
1/1/69  -  12/31/69 


Segment  1: 
Segment  2: 
Segment  3* 
Segment  hi 


l/i/oy  -  12/31/09  segment  kt  at  1/1/09, 
Each  year,  begin  a  new  active  file  segment. 


at  1/1/68,  transfer  Segment  #1. 
at  1/1/69,  transfer  Segment  #2. 


Example  2 : 

7/1/66 
7/1/67 
7/1/68 


6/30/67     Segment  1: 

6/30/68  Segment  2:  at  1/1/68,  transfer  Segment  #1. 
6/30/69     Segment  3:    at  1/1/69,  transfer  Segment  #2. 
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Example  3? 

7/1/66  -  6/30/68  Segment  #L: 

7/1/68  -  6/30/70  Segment  #2:  at  1/1/69,  transfer  Segment  #1. 

7/1/70  -  6/30/72  Segment  #3:  at  1/1/71,  transfer  Segment  #2. 

B.    Bi-Monthly  Period. --Approval  may  be  given  for  those  inter- 
mediaries who  have  been  authorized  to  microfilm  claims  records 
(on  the  basis  of  individual  submittals  including  documented  cost 
justifications)  to  retain  original  source  documents  for  2  months 
before  transfer  to  the  Federal  Records  Center.    Each  month  a 
transfer  of  a  2 -month  matured  segment  will  be  made. 

Example; 

7/1/66  Records— transfer  9/1/66 
8/1/66  Records— transfer  10/1/66 

Other  modifications  of  the  retention  period  may  be  approved  by  SSA 
after  detailed  consideration  is  given  to  the  experience  with 
retained  and  recalled  records;  the  type  of  references  to  individual 
records;  the  degree  and  frequency  of  any  such  reference;  and  audits, 
studies     v;  other  usages   ■>%  a  bearing  on  periods  of  retention* 

3829.    DOCUMENTATION  OF  FILE  REFERENCES  AND  REQUESTS  FOR  MODIFICATION 
Under  all  retention  systems  (monthly  intervals  for  microfilmers; 
6-month  standard  intervals;  or  l-or-2-year  intervals  for  smaller 

c  'Tfiea]  processors),  bhe  intermediaries  should  document  by 
monthly  tally,  the  number  of  records  requiring  post-bill  review 
reference.    Show  the  reason  for  reference;  number  of  references, 
and  length  of  time  after  bill  is  processed.    Exclude  from  this 
tabulation  all  references  arising  from  current  processing  to  recon- 
cile batches. 

Months  after 

Example- -Tabulates    Reason  Number     Bill  Review 

SSA  Request  (indiv.)         —  1 
it  '      ii  ii  2 

"        "  "  —  3  etc. 

SSA  Request  (study) 

HI  Beneficiary  Request  --  1 

n  ti  »i  __  2 

ii  ii  it  3  etc. 

DHEW  AUDIT  —  1 

«t       it  „_  2 

"       "  —  3  etc. 
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On  the  basis  of  such  data,  submittals  may  be  initiated  to  obtain 
approval  for  a  modified  period  of  retention.    Such  a  request  should 
be  sent  to  the  following  address: 

Social  Security  Administration 
Bureau  of  Health  Insurance 
Division  of  Methods  and  Procedures 
Room  UQ6  Operations  Building 
Baltimore,  Maryland  21235 

Evaluation  of  these  tabulations,  together  with  study  and  audit 
findings  and  evaluations  by  SSA,  will  be  used  to  develop  later 
procedures  to  provide  for  earlier  transfer  or  selected  destruction 
of  materials,  as  warranted. 

3830.     TRANSFER  OF  CLAIMS  FILE  MATERIALS 

Bills  and  related  claims  materials  may  be  transferred  to  Federal 
Records  Centers  after  the  period  of  retention  set  forth  in  S  3828. 
No  records  shall  be  transferred  from  one  intermediary  to  another, 
to  other  storage  space,  or  to  the  Federal  Records  Center  except 
pursuant  to  written  instructions  issued  by  the  Social  Security 
Adminis  tr a  tion . 

Detailed  instructions  will  be  issued  to  the  intermediary  before 
the  first  scheduled  transfer  to  the  Federal  Records  Center.  These 
instructions  will  concern  the  methods  of  transferring  claims 
materials  to  Federal  Records  Centers  and  the  method  of  recalling 
specific  claims  materials,  if  necessary,  from  Federal  Records 
Centers.    The  instructions  will  include  the  locations  of  the 
Federal  Records  Centers  to  which  the  individual  intermediaries 
will  transfer  records. 

3850.  EXHIBITS 

Exhibit  No.  1*    Advice  of  Transmittal  for  Hospital  Insurance 
Bills  (Form  SSA-1559) . 
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DEPARTMENT  OF  HEALTH,  EDUCATION.  AND  WELFARE 
SOCIAL  SECURITY  ADMINISTRATION 

Form  Approved. 

Budget  Bureau  No.  72-R744 

k( ^ \\          ADVICE  Or  TRANSMITTAL  FOR 
i^^M/          HOSPITAL  INSURANCE  BILLS 

DELIVER  TO: 

Social  Security  Administration 

Bureau  of  Data  Processing  and  Accounts 

P.O.  Box  26 

Baltimore,  Maryland  21203 

INTERMEDIARY  IDENTIFICATION 

NUMBER 

NAME  AND  ADDRESS 

HI  BILLS  INCLUDED  IN  THIS  TRANSMITTAL 


BATCH  NUMBER 

DATE  BATCHED 

TYPE  OF  BILLS  (form  number) 

TOTAL  NUMBER  OF  BILLS  IN  BATCH 

TOTAL  REIMBURSEMENT  AMOUNT 

HI  BILLS  DELETED  FOR  RETURN  TO  INTERMEDIARY 


HI  CLAIM  NUMBER 

REIMBURSEMENT  AMOUNT 

REASON 

SSA  PROCESSING  TOTALS 


NUMBER  OF  BILLS 

REIMBURSEMENT  AMOUNT 

DATE  RETURNED 

Received  by  SSA 

Deleted  by  SSA 

Processed  by  SSA 

FORM  SSA-  1559  (4-66) 

REFERENCE  MIMEOGRAPH  7005 
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DEPARTMENT  OF  HEALTH,  EDUCATION,  AND  WELFARE 

SOCIAL  SECURITY  ADMINISTRATION 
BALTIMORE,   MARYLAND  21235 


August  l£,  1966 
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New  Material  Page  No*  Replaced  Pages 
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Table  of  Contents  i  -  ii             i  -  ii 
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This  Revision  Transmittal  manualizes  the  Part  A  intermediary 
statistics  and  reports  material,  including  instructions  on  preparation 
of  the  monthly  Intermediary  Workload  Report,  which  were  in  Intermediary 
Letters  Nos.  31  and  I4.8.    There  are  no  substantive  changes,  other  than 
a  change  in  the  address  from  which  supplies  of  report  forms  may  be 
obtained  (§  386O).    Intermediary  Letters  Nos.  31  and  U8  may  be  dis- 
carded by  both  Part  A  and  Part  B  intermediaries. 

We  have  also  included  a  check  sheet  for  use  of  manual  holders 
in  recording  receipt  of  revision  transmittals. 
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Statistics  and  Reports 
3851.    OBJECTIVES  OF  STATISTICAL  PROGRAM 

The  Health  Insurance  Program  for  the  Aged  will  have  a  great  impact 
on  the  financing  of  medical  care  services  in  this  country,  on  the 
number  and  kinds  of  health  care  facilities  and  personnel,  and  on 
the  amount  and  kinds  of  health  services  utilized  by  the  aged  as 
well  as  by  other  age  groups.    At  the  same  time,  the  program  will 
offer  a  means  for  obtaining  detailed,  systematic,  and  continuous 
statistics  about  the  amount,  kind,  and  cost  of  health  care  services 
used  by  the  aged  as  a  by-product  of  benefit  payment  operations. 

The  need  for  statistics  about  the  operation  of  the  program  and  its 
impact  are  expressly  recognized  in  Public  Law  89-97,  "The  Health 
Insurance  for  -toe  Aged  Act. "    Section  1875(b)  expressly  directs 
that, 

"The  Secretary  shall  make  a  continuing  study  of  the  operations 
and  administration  of  the  insurance  programs  under  parts  A 
and  B  and  shall  transmit  to  the  Congress  annually  a  report 
concerning  the  operation  of  such  programs." 

The  statistical  program  has,  therefore,  been  designed  primarily  to 
provide  recurrent  basic  data  on  program  operations  and  administra- 
tion. 

The  Congress,  the  Social  Security  Administration,  the  medical 
community,  and  many  other  groups  will  be  concerned  with  assessing 
program  operations  and  administration  in  terms  of  the  goals  of  the 
program  to  protect  the  aged  person  against  the  costs  of  hospitali- 
zation and  illness  and  to  provide  quality  hospital  and  medical 
care  in  the  most  efficient  and  economical  manner.    In  this  con- 
nection, an  important  focus  of  the  statistical  program  will  be 
to  provide  data  necessary  to  analyze  and  compare  operations  of 
intermediaries  with  respect  to  the  effective  and  efficient 
operation  of  the  program. 

3853.    HOW  STATISTICS  WILL  BE  COLLECTED 

All  basic,  recurrent  program  statistics  will  be  collected  and  com- 
piled centrally  by  the  Social  Security  Administration.  Intermediaries 
will  not  be  required  nor  expected  to  tabulate  and  prepare  any  routine 
statistical  reports. 

Program  statistics — data  needed  to  evaluate  the  program  and  assess 
its  performance --will  be  derived  as  a  by-product  of  the  claims 
billing  and  payment  process,  and  of  the  State  agency  process  of 
certifying  providers  (hospitals,  nursing  homes,  et  al)  for 
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participation  in  the  program.  Other  information  required  will  be 
derived  from  accounting  and  benefit  payment  records  maintained  by 
SSA  as  part  of  its  normal  operations. 

More  specifically,  administration  of  the  health  insurance  program 
will  require  establishment  of  a  master  tape  record  that  identifies 
every  aged  person  who  is  eligible  for  health  insurance  benefits. 
The  master  record  will  also  contain  information  about  utilization 
of  services  under  the  program  to  meet  administrative  and  operating 
needs. 

Each  episode  of  hospitalization,  each  use  of  extended  care  facilities, 
and  each  use  of  home  health  services  by  each  individual  beneficiary 
will  be  recorded  in  the  master  records.    The  information  for  the 
master  record  will  be  derived  from  admission  notices  and  billing 
forms  that  will  be  submitted  by  participating  medical  care  facilities 
through  their  intermediaries  every  time  a  program  beneficiary  is 
admitted  to  or  discharged  from  a  participating  facility. 

Similarly,  every  provider  that  wishes  to  participate  in  the  health 
insurance  program  will  need  to  file  an  application  for  this  purpose. 
These  application  forms  will  also  contain  information  about  each 
provider  that  will  be  used  for  statistical  purposes  (size, 
ownership,  range  of  services  available,  accreditation  status, 
medical  school  affiliation,  approved  training  programs,  etc.). 
This  information  will  also  be  recorded  in  SSA  records  and  will  be 
updated  periodically  as  States  recertify  providers. 

Thus,  all  recurrent  program  statistics  will  be  derived  by  SSA  as  a 
by-product  of  forms  and  records  that  are  established  and  maintained 
for  administrative  purposes.    Occasionally,  needs  will  arise  for 
statistics  and  data  that  are  not  available  as  a  by-product  of  the 
claims  and  billing  process.    Intermediaries  may,  therefore,  be 
called  upon  as  the  need  arises  to  assist  the  SSA  in  collecting 
required  data  and  in  conducting  required  studies. 

Intermediaries  will  be  required  to  prepare  only  one  repetitive 
statistical  report— the  Intermediary  Workload  Report.    This  will 
be  a  summary  report,  prepared  and  submitted  monthly,  which  will 
contain  gross  figures  on  intermediary  workloads,  including  counts 
of  bills  received,  processed,  and  pending. 

3855.    ACCURACY  AND  COMPLETENESS  OF  BILLING  FORMS 
Copies  of  billing  forms  received  by  intermediaries  from  hospitals, 
extended  care  facilities,  and  home  health  agencies  will  be  sent  to 
SSA  in  Baltimore  for  posting  to  master  records  and  will  be  the 
source  of  utilization  statistics.    Accordingly,  copies  of  all  forms 
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sent  to  SSA  should  be  completed  in  full  and  clearly  legible* 

Where  individual  forms  must  be  reproduced,  high  quality  reproduction 

is  essential • 

Intermediaries  should  assure  that  providers  with  whom  they  deal 
process  and  complete  admission  and  billing  forms  and  related  forms 
in  accordance  with  instructions  giv«i  them  by  SSA.    It  is  especially 
important  that  providers  of  service  complete  billing  forms  accurately 
and  in  the  detail  called  for  by  instructions*    Diagnoses  and 
surgical  procedures  should  be  specif i®d  in  detail  losing  acceptable 
terminology  such  as  Current  Medical  Terminology,  Standard  Nomen- 
clature of  Diseases  and  Operations, ~^°°lm®rlcan  Psychiatric""*" 
Association'  i  Diagnostic  and  Statistical  jjanual,  etasT"'""'"" 

When  forms  furnished  by  providers  of  service  are  not  complete,  or 
contain  erroneous  information^  intermediaries  should  contact 
providers  to  obtain  missing  and/or  correct  information,  Where 
corrections  are  made  on  the  form,  they  should  be  clear  and  legible . 
Hospitals  will  report  outpatient  services  given  under  the  Hospital 
Insurance  Plan  (Part  A)  or  the  Supplementary  Medical  Insurance 
Plan  (Part  B)  on  the  same  billing  form— the  Outpatient  Hospital 
Billing  (Form  SSA«U|83).    Where  both  Part  A  and  Part  B  services 
are  reported  on  the  same  billing  form,  Intermediaries  should  make 
sure  that  services  provided  under  the  supplementary  medical 
insurance  program  are  clearly  and  correctly  classified  and 
identified. 

3857.    PERIODIC  REPORT  OF  CASES  REVIEWED  BY  PROVIDER  UTILIZATION 

REVIEW  COMMITTEES 
Intermediaries  will  be  greatly  involved,  along  with  State  agencies, 
in  implementing  the  utilization  review  provisions  of  the  Health 
Insurance  for  the  Aged  Program.    Biey  will  have  primary  responsi- 
bility for  continuously  assisting  providers  in  the  application  of 
utilisation  safeguards. 

In  establishing  their  eligibility  to  participate  in  the  Health 
Insurance  Program,  providers  will  be  asked  to  furnish  descriptions 
of  their  utilization  review  plans  (actual  or  proposed)  to  the 
State  agencies.    As  part  of  their  responsibility  in  the  area  of 
utilization  practices,  intermediaries  will  be  reviewing  the 
ongoing  operation  of  the  U.R.  plans  previously  submitted  to  the 
State  agencies  by  the  providers  with  whom  they  deal  to  determine 
whether  or  not  the  plans  are  actually  operating  as  initially 
described.    This  review  will  undoubtedly  involve  collection  of 
data  about  the  cases  reviewed  by  individual  U.R.  committees. 
We  would  like  intermediaries  to  share  with  us  the  information 
they  obtain  on  cases  reviewed  by  individual  U.R.  committees. 
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38£9.    STATISTICAL  INFORMATION  TO  BE  PROVIDED  TC  INTERMEDIARIES 
BY  SSA 

Copies  of  all  statistical  reports,  pertaining  to  the  hospital 
insurance  program  published  by  SSA  will  be  mi  tie  available  routinely 
to  intermediaries*    In  addition,  SSA,  Hill  make  available  to 
intermediaries  some  basic  statistics,  relating  to  the  providers 
of  service  with  whom  they  deal,  to  he  used  in  carrying  out  their 
function  to  assist  providers  in  thi  application  of  utilization 
safeguards*    The  data  will  enable  in  termediaries  to  compare,  using 
several  basic  measures  of  utilization,  the  experience  of  individual 
providers  (with  whom  they  deal)  with  each  other  and  with  providers 
with  comparable  characteristics  dealing  with  other  intermediaries. 
Data  will  be  furnished  on  a  current  basis .    Use  data  will  show 
such  things  as— 

!•    Length  of  stay  for  beneficiaries  discharged  during  the 
report  period  related  to  certain  characteristics  of  beneficiaries— 
e.g.,  primary  diagnosis,  presence  of  coarplieating  conditions, 
primary  surgical  procedures,  age,  sex,  etc. 

2.    Length  of  stay  and  characteristics  of  beneficiaries 
discharged  during  the  report  period  related  to  kind  of  ancillary 
services  used* 


Provision  will  be  made  for  consultation  with  individual  intermediaries 
to  assure  that  data  netting  their  needs  are  compiled  and  tabulated. 

Situations  may  arise  where  intermediaries  will  need  to  compile 
statistics  or  conduct  studies  for  administrative  purposes,  where 
the  data  needed  are  not  available  from  SSA.    In  such  instances, 
it  may  be  necessary  for  intermediaries  to  compile  and  tabulate 
the  required  data  themselves,,    When  the  costs  of  obtaining  the 
required  data  are  expected  to  exceed  $10,000  intermediaries 
should  request  written  approval  from  SSA  in  advance.  Requests 
for  prior  approval  should  describe  the  data  to  be  collected,  how 
the  data  will  be  collected,  why  the  data  are  needed,  and  the 
estimated  cost  involved. 

3860.    MONTHLY  STATISTICAL  REPORT  ON  STATUS  OF  INTERMEDIARY 

WORKLOADS  (INTERMEDIARY  WORKLOAD  REPORT  (FORM  SSA-1566)) 
Each  intermediary  will  prepare  and  submit  to  the  Social  Security 
Administration  a  short  report  each  month  showing  the  status  of  its 
workloads  under  the  Health  Insurance  Program.    A  separate  report 
is  to  be  completed  for  each  intermediary  office  that  has  been 
assigned  an  intermediary  number.    However,  when  an  intermediary's 
area  covers  more  than  one  State  a  separate  report  should  be 
prepared  for  each  State. 
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The  purpose  of  the  report  is  to  provide  information,  quickly  and 
in  summary  fashion*  on  the  number  of  bills  received  and  processed 
each  month,  and  the  number  pending  at  the  end  of  each  month.  This 
information  is  needed  for  administrative  and  operating  purposes, 
including  the  development  of  intermediary  budgets.    The  report  will 
also  measure  the  progress  of  intermediaries  in  paying  claims  for 
reimbursement  for  hospital  and  related  posthospital  services  under 
the  Health  Insurance  Program, 

The  report  will  be  submitted  on  Form  SSA-1566  (In+r-^ediary 
Workload  Report).    Forms  may  be  obtained  by  wri*.— w  directly  to: 

Bureau  of  Health  Insurance 
Distribution  Liaison  Officer 
Social  Security  Administration 
Baltimore,  Maryland  21235 


Reports  will  be  prepared  monthly  in  accordance  with  the  instructions 
that  follow. 

3860.1  Purpose  and  Scope. — Form  SSA-1566,  Intermediary  Workload 
Report  for  the  Health  Insurance  Program  is  the  principal  source 
for  summary  information  on  the  current  status  of  operations  of 
intermediaries.    The  information  supplied  will  provide  a  current 
profile  of  the  overall  operating  situation  for  intermediaries, 

3860.2  Due  Date. — Form  SSA-1566  is  due  in  Baltimore  as  soon  as 
possible  after  the  end  of  the  reporting  period,  but  no  later  than 
the  tenth  of  the  succeeding  month.    Airmail  should  be  used  by 
intermediaries  west  of  the  Mississippi  River,  or  in  any  instance 
which  would  expedite  receipt  of  the  report. 

3860.3  Number  of  Copies.  — The  intermediary  will  submit  (2)  copies 
of  the  Workload  Report  each  month.    Send  both  copies  of  the  report 
to:    Social  Security  Administration,  Office  of  Research  & 
Statistics,  Attention:    Health  Insurance  Statistics  Branch, 

P.O.  Box  1U33,  Baltimore,  Maryland  21203. 

386O. k  Heading. —Enter  the  name  and  code  number  of  the  intermediary 
reporting. 

3860.5   Reporting  Period. --Prepare  the  Intermediary  Workload 
Report  for  each  calendar  month. 
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3860.6    Type  of  Bill*"- Bills  for  reimbursement  for  covered  services 
under  the  Health  Insurance  Program  will  be  received  from  providers 
of:    (a)  inpatient  hospital  services;  (b)  hospital  outpatient 
diagnostic  and  therapeutic  services^- for  Part  A  and  Part  B  services; 
(c )  extended  care  services;  and  (d)  home  health  services — for 
Part  A  and  Part  B  services.    Bills  will  be  received  either  upon 
discharge  or  completion  ©f  care,  or,  in  cases  of  extended  treat- 
ment, on  a  periodic  basis  (i.e.,  monthly,  quarterly,  etc.). 
Count  each  bill,  whether  final  or  intermediate,  as  a  single  bill 
for  isontfaly  reporting  purposes,  in  the  appropriate  column*    If  the 
same  bill  contains  Part  A  and  Part  B  services  for  outpatient 
hospital  services,  record  as  two  bills*    These  can  easily  be 
identified  since  two  distinctly  colored  forms  will  be  submitted 
in  such  a  situation, 

3862.    COMPLETING  ITEMS  ON  FORM  SSA-1566 
Item  1.    Opening  Pending 

a.  Bills  pending  end  of  last  month- -Self- explanatory. 

b.  Adjustment  in  pending— If  error  ie  found  in  previous  end 
of  month's  pending  (as  a  result  of  inventories,  duplicate 
bills ,  etc.)  the  adjustment  should  be  entered  here*  Entry 
should  be  preceded  by  a  plus  or  minus  sign,  as  appropriate • 
Espials  reason  for  adjustment  in  r  emarks  section. 

c.  Total  opening  pending-- Enter  here  the  result  of  the  above 
adjustment • 

Item  2.  Receipts 

a.    Bills  received  this  month—Enter  her®  all  bills  received 
during' the  month,  including  those  that  hav@  been  previously 
handled^  but  not  including  bills  returned  by  SSA*  Include 
her®  all  bills  regardless  of  whether  payment  will  be  saade. 
Also  eater  here  bills  which  require  an  adjustment  of  m 
earlier  bill  on  which  errors  have  been  discovered  by  the 
intermediary.    This  count  should  be  made  at  the  point 
where  bills  are  normally  controlled  before  going  to  the 
claims  examiner  • 

be    Bills  returned  for  additional  information—Report  here  the 
number  of  bills  received  that  fiscal  intermediary  returns 
to  provider  of  services  or  other  purveyor  of  medical 
service  because  the  form  is  incorrectly  collated, 
incorrect  coaptation,  etc* 
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c.  Bills  rejected — Report  here  the  number  of  bills  received 
that  are  rejected  because  bill  is  clearly  for  services 
not  covered  under  the  law  or  is  from  a  nonpar ticipating 
provider  not  eligible  for  payment  under  the  HIB  program. 
Do  not  count  here  bills  not  meeting  the  deductible* 

d.  Net  receipts — This  is  the  result  of  subtracting  lines 
2b  and  2c  from  2a. 

Item  3*  Processed 

a.  Bills  processed  for  payment — Report  here  the  total  number 
olTbXils  that  were  processed  during  the  month  to  completion 
for  which  payment  was  or  will  be  made.    The  number  shown 
here  will  be  the  sum  of  the  numbers  in  lines  3a (1)  and 

3a (2)  of  the  report. 

a.(l)  Report  here  the  number  of  bills  processed  to  payment 
during  the  month  where  no  investigation  or  no 
additional  information  was  required  (i.e..  bill  was 
not  returned  to  the  provider  for  correction  nor  was 
contact  mad©  with  the  provider  or  other  outside 
source  in  any  manner  for  additional  information 
regarding  the  bill).    Include  here  bills  where  the 
amount  of  reimbursement  claimed  by  a  provider  is 
adjusted  if  the  adjustment  is  made  without 
investigation  or  without  contacting  the  provider. 

a. (2)  Report  here  the  number  of  bills  processed  to  payment 
during  the  month  where  additional  information  or 
investigation  was  required  before  reimbursement  could 
be  made. 

b.  No  payment  bills- "Report  here  the  numb©r  of  bills  processed 
during  the  month  but  no  reimbursement  is  made  because  the 
deductible  is  not  met  or  coverage  was  exhausted.    Biis  item 
differs  from  item  2c  in  that  services  fall  within  scope  of 
law  but  no  payment  is  made  because  of  limitations  placed 

on  service. 

c.  Adjusted  bills — Report  here  bills  which  are  being  submitted 
to  SSA  for  adjustment  of  an  earlier  bill  on  which  errors 
have  been  discovered  by  the  intermediary.    Do  not  count 
here  bills  that  were  returned  by  SSA. 

d.  Total  processed — Sum  of  a,  b,  and  c. 
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Item  i|.    Closing  Pending- -Report  here  the  total  bills  received  but 
not  processed  to  final  action  by  the  end  of  the  month. 
Show  separately  the  number  of  bills  still  pending  that  were 
received  in  the  current  (reporting)  month  and  the  number 
that  were  received  in  the  prior  month.    Closing  pending 
should  be  arithmetically  equal  to  the  total  opening 
pending  (line  1c)  plus  net  receipts  (line  2d)  less  total 
processed  (line  3c). 

Item  5«    Bill  Investigations —  (Not  returned  to  provider) —Enter 
here  the  number  of  bills  that  were  investigated  during 
the  month  but  where  the  bill  itself  was  not  returned  to 
the  provider.    Count  only  the  number  of  bills  on  which  an 
investigation  is  initiated  during  the  raonth,  not  the  number 
of  contacts  made. 

Item  6.    Reasons  for  Investigations — Count  here  all  reasons  for 
which  a  bill  was  investigated,  whether  bill  was  returned 
to  provider  or  not.    If  a  bill  is  investigated  for  more 
than  one  reason,  record  each  reason  under  the  appropriate 
item  as  shown  on  the  report  form. 

Item  7.    Returns  from  SSA — 

a.  Received— Record  here  the  total  number  of  bills  returned 
from  SSA  for  resolution  of  some  question  or  inconsistency. 

Do  not  count  bills  returned  from  SSA  in  item  2a. 

b.  Cleared — Enter  here  the  number  of  bills  returned  from  SSA 
that  were  reprocessed  and  resubmitted  to  SSA. 

c.  Pending — Enter  here  the  number  of  such  bills  received  but 
not  yet  resubmitted  to  SSA. 

Item  8,    Remarks — Self-explanatory. 

Signature— Space  for  Signature  of  Official  responsible  for  report. 
Title— Space  for  Title  of  Official  responsible  for  report. 
Date — Date  report  is  completed. 
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Section  3710  has  been  redrafted  to  specify  that  in  corrected  bill 
situations  intermediaries  should  transmit  to  SSA  only  one  copy  of 
the  bill  labeled  "DEBIT-ADJUST"  along  with  the  "CREDIT-CANCEL"  copy. 
The  other  "DEBIT-ADJUST"  copy  should  be  retained  by  intermediaries 
for  their  own  records.    This  has  been  done  to  avoid  any  misunder- 
standing about  the  disposition  of  the  three  copies  of  the  bill 
prepared  by  providers  in  this  situation. 

Section  38OI  has  been  revised  to  provide  for  use  of  staples  when  more 
than  one  Form  SSA- 1483  (Outpatient  Hospital  Billing)  is  needed  to  list 
all  the  services  covered  by  a  single  bill. 

Section  3803  revises  batching  categories  9  and  10,  and  adds  category 
11.    Category  9>  formerly  described  as  "Notice  of  Discharge  (Exhausted 
Benefits),"  is  changed  to  "Nonpayment  Bills"  and  includes  bills  on 
which  no  payments  can  be  made  because  benefits  are  exhausted,  workmen^ 
compensation  paid  the  entire  bill,  or  services  are  not  covered. 
Category  10,  formerly  described  as  "Nonpayment  Bills,"  is  changed 
to  "Unmet  Deductible  Bills";  only  bills  on  which  no  payment  is  made 
because  charges  are  less  than  the  deductible  are  to  be  batched  in 
this  category.    Category  11  is  an  additional  category  which  provides 
for  separate  batching  of  adjustment  and/or  cancellation  bills  by  type 
of  bill.    The  "Note:"  under  categories  2  and  3  has  been  expanded  to 
explain  that  Part  B  copies  of  the  Outpatient  Hospital  Billing  (Form 
SSA- 1483)  should  not  be  submitted  unless  there  are  medical  plan  charges 
or  Item  21D  shows  an  amount  payable. 

Section  3806. — Items  5  and  6  have  been  revised.  Item  5  has  been  updated 
to  reflect  the  changes  resulting  from  the  revision  of  bill  categories 


in  section  3^03'  Item  6  indicates  that  where  it  is  necessary  to  include 
more  than  one  Form  SSA-1^83  for  a  single  billing,  the  stapled  forms  will 
be  considered  one  bill. 

Additional  guidelines  are  included  for  making  a  final  check  to  ensure 
that  each  batch  is  properly  assembled*    Also,  the  statement  that  SSA 
will  routinely  confirm  receipt  of  batches  on  a  periodic  basis  has  been 
deleted  to  avoid  the  impression  that  something  other  than  a  copy  of  the 
Form  SSA-1559  will  be  transmitted  to  intermediaries  as  confirmation  of 
receipt. 

Section  3816  has  been  changed  to  explain  the  necessity  for  submitting 
an  exact  duplicate  of  the  original  bill  in  adjustment  submittals. 


Arthur  E.  Hess,  Director 
Bureau  of  Health  Insurance 
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3701.  NOTICE  OF  PAYMENT 

Under  the  health  insurance  law,  payments  to  providers  must  be  made 
not  less  often  than  monthly.    A  notice  of  payment  is  to  be  sent  to 
the  provider  when  payment  is  made.     The  intermediary  should  also 
notify  the  provider  of  the  patient's  verified  liability  where 
pertinent.     This  is  especially  important  where  the  provider  chooses 
to  wait  for  Part  B  outpatient  and  home  health  benefits  to  be  paid 
before  collecting  any  amount  of  the  deductible  and  coinsurance  from 
the  patient.     The  provider  will  not  know  the  exact  status  of  the 
patient' s  deductible  unless  the  patient  presents  a  utilization  notice 
showing  that  the  deductible  was  met  in  the  year.     Jf  the  provider 
waits  for  the  benefit  payment  before  collecting  from  the  patient, 
there  would  be  fewer  erroneous  bill  collections  which  would  have 
to  be  refunded.    Although  the  method  and  format  of  the  notice  is 
left  up  to  the  intermediary,  the  verification  of  the  patient' s 
liability  should  be  included  on  the  voucher  which  explains  the 
amount  of  the  benefit  check  to  the  provider. 

3702.  BENEFIT  CHECKS 

The  payment  checks  will  contain  the  legend: 

"For  Health  Insurance—Social  Security  Act." 

If  .an  intermediary  is  also  administering  the  Title  XIX  program  for 
a  State,  the  intermediary  will  not  combine  payments  under 
Titles  XVIII  and  XIX  in  a  single  check. 

3705.     DENIALS  -  NOTICE  TO  PROVIDER 

The  provider  should  submit  a  bill  whenever  the  beneficiary  signs 
a  request  for  payment,  even  when  the  provider  knows  that  no 
payment  will  be  possible. 

Whenever  the  intermediary  denies  a  signed  request  for  payment, 
the  provider  must  be  informed  in  writing  and  in  detail  why  no 
payment  will  be  made. 

3708.  ADJUSTMENTS 

If  the  intermediary  notes  an  error  or  an  item  with  which  it  disagrees 
on  the  provider  bill,  the  provider  will  be  contacted  and  the  matter 
clarified.     If  necessary,  the  provider  will  submit  a  corrected  bill 
to  the  intermediary. 

3710.    CORRECTED  BILLS 

When  the  provider  finds  it  necessary  to  correct  a  bill  because  of 
an  adjustment  request  or  on  its  own  initiative,  it  will  reproduce 
three  copies  of  the  previously  submitted  bill.    Two  of  these  copies 
will  show  the  necessary  corrections  and  should  have  the  words  "DEBIT- 
ADJUST"  printed  in  large  red  letters,  in  the  extreme  upper  right 
margin.     The  third  copy  should  be  an  exact  copy  of  the  original  bill 
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and  should  not  show  any  corrections.     Ihis  third  copy  should  have 
the  words  "CREDIT-CANCEL"  printed  in  large  red  letters  in  the  extreme 
upper  right  margin.     The  intermediary  should  submit  one  of  the 
"DEBIT- ADJUST"  copies,  and  the  "CREDIT-CANCEL"  copy  to  SSA,  and 
retain  the  other    DEBIT-ADJUST"  copy  for  its  own  file. 

If  a  previous  bill  requires  cancellation  only,  an  exact  copy  of 
the  original  bill  should  be  annotated  "CANCEL-ONLY"  in  red  in  the 
extreme  upper  right  margin  and  transmitted  to  SSA.     The  intermediary 
should  annotate  its  own  copy  of  the  bill  for  its  own  files. 

If  the  provider  submits  a  corrected  bill  before  payment  on  the 
initial  bill  is  made,  and  the  latter  amount  is  determined  to  be 
the  proper  charge,  payment  will  be  made  on  the  corrected  bill. 

However,  if  the  provider  submits  a  corrected  bill  after  payment 
has  been  made  and  the  charges  on  the  later  bill  exceed  the  charges 
on  the  earlier  bill,  an  explanation  should  be  requested  from  the 
provider  before  the  additional  amount  is  paid  if  an  explanation 
does  not  accompany  the  bill.    If  the  charges  on  the  later  bill  are 
less  than  the  earlier  bill,  the  intermediary  should  see  that  the 
overpayment  is  recovered  from  the  provider  or  necessary  adjustment 
made.    All  adjustments  or  changes  to  SSA  records  will  be  made  by 
complete  credit  action  first  and  then  followed  by  the  necessary 
debit  action. 

3712.  OVERPAYMENTS  AND  UNDERPAYMENTS  TO  PROVIDERS 

The  intermediary  will  determine  the  amount  to  be  paid  periodically 
to  providers  of  services  on  an  estimated  basis.    Necessary  adjust- 
ments with  respect  to  overpayments  and  underpayments  will  be  made 
when  the  actual  costs  have  been  determined.    While  overpayments 
and  underpayments  to  providers  of  services  will  ordinarily  be 
adjusted  in  this  manner,  in  some  situations  overpayments  or  under- 
payments may  be  corrected  by  direct  refund  or  payment  if  this 
method  is  found  to  be  more  convenient. 

3713.  INDIVIDUAL  RESPONSIBILITY  FOR  OVERPAYMENTS  TO  PROVIDERS 

Any  payment  under  the  law  to  any  provider  with  respect  to  items  and 
services  furnished  an  individual  shall  be  regarded  as  a  payment  to 
the  individual.    Where  more  than  the  correct  amount  is  paid  to  the 
provider  for  items  and  services  furnished  to  an  individual  and 
the  Social  Security  Administration  determines  that,  within  a 
reasonable  period  (to  be  specified  later),  the  excess  cannot  be 
recouped  from  the  provider,  the  adjustments  will  be  made  by 
decreasing  subsequent  social  security  or  railroad  retirement  bene- 
fits payable  to  the  beneficiary  (or  to  his  survivors,  if  the 
recoupment  is  not  completed  before  he  dies)  unless  the  Adminis- 
tration determines  the  overpayment  is  to  be  waived. 
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Transmittals  to  Social  Security  Administration 
3801.     PREPARING  BILLS  FOR  BATCHING 

All  staples,  paper  clips,  bands,  or  other  types  of  fasteners  should 
be  removed  from  the  designated  copy  of  the  billing  form  being  for- 
warded to  SSA.    (Exception:     If  more  than  one  Form  SSA-1483, 
Outpatient  Hospital  Billing,  is  submitted  in  order  to  list  all  the 
services  covered  by  a  single  billing,  the  forms  should  be  stapled 
together. ) 

Any  case-supporting  documents  (Report  of  Eligibility,  Utilization 
Review  Notice,  developmental  material,  worksheets,  etc.)  must  be 
retained  by  the  intermediary  with  his  copy  of  the  billing  form. 
Such  material  must  be  available  to  SSA  for  audit,  survey,  or 
study  purposes,  however,  and  thus  must  be  retained  in  association 
with  the  intermediary's  case  file.    (Under  certain  circumstances, 
a  copy  of  the  Explanation  of  Accommodation  Furnished  must  be  for- 
warded to  SSA.     See  §  3809  below.) 

3803.    BATCHING  BILLS 

After  claims  are  completed  to  payment,  whether  on  an  individual 
case  basis,  in  provider  groups,  or  on  some  other  basis,  a  batching 
by  types  of  bills  will  be  made  prior  to  shipment  to  SSA.    Since  a 
given  provider's  bills  will  generally  fall  automatically  within  a 
designated  category,  no  extensive  sorting  or  examination  of  the 
bills  should  be  required.    An  intermediary  may  already  have  segre- 
gated the  bills  by  type  to  facilitate  processing  and  control  within 
his  organization,  or  may  wish  to  do  so  to  coordinate  his  control 
to  a  greater  degree  with  that  of  SSA. 

Separate  the  bills  to  be  transmitted  to  SSA,  by  type  of  bills  and 
service,  in  the  following  categories: 

1.     Inpatient  Hospital  Admission  and  Billing  -  Form  SSA-li+53 

*2.    Outpatient  Hospital  Billing  (Part  A)  -  Form  SSA-IU83 

*3.    Outpatient  Hospital  Billing  (Part  B)  -  Form  SSA-1U83 

♦(Note:    Where  both  Part  A  and  Part  B  services  are  included 

on  Form  SSA-IU83,  the  appropriate  copies  of  the  form 
will  be  included  in  each  batch.    Do  not  send  Part  B 
copies  unless  there  are  medical  plan  charges  or  Item 
2 ID  shows  an  amount  payable.) 

k.    Home  Health  Report  and  Billing  (Part  A)  -  Form  SSA- lkQ"J 

5.    Home  Health  Report  and  Billing  (Part  B)  -  Form  SSA-li+87 
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6.    Inpatient  Psychiatric  or  Tuberculosis  Hospital  Admission 
and  Billing  -  Form  SSA-1485 

7«    Christian  Science  Admission  and  Billing  -  Hospital  and 
Extended  Care  -  Form  SSA- i486 

8.  Extended  Care  Admission  and  Billing  -  Form  SSA-1U78 

9.  Nonpayment  Bills  -  This  category  includes  bills  on  which 
no  payments  can  be  made  because  benefits  are  exhausted,  workmen's 
compensation  paid  the  entire  bill,  or  services  are  not  covered. 

All  types  of  billing  forms  may  be  forwarded  in  the  same  batch. 
(These  bills  will  be  skeleton  bills,  i.e.,  only  certain  items 
are  to  be  completed  as  described  in  §  3610.) 

10.  Unmet  Deductible  -  Bills  on  which  no  payment  is  made 
because  charges  are  less  than  the  deductible  are  to  be  batched 
separately  and  by  type  of  bill  as  above  for  payment  bills.  Do 
not  include  more  than  one  type  of  bill  in  each  unmet  deductible 
batch . 

11.  Adjustments  and/or  cancellations  -  bills  which  are  being 
submitted  to  SSA  for  adjustment  of  earlier  bills  on  which  errors 
have  been  discovered  by  the  intermediary  or  the  provider.    Do  not 
include  more  than  one  type  of  bill  in  each  adjustment  and/or 
cancellation  batch. 

Batch  each  type  of  bill  in  batches  of  up  to  50  bills  for  transmittal 
to  SSA.    Although  not  more  than  50  bills  of  one  type  will  be  included 
in  any  one  batch,  smaller  numbers  may  be  transmitted  to  meet  time- 
liness requirements.    However,  if  you  are  submitting  a  number  of 
bills  that  are  not  multiples  of  50,  it  is  preferable  to  divide  them 
in  two  equal  batches  rather  than  transmitting  one  full  batch  (50 
items)  and  one  very  small  batch.    For  example,  if  60  bills  of  one 
type  are  to  be  transmitted  for  the  day,  divide  the  bills  in  two 
batches  of  30  items  each  rather  than  in  two  batches  of  50  and  10 
items,  respectively.    Batches  of  2  or  3  bills  are  not  encouraged. 

3805.  TIMELINESS 

Since  a  vital  feature  of  the  entire  program  is  the  timely  recording 
of  the  utilization  data  as  shown  on  the  billing  forms,  batches  of 
bills  should  be  forwarded  as  often  as  possible,  preferably  daily. 
Those  intermediaries  handling  a  high  volume  of  particular  types  of 
bills  will  be  able  to  ship  full  batches  regularly  without  experienc- 
ing difficulty  in  accumulating  bills  to  comprise  full  batches. 
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Even  where  a  low  volume  of  a  particular  type  of  bill  is  handled, 
bills  should  not  be  retained  on  the  expectation  of  additional  bills 
to  enlarge  the  batch;  timely  filing  is  more  important  than  size  of 
shipment,  even  though  very  small  batches  (§  3803  above)  are  not 
encouraged . 

On  the  last  day  of  the  calendar  month  all  outstanding  batches  should 
be  transmitted  to  SSA.    Bills  for  which  reimbursement  has  been  made 
in  the  current  calendar  month  should  not  be  intermixed  and  trans- 
mitted in  a  batch  with  bills  that  will  be  paid  in  the  next  calendar 
month . 

3806.    TRANSMITTAL  AND  CONTROL  OF  BILLS 

Forward  each  batch  shipment  to  SSA  under  cover  of  a  transmittal, 
Form  SSA-1559  (see  Exhibit  l).    The  SSA-1559  should  be  prepared  in 
duplicate  with  the  original  accompanying  the  batch  shipment  to  SSA 
and  the  duplicate  retained  as  the  intermediary's  record  of  shipment. 
Enter  the  following  information  on  the  SSA-1559  in  the  appropriate 
spaces : 

1.  Intermediary  identification  number  (as  assigned  by  SSA). 

NOTE:  If  an  intermediary  has  more  than  one  paying  office  capable 

of  submitting  bills  directly  to  SSA,  individual  intermediary 
numbers  must  be  established  and  assigned  to  each  office  by 
SSA  before  SSA  will  accept  bills  from  other  than  the  parent 
office.    Bills  submitted  prior  to  the  assignment  of  a  number 
to  the  paying  offices  will  be  returned  to  the  parent  office. 

2.  Intermediary's  name  and  address. 

3.  Batch  number.    A  consecutively  assigned  3"digi"t  number 
beginning  with  001  and  running  through  999  >  and  then  repeated.  The 
number  should  be  assigned  consecutively  regardless  of  the  type  of 
batch;  i.e.,  not  a  separate  series  for  each  type  of  bill.    If  an 
intermediary  has  more  than  one  paying  office  submitting  bills 
directly  to  SSA,  each  individual  office  must  maintain  separate 
consecutive  batch  numbers  for  the  bills  they  submit. 

k.    Date  batched  (enter  the  shipment  date  of  the  batch). 

5.    Type  of  bills  included  in  the  batch.    Enter  the  form 
number  of  the  bills  included  in  the  batch.    Also,  in  Outpatient 
Hospital  Billing  (Form  SSA- 1483)  and  Home  Health  Report  and  Billing 
(Form  SSA- 1487)  batches,  Part  A  and  Part  B  batches  should  be  so 
indicated  by  showing  the  form  number  followed  by  "A"  or  "B,"  as 
appropriate.    For  nonpayment  batches  show,  "Nonpayment"  with  no 
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form  number  indication.    Batches  of  unmet  deductible  billing  forms 
will  be  designated  "Unmet  Deductible"  with  the  appropriate  billing 
form  number  indication.    For  adjustments  and/or  cancellation 
batches,  show,  "Adjustments"  as  well  as  the  billing  form  number. 

6.  Total  number  of  bills  included  in  the  batch.    This  number 
should  represent  the  total  pieces  of  paper  in  the  batch.  For 
example,  in  "Adjustment"  batches,  a  copy  of  the  originally  sub- 
mitted bill  will  be  included  with  the  adjustment  bill.  These 
should  be  counted  as  two  bills  even  though  they  are  to  be  processed 
as  plus  and  minus  actions  for  the  same  account.    However,  if  it  is 
necessary  to  submit  more  than  one  Form  SSA-IU83,  Outpatient  Hospital 
Billing,  in  order  to  list  all  the  services  covered  by  the  bill,  the 
Forms  SSA-1U83  should  be  stapled  together  and  counted  as  one  bill. 

7.  Total  amount  of  reimbursement  represented  by  the  batch* 
Credit  and  debit  adjustments  should  be  processed  as  plus  and  minus 
money  amounts  when  determining  the  total  amount  of  reimbursement. 
For  unmet  deductible  or  nonpayment  billing  form  batches,  enter 
"Unmet  Deductible"  or  "Nonpayment"  in  this  space. 

After  completing  the  transmittal,  a  final  check  should  be  made  to 
ensure  that  each  batch  is  assembled  properly  and  contains  only  the 
items  (types  of  bills)  that  are  indicated  on  the  covering  transmittal. 
In  addition,  a  final  check  should  be  made  to  ensure  that  each  bill 
contains  the  signature  of  the  intermediary  official  approving  the 
bill  and  the  date  of  approval.    Absence  of  this  information  will 
result  in  the  bill  being  deleted  and  returned  to  the  intermediary 
by  SSA. 

SSA  will  utilize  the  consecutively  assigned  batch  numbers  as  a 
control  to  ensure  that  all  batch  shipments  are  received.  Skipped 
batch  numbers,  unless  explained  on  the  transmittal  accompanying  the 
next  shipment,  will  result  in  an  inquiry  to  reconcile  the  omitted 
numbers.    Likewise,  duplicate  batch  numbers  will  result  in  an  inquiry 
to  reconcile  the  duplication.    In  these  cases  a  new  batch  number 
will  have  to  be  assigned. 

SSA  will  return  a  copy  of  each  batch  transmittal,  Form  SSA-1559,  to 
the  intermediary  after  all  items  have  been  processed.    (See  §  38 12 
for  an  explanation  of  the  handling  of  items  which  could  not  be 
processed.)    The  transmittal  will  indicate  the  number  of  items 
processed  and  the  reimbursement  amount  processed  to  SSA  records. 

A  batch  number  will  also  be  utilized  in  the  reconcilation  of  ship- 
ments with  the  letter-of -credit  reporting  procedure,  and  for  reference 
purposes  in  any  contact  or  correspondence  regarding  discrepancies  in 
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batch -balancing  processes.    A  register  or  reference  list  of  batch 
numbers  (duplicate  SSA-1559' s)  and  related  data  should,  therefore, 
be  maintained  by  the  intermediary. 

3808.  PACKAGING  AND  MAILING  OF  BILLS 

More  than  one  batch  of  bills  may  be  included  in  the  same  package 
for  mailing  purposes,  but  each  batch  must  be  separated,  with  an 
appropriate  covering  transmittal,  Form  SSA-1559.    All  bills  should 
be  packaged  securely  so  that  mutilation  or  other  damage  to  the  bills 
during  mailing  will  be  kept  to  a  minimum.    All  bills  should  be  sent 
by  Air  Express  (where  applicable)  to: 

Social  Security  Administration 

Bureau  of  Data  Processing  and  Accounts 

P.O.  Box  26 

Baltimore,  Maryland  21203 

3809.  TRANSMITTAL  OF  EXPLANATION  OF  ACCOMMODATION  FURNISHED  (FORM 
SSA-1U84) 

Where  the  intermediary  determines  that  assignment  to  ward  accommoda- 
tions was  not  at  the  patient's  request  or  was  not  consistent  with 
the  purposes  of  the  Social  Security  Act,  he  retains  one  copy  of  Form 
SSA-148U  in  his  file  and  transmits  the  other  to  SSA.    Use  the 
transmittal,  Form  SSA-1559>  to  forward  such  forms  separately  to 
SSA.    Do  not  show  a  batch  number.    Complete  the  intermediary 
identification  items  and  enter  "Form  SSA-lW'  in  the  type  of 
bill  space.    No  other  entry  is  necessary  on  the  transmittal  form. 

The  transmittal  may  be  included  with  a  package  of  bills,  or  mailed 
separately  to  the  address  in  §  3808.    If  mailed  separately,  use 
regular  mail. 

3812.    DISCREPANT  BILLS  IDENTIFIED  BY  SSA 

Occasionally  it  may  be  necessary  for  SSA  to  return  batches  of  bills, 
or  individual  bills,  to  the  intermediary  because  of  discrepancies  in 
batch  totals,  or  in  particular  items  on  the  bill.    To  ensure  that 
the  individual  bills  are  returned  into  the  processing  system  to  up- 
date the  utilization  records,  any  such  cases  will  be  identified  by 
SSA.    As  a  part  of  the  normal  confirmation  of  receipt  process, 
(g  3806  above),  all  bills,  or  batches,  returned  to  the  intermediary 
for  reconciliation  of  discrepancies  will  be  returned  with  a  copy  of 
the  Form  SSA-1559  which  accompanied  the  batch  to  SSA.    The  SSA-1559 
will  be  annotated  to  show  those  bills  being  returned  to  the  inter- 
mediary and  the  previous  transmittal  totals  will  have  been  adjusted 
to  show  the  number  of  items  and  the  amount  of  reimbursement  actually 
processed  by  SSA.    If  the  entire  batch  requires  return,  the  SSA-1559 
will  merely  be  noted  to  indicate  the  return  of  all  bills  included  in 
the  batch. 
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The  intermediary  should  expedite  resolution  and  rebatching  of  such 
cases  and  adjust  his  records  accordingly.    If  an  entire  batch  has 
been  returned,  a  new  batch  number  must  be  assigned  to  the  batch  be- 
fore it  is  returned  to  SSA  for  processing.    The  individual  reconciled 
bills  may  be  included  in  the  appropriate  type  of  batch  for  return  to 
SSA  in  the  next  regular  "shipment. 

3814.    OTHER  ACTIONS  AND  MATERIAL 

In  addition  to  bills  removed  from  the  processing  system  prior  to  the 
updating  of  the  utilisation  records,  certain  bills  may  be  returned 
to  the  intermediary  after  the  completion  of  all  SSA  processing* 
Such  bills  could  involve  requests  for  development  or  investigation 
of  some  aspect  of  the  bill  or  verification  of  certain  data.    SSA  will 
clearly  identify  and  distinguish  each  of  these  bills  from  those  which 
must  be  re-entered  into  the  processing  system  for  updating  purposes. 

After  the  intermediary's  action  is  completed*,  such  bills  should  be 
returned  to  SSA  as  individual  items  and  not  included  in  a  batch  of 
regular  bills.    Although  the  material  may  be  mailed  in  the  same 
package  with  a  shipment  of  regular  bill§>  these  bills  should  be 
clearly  identified  as  not  requiring  processing*    Generally,  such 
bills  should  be  returned  by  letter  mail  to  the  organizational  com- 
ponent which  requested  the  action. 

3816.    ADJUSTMENTS  AND/OR  CANCELATIONS  BY  THE  INTERMEDIARY 
Occasionally  the  intermediary  may  find  that  bills  previously  sub- 
mitted and  completely  processed  through  SSA's  system,  are  incorrect. 
In  these  cases  adjustment  or  cancellation  of  the  previously  submitted 
bill  may  be  required* 

A  copy  of  the  originally  submitted  bill,  acceptable  for  filming 
purposes  (see  below),  must  be  prepared  and  forwarded  to  SSA  for 
each  adjustment  or  cancellation  action.    In  those  cases  requiring 
adjustment  of  previously  submitted  bills,  the  copy  of  the  original 
bill  must  be  printed  with  the  words  "CREDIT  CANCEL"  in  large  red 
letters,  in  the  extreme  upper  right-hand  corner  of  the  bill.  The 
corrected  bill,  which  should  accompany  the  cancellation,  should  be 
printed  with  the  words  "DEBIT  ADJ."  in  large  red  letters,  in  the 
extreme  upper  right-hand  corner  of  the  bill.    If  a  previous  bill 
requires  cancellation  only,  the  copy  of  the  original  bill  should 
be  annotated  in  the  extreme  upper  right-hand  corner  with  the 
phrase  "CANCEL  ONLY." 

It  is  imperative  that  every  bill  sent  to  SSA  as  a  cancellation  action 
be  an  exact  duplicate  of  the  originally  submitted  bill.    Only  inform- 
ation shown  on  the  "Debit  Adjustment"  may  differ  from  the  original 
bill.    "Credit  Cancel"  or  "Cancellation  Only"  bills  which  appear  to 
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differ  from  the  original  will  be  returned  to  the  intermediary  for 
an  explanation  and  re submittal. 

Because  all  claims  forms  must  be  acceptable  for  microfilming  by 
SSA,  only  copying  machines  which  produce  clear  copies  may  be  used 
in  preparing  copies  of  the  original  submitted  bill.    If  the  print 
is  light  or  blurred  by  the  copying  process,  a  typed  copy  will  be 
necessary. 
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This  revision  makes  the  following  changes: 

Section  3115  has  been  changed  to  emphasize  that  payment  may  not  be 
made  under  Part  3  for  hospital  services  furnished  to  inpatient 
beneficiaries  who  have  exhausted  their  inpatient  benefit  days  or 
who  otherwise  lack  entitlement  to  have  payment  made  for  such  services 
under  Part  A. 

Section  31l5«l  has  been  revised  to  incorporate  the  modified  definition 
of  physicians'   supervision  in  determining  hospital  services  incident 
to  physicians'  services,  which  was  contained  in  Intermediary  Letter 


No.  127. 


Arthur  E.  Hess,  Director 
Bureau  of  Health  Insurance 


Action  Note:    To  §  3112,  add  cross-reference  to  §  3115. !• 
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B.  Drugs  and  biologicals  necessary  for  diagnostic  study  (see 
§  3101.3  for  definition  of  drugs  and  biologicals); 

C.  The  services  rendered  in  connection  with  a  diagnostic  study 
by  an  intern  or  resident-in-training  in  an  approved  teaching 
program  (if  not  under  an  approved  teaching  program,  see  f  3115 «1C); 

D.  Other  services  and  supplies  if  customarily  furnished  to 
outpatients  for  purposes  of  diagnostic  studies. 

If  the  beneficiary  has  coverage  only  under  the  medical  insurance 
plan,  payment  for  the  diagnostic  services  can  be  made  under  Part  B. 
(See  §  3115'2  for  Part  B  diagnostic  services.) 

3113.1    Outpatient  Hospital  Diagnostic  Study  Period. --A  diagnostic 
study  is  a  period  of  20  consecutive  days  beginning  with  the  first 
day,  not  included  in  a  previous  diagnostic  study,  on  which  the 
patient  is  furnished  outpatient  hospital  diagnostic  services.  The 
diagnostic  services  furnished  during  the  study  must  be  furnished 
by  or  under  arrangements  made  by  the  same  hospital.    A  subsequent 
study  may  not  begin  in  or  under  arrangements  made  by  the  same 
hospital  until  the  prior  study  has  been  completed.    However,  two  or 
more  studies  may  be  conducted  concurrently  in  different  hospitals. 
The  study  ends  after  20  days  regardless  of  the  number  of  days  on 
which  diagnostic  services  were  actually  furnished.  Diagnostic 
services  which  continue  beyond  20  days  are  considered  to  be  in  a 
new  study  period  and  must  be  separately  billed. 

Hospital  Services  Covered  Under  Supplementary  Medical  Insurance 

3115.     COVERED  SERVICES 

Payment  may  be  made  under  the  supplementary  medical  insurance  plan 
for  certain  outpatient  hospital  services.     (Payment  may  not  be  made 
under  the  supplementary  plan  for  hospital  services  which  would  other- 
wise constitute  inpatient  hospital  services,  extended  care  services, 
or  home  health  services.)    Thus,  for  example,  payment  may  not  be  made 
to  a  hospital  under  Part  B  for  diagnostic  x-rays,  laboratory  services, 
x-ray  therapy,  or  other  services  furnished  to  inpatients  when  the 
beneficiary  remains  an  inpatient  after  exhausting  his  90  days  of 
coverage  in  a  spell  of  illness.    Payment  under  Part  B  for  services 
rendered  to  inpatients  is  also  precluded  when  no  Part  A  payment 
may  be  made  because  the  services  do  not  meet  the  special  require- 
ments for  coverage  of  services  received  in  a  psychiatric  or 
tuberculosis  hospital,  or  the  hospital  is  not  a  participating 
provider  of  services.    This  exclusion  applies  only  to  Part  B  hospital 
services  and  does  not  prevent  reimbursement  for  physicians'  services 
rendered  individual  beneficiaries  in  a  hospital. 

Items  or  services  furnished  by  others  under  arrangements  with  the 
hospital  must  be  furnished  in  accordance  with  the  requirements 
explained  in  3007* 
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3115 '1    Services  and  supplies  (including  drugs  and  biologicals  which 
cannot  be  self-administered)  incident  to  physicians*  services 
rendered  to  outpatients  of  hospitals  are  covered.     (See  §  303O  for 
definition  of  physician.) 

A.  Hospital  Services  Incident  to  Physicians'  Services . --When 
services  are  provided  in  the  outpatient  department  of  a  hospital, 
there  is  assurance  of  medical  management  of  the  services  either 
through  direct  supervision  by  the  physician  ordering  the  services 
or  supervision  by  the  hospital's  medical  staff.    Therefore,  all 
services  provided  by  the  hospital  in  connection  with  the  physician's 
diagnosis  or  treatment  of  outpatients  are  incident  to  his  services. 
This  includes  the  use  of  the  hospital's  facilities,  the  services 

of  nurses,  technicians,  therapists,  and  other  aides.    There  is  no 
requirement  that  the  physician  who  orders  the  hospital  services  be 
directly  connected  with  the  department  which  provides  the  services. 
When  such  hospital  services  are  diagnostic,  they  are  covered  under 
Part  A,  (see  §  3Hl) ;  all  other  services  are  covered  under  Part  B. 

If  hospital  personnel  provide  services  outside  the  hospital  premises, 
the  services  are  covered  as  incident  to  physicians'  services  only  if 
there  is  direct  personal  supervision  by  a  physician.    For  example, 
if  a  therapist  goes  to  a  patient's  home  to  give  treatment  and  no 
physician  accompanies  her,  the  services  would  not  be  covered.  (Such 
a  service  would  be  covered  as  a  home  health  service  if  provided  as 
part  of  a  home  health  plan  under  arrangements  with  a  home  health 
agency. ) 

Generally,  the  only  services  provided  in  the  outpatient  department  of 
a  hospital  which  are  not  incident  to  physicians'  services  are  those 
which  do  not  require  participation  by  hospital  personnel  acting  under 
specific  order  by  a  physician.     Such  a  situation  would  arise  when  a 
hospital  makes  certain  equipment,  such  as  an  intermittent  postive 
pressure  breathing  machine  or  exercise  equipment,  available  to  the 
patient  who  is  able  to  use  it  without  assistance  or  instruction. 

B.  Supplies  incident  to  physicians'  services  are  those  necessary 
to  the  physicians'  services  in  the  outpatient  department,  e.g., 
surgical  supplies,  surgical  dressings,  the  use  of  an  emergency  room, 
cast  room,  and  operating  room  for  minor  surgery. 

Drugs  and  biologicals  administered  to  outpatients  must  be  of  the 
type  which  cannot  be  self -administered.    These  are  generally 
limited  to  those  administered  by  injection,  including  those 
required  on  a  continuing  basis,  such  as  for  pernicious  anemia  or 
arthritis.    However,  if  the  injection  is  of  the  type  which  is 
commonly  self -administered,  such  as  insulin  injections,  the  drug 
or  biological  is  excluded  unless  it  is  administered  to  the  patient 
in  an  emergency  situation.     (For  definitions  of  drugs  and  biologicals 
and  combination  drugs,  see  §  3101«3«) 
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Whole  blood  administered  to  outpatients  is  covered  as  a  biological 
which  cannot  be  self-administered  and  reimbursement  is  not  subject 
to  the  whole  blood  deductible.     (See  §  3205.) 

Payment  may  not  be  made  for  immunization,  i.e.,  vaccination  or 
inoculation  against  diseases  such  as  smallpox,  polio,  diphtheria, 
etc.     "Immunization"  for  this  purpose,  however,  does  not  include  a 
vaccination  or  inoculation  related  to  the  treatment  of  a  particular 
injury  or  direct  exposure,  e.g.,  antirabies  treatment,  tetanus 
antitoxin  or  booster  vaccine,  botulin  antitoxin,  antivenin  sera, 
or  immune  globulin. 

Prescription  and  nonprescription  drugs  and  biologicals  purchased 
by  or  dispensed  to  a  patient  are  not  covered. 
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Section  36 18,  Fraud  in  Connection  with  Claims,  has  been  added. 
This  section  sets  forth  the  guides  for  identifying  and  handling 
claims  with  possible  fraud  implications. 


Arthur  E.  Hess,  Director 
Bureau  of  Health  Insurance 


PART  A  INTERMEDIARY  MANUAL,  HIM-13-  PART  3, 
REVISION  TRANSMITTAL  NO.  4 


il 


CHAPTER  VII 
BILL  REVIEW 

Section  Page 


General    3600  175 

Authorized  Provider  Signatures  and  Listings  ....  36OI  176 

Use  of  Ledger  Sheets    3602  176 

Design  of  Inpatient  Hospital  Admission  and 

Billing  Forms  by  Hospitals    3603  176 

Bill  Review  Techniques    360I4-  177 

Release  of  Carrier  Copies  of  Billing  Form    3605  178 

Copies  of  Approved  Billing  Forms  for  Public 

Welfare  Agencies   3606  179 

Part  A  Intermediary  Handling  of  Form  SSA-155^, 

Provider  Billing  For  Patient  Services  by 

Physicians    3607  179 

Guarantee  of  Payment  Determinations    3608  179 

Outpatient  Hospital  Services  Which  Are  Treated 

as  Inpatient  Hospital  Services    3&09  180 

Inpatient  Billing  After  Exhaustion  of  Benefits  .  361O  l80 
Discharges  on  Patient's  First  Day  of  Entitlement 

or  Hospital's  First  Day  as  a  Participating 

Provider    3611  l8l 

Ambulance  Service    36l2  182 

Fraud  in  Connection  with  Claims    3618  182.1 

Review  of  Inpatient  Hospital  Admission  and 

Billing  Form  SSA-1453    3620  185 

Review  of  Inpatient  Psychiatric  or  Tuberculosis 

Hospital  Admission  and  Billing  (Form  SSA- 

IU85)    3630  195 

Review  of  the  Explanation  of  Accommodation 

Furnished  (SSA-lW)    3^35  207 

Outpatient  Hospital  Billing  (Form  SSA-IU83)    36^0  209 

Outpatient  Hospital  Services    36^0.1  209 

General  Rule  For  Separating  Hospital 

Outpatient  Services  on  Billing  Forms  ....  3^^0.2  210 
Payments  under  the  Hospital  Insurance  Plan 

and  the  Medical  Insurance  Plan   36^0.3  210 

Services  Provided  by  Physicians,  Interns, 

and  Residents    JJokO.h  211 

Processing  Outpatient  Diagnostic  Bills  ....  36^0.5  211 
Query  of  the  Social  Security  Administration 

Central  Record    36i+0.6  211 

Completion  of  Items  on  the  Form  by  the 

Hospital    36^0.7  213 

Rev.  k  3-173 


r 


BILL  REVIEW 


Section  Page 

For  Intermediary  Use                                               364O.8  215 

Payment  Distribution                                              364O.9  217 

Examples                                                                      364O.IO  2l8 

Home  Health  Agency  Report  and  Billing  (Form 

SSA-1^87)                                                                      365O  233 


3-17^ 


Rev. 


9-66 


BILL  REVIEW 


3618 


3618.     FRAUD  IN  CONNECTION  WITH  CLAIMS 

Section  208  of  the  Social  Security  Act,  which  provides  penalties  for 
fraud  and  misrepresentation  in  connection  with  claims  for  benefits,  is 
generally  applicable  to  the  health  insurance  program.    The  procedures 
for  processing  health  insurance  claims  should  insure  that  payment  is 
made  only  for  covered  services  furnished  to  health  insurance  bene- 
ficiaries; however,  it  is  recognized  that  these  procedures  cannot  be 
one  hundred  percent  effective.    Sanctions  provided  under  section  208 
of  the  Act  will  be  applicable  in  any  case  in  which  it  is  found  that 
a  person  attempted,  by  fraud  or  misrepresentation,  to  obtain  services 
or  payment  under  health  insurance. 

While  the  Social  Security  Administration  has  the  responsibility  for 
undertaking  the  necessary  development  in  any  case  in  which  fraud  or 
misrepresentation  is  indicated,  the  intermediary  has  a  basic  respon- 
sibility for  recognizing  possible  fraudulent  claims  and  calling  them 
to  the  attention  of  the  Social  Security  Administration.    Where  cases 
of  fraud  or  misrepresentation  are  uncovered,  the  intermediary  is  to 
withhold  payment  to  a  provider,  beneficiary,  or  other  person  as  the 
case  may  be,  until  the  Social  Security  Administration  has  had  the 
opportunity  to  investigate  the  matter. 

Intermediaries  should  be  alert  to  recognize  fraudulent  claims; 
however,  they  should  guard  against  a  posture  in  which  all  claims 
are  viewed  as  suspect.    Fraud  is  expected  to  occur  only  in  a  very 
small  percentage  of  cases.     Intermediaries  must  distinguish  between 
deliberate  fraud  and  erroneous  claims  based  on  mistakes  or  misunder- 
standing of  the  law.     It  is  likely  that  many  persons  have  some 
misunderstanding  of  who  may  be  entitled  to  benefits  and  what  services 
are  covered  under  the  health  insurance  program. 

Incidents  which  might  possibly  show  indications  of  fraud  may  include 
claims  in  which  the  alleged  services  would  not  have  been  appropriate 
in  the  treatment  of  the  illness;  contacts  by  beneficiaries  who,  after 
receiving  utilization  notices,  deny  having  received  some  or  all  of 
the  services  for  which  payment  was  made  under  the  health  insurance 
program;  altered  bills  and  receipts;  etc.    In  these  or  similar  situ- 
ations, the  intermediary  should  first  verify  routinely  that  no 
clerical  error  or  genuine  mistake  was  involved  in  making  the  claim. 
Where  it  appears  that  there  may  have  been  an  attempt  to  claim  benefits 
by  fraud  or  misrepresentation,  a  report  should  be  sent  to  the  Social 
Security  Administration  for  further  investigation.    These  reports 
should  be  directed  to  the  attention  of  the  Social  Security  Adminis- 
tration, Bureau  of  Health  Insurance,  Division  of  Health  Insurance 
Policy  and  Standards,  Room  k-R-2,  Baltimore,  Maryland  212 35. 
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Administration  experience  has  shown  that  we  can  expect  to  receive 
occasional  signed  and  unsigned  allegations  indicating  that  a 
particular  individual  received  benefits  to  which  he  was  not 
entitled.     In  these  cases,  the  intermediary  should  limit  its 
investigation  to  verifying  that  a  claim  for  benefits  was  made  by 
the  individual  as  alleged,  and  a  report,  containing  the  facts  in 
the  case,  along  with  the  statements  in  evidence,  should  be  forwarded 
to  the  Bureau  of  Health  Insurance  at  the  address  above. 
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